DEPARTMENT OF HEALTH AN HUMAN SERVICES

PRINTED: 0801812014
FORM APPROVED
OMB NO. 0938.0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES i{xi; PROVIDERISUPPLIERICL IA ! (42 sLTIPLE CONSTRUGTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMEER: A BUILDING COMPLETED

C
; 185090 b WING 05/15/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. GITY, STATE, ZIP GODE
7300 WOODSPOINT DRIVE
BRIDGE POINT CENTER FLORENCE, KY 41042
(%4310 SUMMARY STATEMENT OF OEFICIENCIES oo PROVIDER'S PLAN GF CORREGTION L
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FLILL | OPRERIX [EACH CORRECTIVE ACTION SHOULD BE ; LoMPLETION
TAG ;  REGULATORY GRLSG IDENTIFYING INEORMATION) . tAg CROSS-REFERENCED TG THE APPROPRIATE GATE
é DEFICIENGY)
F 000! INITIAL COMMENTS F oot
i AMENDED _
- An Abbreviated/Partial Extended Survay _ . _ ot : é_f"_/
invesligating KKY00021850 and KY00021663 was | This P o "fic"g“f‘;‘)z is ¥z ¢
infliated on 05/05/14 and concluded on 05/15/14, prepared and submitted as '
- KY00021650 and KYO0021853 wers ; required by law. By
unsubstantizted with unrefaled deficiencies : submitting this Plan of
“identified. Immediate Jeopardy was Ideniified on Correction, Bridge Point
05/07/14 and was determined to exist on : Center does not admit that the
 05/06/07 with deficiencies cited at 42 CFR 483.20 deficiency listed on this form
. Resident Assessment, F-282; 42 CFR 483.25 | exist, nor does the Center
*Quality of Care, F-323; and 42 CER 483.60 admit to any statements,
- Pharmacy Services, F-431 all at a Scope and findings, facts, or conclusions ,
P Sevarily (S/8) of a "J". Substandard Quality of that form the basis for the :
. Care (SQC) was identified at 42 CFR 483.25, alleged deficiency, The
, F323, The facility was notified of the Immediate Center reserves the right to :
Hleopardy on 06/08/14, challenge in legal and/or
‘ Ey or administrative
- Observation of the 300 haii rurse's station, on p?igifggas th:rc?e?‘mée;t:;,
0B/07/14 at 815 AM, ravealed forty-five (45) statements. facts. and '
- blister pack cards of medications, for a tolal of _ | c onclusions that ,fm*m the
+ one thousand and eighty-three (1083) tabiets and | i basis for the deficienc
liquid respiratory inhalant medisations Wirig on the; ; asts tor the deficiency.
. counter of the nurse's stafion, accessible to '
Fresidents, unauthorized stafl, and visifors,
i Further observation revealed no facility nursing
staff present in the nurse's station area entil 931
- AM, six (B) minutes later. Continued observation ;
[ of the general area at the nurse's station,
reveaied three (3) mobile residents with varying
degree of cognitive impeairment, which included
L one (1) resident who wote a Wander Guard
i bracelet, Unsampled Resident G, Unsampled
“Resident G was care planned to be at high risk
: for wandeting and for staff to keep the resident's
i environment safe. Interview revealed Pharmacy
 defivered the medications in the toie to the
LABGRATORY DIRECTOR'S OR PROVIDERISUPPLER REORESENFATIVE'S S IGNATURE (%o} DATE
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F 000 | Continued Erom page 1
i nurse's station on 058/06/14 af 8:07 PM. The
: facility reported a totsl of twenty-nne {29}
residents with cognitive impairment who were
- mabile within the facifity and had the potentjal to
‘ access he unsscured medications.

i An acceptabls credibie Allegation of Compliarce
C{AQC), related o the kmmediate Jeopardy, was
“received on 05/14/14 alleging the Immediate
tdeopardy was removed on 05/10/14. On

: 05/15/14, the State Survey Agency verified the

| mmediate Jeopardy was removed on 05710/14
as afleged with remaining non-compiiance al 43
' CFR 483.20 Resident Assassiment, F282 42

P CFR 483.26 Quality of Care, F-323; and 42 CFR
; 483.60 Pharmacy Services, F-£31 all at a Scope
. and Severity of a "D", while the facility develops
"and implements the Plan of Correction POC)
~and the Tacility's Quality Assurance moniors the
i effectiveness of the systemic changes.

H

I addition, deficient practice was also icentified ;
*during the Abbreviated/Partial Extended Survey at |
i 42 CFR 483.20 Residen: Assessment, #-281 at a |
. Scope and Saeverity of a D",
F 281, 483.20(k)3)(1) SERVICES PROVIDED MEET
$$=p ' PROFESSIONAL STANDARDS

The services provided or arranged by the facility
- musi meet professional standards of quality.

This REQUIREMENT is not met as svidenced
by :
. Based on record review, intarview and review of
“the facility's policy, it was determined the faciity
Hailed o ensure setvices provided or arranged by
Fthe facility met professional standards of ruality

F 000;

i

1.Resident #4°s physician was
notified on 5/14/14 by the
licensed nurse regarding the
medication errors with Zoloft
and Ativan.

The Zoloft was discontinued
as no longer needed and the
PRN Ativan was transcribed
correctly on the MAR 5/14/14
and care plan updated by the
licensed nurse.
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 for cne {1} of seventeen (17) samnled residents
“{Resident #4). The facility failad o ensure
tmedications were administerad per the

- Physiclan's orders.

i
i

i

“The findings nciudse:

- Interview with the Regional Clinical Qparations

. (RCO) Manager on 05/14/14 at 3:55 PM,

revealad tha facility did not have a written policy
- related o following Physician's Orders. However, ;
i she indicated it was the fecllity's expectation for -
- staff to follow Physiclan’s Ordars.

‘Record review revealed the facifity admitted

! Resident #4 on 02/03/12, with diagnoses which

- Inelided Vasoular Dementia with Delusions, ;
~Chironic Pain, Debility and Psychosis. Review of
' Resident #4's Quarterly Minimum Data Set f
H{MDS}) Asseasmant, dated 04/16/14, revealed the |
 facility assessed Resident #4 to have a Brief i
_Interview of Mental Status (BIMS) score of sight
{8 out of Fiteen {15), indicating the resident was
finterviewable,

. Review of Resident #4's manthly May 2014, ;
Physician Orders revealed an order for Sertraline .
“{an anti-depressant) to be given by moulh once a -
i day. Review of the Medication Administration

¢ Record (MAR), dated May 2014, revealed no {
docurnented evidence Seriralineg was :
" atdministered to Resident #4 frora 05/04/14

i through 05/14/14, Review of the Treatment

i Administration Record (TAR), daled May 2014,

. revealed the order for Resident #4's Settraline

" was included on the TAR with the resident's
reatments. Further review af the TAR revealed

! no documentad evidence he Serfraline was
administered from 05/01/14 through 05/14/14 and |
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F 281 Continued From page 2 F281" 2 .An audit of all physician

orders from current back to
April were reconciled and
compared to the MAR and
TAR and the PCC computer
system and completed on 6-
4-14 by Director of Nurses,
Manager of Clinical
Operations, Unit Managers
and Nurse Supervisors with
cotrective action completed
upon discovery.

3.The Medical Records staff ;
and Director of Nurses were 5
provided reeducation on the é’ﬁfl
PCC electronic order entry !

system on 5/21/14 by the PCC
Specialist,

Nurse Management including
Unit Managers and Medical

Records were provided
reeducation to monthly
recapitulation of physician
orders process by the
Manager of Clinical
Operations on 5/21/14.
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F 281 ;
¢ Licensed nurses were ;
i - provided reeducation to the

' medication administration 3
; ¢ policy with a post-test
! 3 i provided to validate

. understanding on or before 6-

4-14 by the Nurse Practice
Fducator, the Director of
MNursing, and Manager of
Clinical Operations.

All new physician orders will
be audited by the Director of
Nursing, Unit Managers,

: ' Nurse Supervisors, and/or
Manager of Clinical
Operations tcam daily x 4
weeks then 3 x weekly x 8
weeks and then monthly
during reconciliation of

: . _ physician orders to ensure

{ i appropriate transeription of
orders with corrective action
t upon discovery by the
Director of Nurses and Unit

Managers. é 57-'»’ 4
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F 281" Continued From page 3
& notatlon on the TAR stated the Sertraline order
was ont the MAR,

“Interview with Licensed Practical Nurse (LPN) #3 |
fand LPN #10, who were rasponsible for Resident
Li's care on 08/M14/14 gt 2:30 PM, revealad the
resident had not received Sertraline per the
' Physiclan's Order from (5/01/14 through
{O8/14/14; however, were not aware of this
Cinformation untit Surveyor intervention,
Continued interview revealed the facility nad

tchanged their corputer sysiem beginning May
i 2014, Further interview revealed the new system |
; nvalved the data being entered inte the compuisr
Psystem and tha faciity had hrought staff in from
father "sisfer” facilities to assist with the transition.
Interview with the RCO Manager on D5A14/14 at |
' 3:55 PM, revesled the facility had mplemanted a
 change in the computer systermn which was :
. effectiva May 2014, She stated management
" stalf from the other facilities within the facliity's
feorporation's had assisted with the Iransition of
. entering the data, to include Physician's Orders,
_The RCO Manager stated lssues with the
“ransition had already been identified and
| interventions had been implemented o correct
 the issues. However, she indicated they had not
“identified the issue invoiving Residant #4,

F 282 ¢ 48320k }3)i1} SERVICES BY QUALIFIED

8=y PERSONS/PER CARE PLAN

The sarvices provided or arranged by the facility
must be provided by qualifiad persons in
sccordance with each resident’s writtan olan of

care,

A
A summary of findings will @
be submitted to the monthly :
Performance Improvement
Committee by the Director of
Nurses for further review and
recommendation.

Correction date: 6/5/14

F 282
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F 282 Continued From page 4 F282 1 Resident #G, #11, and #16

" This REQUIREMENT is not met as avidenced

“by:

i Based on observation, record review, intarview

; and review of the facility's poticy, It was

" determined the facility faifed to have an effective
system fo ensure services ware provided in i
. accordance with each resident’s written
_Comprehensive Care Plan for two (2) of
fseventesn (17) sampled residents (Raesidents #11

s and #16)

and ane (1} of eight (8) unsampled

_residents {Unsampled Resident G} 2s eviderced ‘
" by failure to implement the care plan interventions |
i 1o keep the rasidents safe, : :

Chservation on 05/07/14 at 9:15 AM, revealed ;
!Horty-five {45} biister pack medication cards with & |

couni of one thousand and eighty-three (1083) ,
tablets and liguid respiratory inhalation ;
medications 1o be lying on top of the nurse's

| station counter and accessible {o residents, i

, Unauthorized staff and visitors, Continged ;
" observation revaaled ne facility nursing staff at

i the nurse's station or in the surrounding area untaf

i sk {6} minutes ater, af 821 AM. Further
_observation revealed Unsampled Resident G who |
"was wearing a Wander Guard bracelet (spegial

bracelel which alarms in resident wanders near

exiis}, Resident #11 andd Resident #18 in the area

Fof the Unit 300 hall rurse's station where the
s Unsecured medications were located. (Refer to

F-323)

t The |acmty*s failure fo ensure an effective system |

was in place to ensure residents’ care plans were |

implemented in regards o a safe and secure
tenvironmernt was fikely to cause risk for serious

injlity, tarm, impairment or death. Immediate

- Jeopardy (1J) was identified on 05/07/14, and

 determined to exli on 05/06/14. The facility wes

were assessed by a licensed
nurse on 3-7-14 with no
changes in condition noted.
A review of the residents
care plan and observation of
the resident was completed
by a licensed nurse for
resident #G, #11, and #16
was completed on 5-9-14 to
determine that care and
services were provided as per
the plan of care. Any
concerns identified were

addressed upon discovery. é&%}

LPN#1, LPN #6, and
LPN#7 were provided
reeducation by the Director
of Nurses and Administrator
on 5/7/14 regarding the drug
storage policy and procedure
with all 3 LPNS completing
post tests and verbalizing
understanding.
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F 282 Conlinued From page 5 i F282;  The medications were :
notified of the Immediate Jeopardy on 05/08/14. : removed upon discovery on %

: 5-7-14 by a licensed nurse )
. The facil ided : bie credi . - . i
, The facility provided an aceeptable credible from the 300 Hall nursing

" Allsgation of Compliance (AQC) was an 05/14/14 i ;

s witl the faliity alleging removal of the iImmediate | : station and stored in the
_Jeopardy on 05/10/14. The immediate Jeopardy | i locked medication room or
Cw i / . ; L

was verified o be removed on 05/10/14 as i : medication cart.

: aileged with rermaining pon-compliance at a

" Bcope and Sseverity of a "D”, while the facility
‘daveloos and implements the Plan of Corvection
A{POC), and the facility's Quality Assurance i

“monitors the effectiveness of the systemic j The licensed nurse on 5/7/14

i changes o ensure residents’ Comprehensive i i . . - X

Care Plans are Implemented, - verified location of meds

: delivered on the 300 hall by

i The findings inciude: é : validating the delivery slip

| i p : ot V‘ % S

| Review of the facility's policy titfee, "Care Plans®, % i and l,den,tiff mgf{’ ,

, with a revision date of 01/02/14, revealed a f m_edaeatioxw' to determine

“comprehensive, individualized care planwasto | i that all medications were

: e deveioped by the Interdisciplinary team for present. All medications

. each resident, Contiruied review revealed the ) .

- purpose of the care plan was fo provids the rep?csentesi on the }i’nhqrmacy
| necessary care and services fo attain or maintain delivery slip dated 5-6-14 to
lhe resident's highest practicable physical, mertal | the 100, 200 and 300 hall
‘and psychesocial wellbeing. t were located at that time

1. Review of Unsampled Resident G's medical with no doses missing ﬁ}at
: record revealed the facility admitted Unsampled | : are unaccounted for during
Resndeni G on 06/05/13 with diagnoses which medication pass.
- included Dementia, Cognitive Communication ; ‘
 Defickt, Down Syndrome, Seizure Disorder and ) ;
Thyroid Disorder. Review of the Quarterly ' :
i Minimum Data Set (MD8) Assessment dated ;
D3/10¢/14, ravesled the facllity assossed :
Unsampled Resident G to be severely cognitively |
1 impaired and to be at risk for wandering
bahaviers

FORM wmz""’(oz -89} Previous Vershns Chsolels Event I KNBY Faatity B3 100022 If continuation shest Page 6 of 50
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F 282 . Continued From page 6
i Review of Linsampled Resident G's
. Comprehensive Care Plan, datad 03/412/14,
“revealed the facility care planned Unsampled

- a8, wandering into other regident rooms and
_sleeping in other's bedt at times. Continued
“review of te risk for wandering behavior cara
: plan revealed tha facility’s goal for Unsampled
. Resident G was for the resident noi to wandsr
From 3 secured focation unattended and to be
" aaslly redirected to a safs area as needad.
 Further review of this care pian revealed the

“in & secured environment.

2. Review of Resident #11's medical record
revealed the facility admitted Resident #11 an
130910, with diagnoses which inciuded
*Dementla, Payohosis, Anxiely, Deoressive
! Disorder, Debility and Eplsodic Mood Disorder,
i Review of the Annual MDS Assessment, dated

“#1 to have a Beief Interview for Mental Status
L {BIMS) score of four (4} out of fifteen (15},

review of the MDS Assessment revealed the
tacility assessed Resident #11 to be ot risk for
“wandering.

. Review of Resident #11's Comprehensive Care

" Plan, revealed a care plan dated 04/28/14,
related io the resident's risk for wandering.

; Continued review of this care pian revesled

. Rasident #11 wandered in and out of other

"rasldents’ rooms related to histher confusion

i review of the care pian for risk of wandering

i Resident G's risk for wandering behavicrs, such

tindicating severs cognitive Impairment. Further

¢ interventions o be implemented by staff inciuded .
, #llowing Unsampled Resident G to wandear freely |

. 03/09/14, rovealed the facilily assessad Resident |

'

' secondary to the diagnosis of Dementia. Further

- revealed a goal for Resident #11 to "remain safe”. |

F 282] 2. The licensed nurses on
: 5/9/14 reviewed carrent
residents care plan and
observed the residents to
determine that care and
services are provided as
- indicated on the plan of care.
| Any concerns identified were

' addressed upon discovery

The licensed nurses on

5/7/14 assessed all nursing
stations and areas accessible
o residents in the center to
determine that no drugs or

biological are lelt unsecured.
Any items identified were
secured upon discovery.

The Hcensed nurses on 5
5/7/14 reassessed all
residents on 300 halls to :
determine any potential for

change in condition from

base line. No changes were

identified.
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i 3. Review of Rasident #16's madicat record

. revealed the facility admitted Resident #16 on
09/04/13 with diagnoses which included

: Dementia, Diabetes, Hypertension, Debillty, and

. Depragsive Disorder. Review of the Quarterly

"MDS Assessrent dated 04/21/14 reveslad the

“fachity assessad Resident #16 to also have

i diaghoses of Dementia and a Traumatic Brain

' Review of Resident #18%s Comprehensive Care
. Plan, dated 10/21/13, revealsd the faciity had
" care planred Resident #18 {o be at risk for

L wancering from secure focations related to

- corfusion and might follow others out of the
"building. Continued review of he at riak for
‘wandering care plan reveaied the goal stated

i Resident #16 would not wander from secure
looations unattended “untll further review®,

- Observation at 818 AM on 0507114, revealad
Adnsampled Resident G, Resident #11 and

" Resident #16 In the viciity of #he Unit 300 nhall
Pnurse's station. Observation revealad

! Unsamplad Resident G was mobiie without siaff
“assistance. Continued observation revealed
forty-five (48} blister pack madication cards

: cantaining & total of one thousand and

, eighty-three (1083) tablets and liguid inhalation

- medications o be focated on top of the nurse's
 station counter which were unattended by nursing | i
, slaff and accessible fo Unsampled Resident G,
" Resident #11 and Residert #16. Further
fobservation revealed no nursing staff nresent at

[ he nurse's station or in the surrounding area unti

. 921 AM, six (8} minutas [ater, :

Interview with Licensed Practical Nurse (LPN} #8

= 2325 The licensed nurses on
. 5/8/14 assessed residents on
100 and 200 halls who are

cognitively impaired and are
able to ambulate, self-propel
in a wheelchair, wander, or
are an elopement risk to
determine any possible
change in condition from
base line. No concerns were

identified.

3. The Clinical Nurse
¢ Educator, Director of
i Nursing, Manager of clinical
. Operations and Nursing
i Supervisors provided re-

cducation with all nurses as
of'5-9-14 regarding the Drug
Storage policy and

completed a post- test to
validate understanding and
comprehension of the policy.

i
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. 0n 05/8/14 a1 8:40 AM, revealed she had signed |
*for the madications when they were delivered on
05/06/14 around 6:00 M. She stated tha
medications were unsafe when they ware not

- stored properly in the medication reom or the

. resident's medication drawer.

¢ Interview with Licenserd Practical Nursa (LPNy#7
L 00 5715/14 at 1130 AM, revealed she had worked |
¢ the night of 05/G6/14, from 11:00 PM until i
. approximately 7:30 AM the morning of 05/07/14,
' Bhe stated & tole with medications was delivered
fon the previous shift which were stored under the |
; counter at the nurse's stafion, LPN #7 staled she |
. removed the medications packs from the tote on
“05/07/44 at approximately 5:30 AM, and placed
them on the nurse's stafion courtar. Corntinuad
Linterview revealed the medications when stored
; under the counter and then stored on the counter
. created an unsafe environment for residents as j
. they couid have baen accessad by residents.

; Interview with LPN #1 on 05/08/14 at 10°26 AM,
- revealed she worked the night of 05/06/14, and
“had seen a tote stored under the counter at the
nurse's siation when she raceived report at 1100 .
PM. She stated on 08/07/14 at “sround” 6:30 _
 AM, LEN A7 took medications out of the tote and |
placed them on the counter of the nurse's statior. |
“LPN #1 staled the medications should not have

i beert left unattended by nursing siaff and ;
s accassible to residents. Continued Inferview '
. fevedled unsecured medications were a hazard

" to residents ¥ they accessed tha madicaiicns.

- Interview with the Director of Nursing {DON) on
: OB/07/14 at 9:32 AM, revealed the medications
- should not have been laft unattended by the ,
“ nursing staff as this was a safety issue and could |

BRIDGE POINT CENTER
FLORENGE, KY 41p42
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F 282 Continued From page 8 £ F2B2l

The Clinical Nurse Educator,
Nursing and administrative
management provided re-
education with licensed
nurses and nursing assistants
as of 5-9-14 to the
Accident/Incident Policy
including securement of
medications, and the Care
Plan policy and procedure.
A post-test was completed to
validate understanding and
comprehension of the
policies,

H

Newly hired licensed nurses
or medication technicians
will be educated to the
. Accident/Incident Policy g
i including securement of ;
medications, the Care Plan
policy and the Drug Storage
Policy in orientation by the
Nurse Practice Educator or
Director of Nurses .
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“be hazardous for the residents, Continued
interview revealed the resident television (TV)
c area, adiacent to the nurse's station. was
 designated as a safe area for residents and the

[ area for residents. She indicated she expected
staff o follow residents’ care alans and they

' should not nave left the medications unsacured
i a8 this cregted an uneafe environment,

' nterview with the Administrator on 0B/07/14 at
L8114 PM, revealed the medications when laft on

: the nurse's station counter unatiended by nursing
. staff and accessible o residents wers not

' secured.

The facility provided an acceptable credible
alleged removal of the immediate Jeopardy {1J)

affective 06/10/14. Review of the AOC revealed
the facility implemented the following:

1. The thres (3) mvolved nurses on the Unit 300
- hall were provided education by the DON and
. Administrator on DB/07/14 regarding the drug
' storage pollcy and progedure with a post-leat

understanding.

2. The medications were removed an 05/G7/14
; and stored in the locked medication room or
~madication cart,

- hall were verified by validating the delivery slip

! all medications were sccounted for, Al
i medications represented on the pharmasy

 Allegation of Compliance (AOT) on 0514/14 that |

foliowing the education and verbalization of

£

- upon discavery from Unit 300 hall nurse’s station 5

[ 3. On 05/07/14, medications delivered to Unit 300

. and identifying the medications to determine that

medications left unsecurad did not ensure 2 safe
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A, BUILDING
5 C
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-~ Newly hired nursing

F 282

assistants will be educated to
the Accident/Incident Policy
and the Care Plan policy in
orientation by the Nurse
Practice Educator or Dircetor |
of Nurses.

4.Drug Storage and
Environment Safety Audits
to Prevent
Accident/Incidents will be
conducted by the Director of
Nurses, Administrator,
- Nurse Supervisors, Unit
! Managers and Shift
Supervisors across all shifts
daily x 14 days, 3 times a
week x 2 weeks, then
monthly x2 months then as
determined by monthly
Performance
Improvement committee thry
observation of each nursing
station and areas accessible
to resident to determine that
no drug or biclogical are left
i unsecured and that the
. environment remains free of
~ hazards. Any concerns
identified are to be addressed
upon-discovery.

H
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delwer‘y s'in dated 05/06/14 to Units 100, 200 ancé
- 300 hafls were located with no doses missing

_ which were unaccounted for during medication

' pass.

i 4. Licensed nursing staff completed an
¢+ assessment of all nurse’s stations and areas

; accessble to residents in the faciity to determine

. 1o drugs of biologicals ware left unsecured on
05107174, Any items identified were secured
‘_ " tipon discovery,

5. On 06/07/14 ficensed nursing staff completed
pan assessment of all resfdents on Unit 300 hall to
; determine any potential change in condition from
. base fine. No concerns were identifiad.

- 8. On 05/08/14 licensed nursing staff complated
rassessments of residents on Unit 100 and 200
i halls who were cognitively impaired snd abie to ;
. ambulate, salf-propel in a wheelchair, wander, or
. are an glopement risk to determine any possible
cﬁange i condition from base line. No concerns
“were identifiad,

7 On G5/09/14 a review of current residents’ aarp
. plans and observation of the resident was

" completed by the licensed nursing staff to
“determine the care and services provided were
fas indicated on the plan of care, Any concerrs
identified were addressed upon discovery,

8. Ali icensed nursing staff was re-educated to _
!t the facifty's “"Drug Storage” policy and sompleted |
t a post-test o validate understarding and
: comprehension of the palioy by the Administraior
. and/or Nurse Management or Nurse Educator by |
OE/OQ;’M Mo nurses wera {0 work without havmg
this education. The facility did not employ agency |

X80 SUMMARY STATEMENT OF DEFICIENDIES i
FREFIX (ZACH DEFICIENCY MUST 83 PRECERED BY FULL PREFIX LEACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED 10O TME APPROPRIATE | DAYE
CEFICIENGY)
4 ] o
F 282 Continued From page 10 F282.  An audit will be completed

through observation for 10
residents of the resident care
plan and the resident to
determine that interventions
across all shifts are followed
by the Director of Nurses
and Nursing Supervisors
weekly x8 weeks and then
monthly x1 months then as
determined by the monthly
Performance Improvement
Committee. Any concerns
identified will be addressed
upon discovery.

Review of the concern for
drug storage, accident/
incidents related to a safc
environment and following
the plan of carc will be
included in the monthly
Performance Improvement
meeting by the Director of
Nurses.
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. staf at the time the ACC was developad.

9. Al icensed nurses and nursing staf wers

s re-educated o the Accident/Incidant Policy
. Including securement of medications and the
- Care Plan policy and procedure by nursing

management of the Admisistrstor by 05/08/14. A

. post-lest was completed {o valldae

understanding and comprehension of the poli cies,

" The facility did not ampioy agancy staff at the
: time the AOC was developed.

' 10. Newly hired licensed nurses or Medications
: Technicians (Med Techs) will be educaled fo the

¢ Accldentincident Policy including "securement” of i

~medications, the Cars Plan policy and the "Drug
* Storage” Policy in orfentation,

- 11, Newly hired nursing assistants will be
" educated o the Accident/lncident Palicy and the

Care Plan Policy in orentation,

12. The DON, Nurse Managerment or
! Admindstrator will perform Drug Storage and

Environment Safety Audits 1o Prevent

. Accident/incidents will be conducted through
‘observation across all shifts daily for fourteen ( 14}
. days, then thres {3) times o week for twa {2)

, weeks than monthly for fwo (2} months; then as
*determinad by monthly Parformance

" Improvement (P) Committee. Monitoring wiil

i include abservations of each nurse's station and

. araas acoessible to residants to determine that
"no drug or biologicals were left unsecured and

the ervironment ramained free of hazards. Any

; concarns identified were to be addressed upon
discovery.

1 13, The DON or Nurse Management will perform |

and Environmental safety
audits to prevent accidents
and incidents and the care
plan to resident audits to
determine that nursing
stations and areas accessible
to residents are secured with
no drugs or biological are
left out and that the care plan
followed will be submitted to
the Performance
Improvement

Committee by the Director
of Nurses or Administrator
monthly %3 months for
review and further
recommendation.

Correction date: 6/5/14
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F 282 " Continued From page 12

~an audit completed through observadon of ten
(10) residents and of the resident care plan to ’
detgrmine interventions across all shifis are
followed weekly for eight (8) weeks then monthly |
i for one month, Any concerns identified would be
; eddressed upon discovery, j

14, The Administrator, DON and Medical Director

Freviewed the concerns regarding drug storage, |

| accident/incidants related to a safe environmaent

, and following the plar of care, and developed and |
implementad this plan of action in a P uommit’{@e
meeting held on O5/0814,

15, The findings of the audits will be submitted by |
| the Administrator of DON fo the Pl Committes
. mranthiy for three (3) months for review and
_further recommendations,

- The Siate Survey Agency validated the

. implemeantation of the faciily's AQC ag follows:

- 1. Review of aducation material and post-test

Fagiven to the thres (3) rursing stafl involved

revealed all were re-educated of the facillly's

aclicy and procadures related to safe medication |

; storage. Intarview with LPN #1 on 05/08/14 at |

9014 AML LN #6 on 06/08714 at 8:40 AM and
LPN #7 on 08/15/14 at 11:30 AM, revealed each

{ had raceived re-aducation on safe medication

; storage and taken the posi-test.

| 2, Qbservation on 08/07/14 at 10:00 AM revea{ad

i the DON removed the medications from Unit 30@
hall nursing station and sacured those =

, madications in the madication room.

'3 Observation or 05/07/14 at 832 AM reveasiad
i the DON verified and accounted for medications

F 282,
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i

by validating madications on hand with delivery
; document.

14, Review of the drug storage areas checklist
- which wag performed by stalf, dated 05/07/14
‘ravealed no medications were found tnsecurad.
: Observations on G374, CBIO8H4, D813 4, ‘
- 0514714 and 05/18/14 of the nurse's stations and |
_ medicalion carts reveaied the carts were locked
Pwith no drugs observed to be unsecured,
Interview on 05/07/14 with LEN #2 at 10:59 AM
-and LPN #3 at 4:38 PM, validated they had
“sompleted the drug storage area checldist, f
5. Review of tha facility's assessments of all
residents who resided on the Unit 300 hail
revealed all the residents were assessed by
{faciity staff with progress notes written in the !
residents' medical record, interview with the Unit
300 hali Manager on 05/08/14 at 1120 AM, '
‘verified the assessments were compisted,

; 6. Review of the facility's assessmants of
residents resicing on the Unit 100 and 200 halls
“with cognitive impairment and who wers able to _
{ ambutate, self-propel in a wheelchalr, wandsr, or |
: were an elopemeant risk revealsd progress notes
for these residents validating fhe assessments
“wera parformed, Interview with LPN 89 on

| OB/08/14 at 2:12 PM validated the assessments

- of the residents were completed as per the AQC.

' 7. Review of the faciilty's audit of resident medical :
recerds and care plans revealed observations fo

» ensure the plan of care was being followed were

, complated. Interview with LPN #3 and LPN #1 o, .

on 05/14/14 at 2:30 PM, validated the completion

i of the audifs,

G
i 185090 BowiNG O5/15/2014
NAME OF BROVIDER OR SUPPLIER STREET ANDRESS, CITY, STATE. 2IP COUE
7300 WOODSPOINT DRIVE
BRIDGE POINT CENTER
FLORENCE, KY 41042
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8. Review of the facility's ln-service material
'revealed post-fest and sign in sheels relatad o :
safe drug and biological storage were completed. |

* Staff interviews on 05/07/14 with LPN #3 at 4:38

P PR, LPN #4 at 6:11 PM and LPN #5 at 5145 PM;

- or 05/08/14 with LPN #6 at 8:40 AM, LPN #1 at

L 10:28 AM, Registared Nurse {(RN) #3 at 11:28 AM |

tand LPN #9 at 2:12 PM; and on 05/14/14 with RN

CHT at 10:50 AM, LPN #12 at 10:55 A, LPN #7 at
11:30 AM, LPN #13 at 3150 PM, LPN #8 at 3:58

LPM, Minimum Data Set (MDS) Nurse at 5110 PM
and RN #2 at 6:15 PM validated the education

. and posttest was provided as per the AQC.

¢ intarview with the Administrator on 8515/14 at
1120 AM, revealed the facllity startad utilizing

" agency staff on an as needed basis on 05/14/14.
t The Administrater stated the agency staff were

. provided new employee orentation prior to their
firat shift which included the facifity's policy and
procedure regarding safe drug and biological
storage and resident care plans. Further

interview revealed no agercy licensed nursing
staff utilized as of that date.

9. Review of the facility's in-service matarials
fravealed education and post-test were provided
. o alt licensed nurses and mursing assistants ,
related to the Accident/Incident policy, Care Plan |
: noficy and procedures. ;

" Staff interviews on 05/07/74 with LPN #3 at 4:38
CPM,LPN #4 at 6:11 PM and LPN 45 af 6:45 PM;

- on §5/08/14 with LPN #6 at 8:40 AM, CNA#4 at
00 AM, LPN#1 at 10:26 AM, RN #3 at 1129

L AM and LPN #0 at 2112 PM; and, on 05/14/14
pwith CNA#5 at 10030 AM, RN #1 at 10:50 AM,
(LPN #12 at 10:55 AM, LPN#7 at 11:30 AM, LPN
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F 282 " i Contlnued From page 15 ,
- #13 at 3:50 PM, LPN #8 at 3:55 PM, MBS at 5: éO
i FM and RN #2 at 5:18 PM validated the f
. education and post-test was performed as per the
“AQC,

interview with the Adminisirator on 05/15/14 at )
1120 AM, revealad the facility initiated tha use of
i agency staff on an as needed basis on 08/14/14, |
. The Administrator stated with new emplovee ;
_ orientation was provided prior o the agency j
staff's first shift which included the facility's oolicy |
" and procedura regarding safe drug and biological |
s storage, Accidentncidents and care plans.

. Further interviaw revealed no agency nurse had

. besn utilized as of that date; however, one {1) i
- CNAwas utilized on 05/14/14, Review of the newr |
' employee crientation training of the agency CNA |
reveaied education was providad as per the AOC

i

. Observations on 05/08/14 and 05/09/14 revealed |
" nursing management staff talking one on ore

t with resident care staff regarding policy and

i procedures.

. 10. Review of the new employee oriantation

~ packet for ticensad nurses or Med Techs »eveaf@d
it included safe medication storage and

[ Accident/Incident reporting, as well as,

. Physician's Orders and vare plans. Continued

. review of this packet revesied the orientation

" process also included postdesis regarding safa
madication storage and Acsident/ineidents.

11. Review of tha new eminloyee orentation

- aducation for CNAs revealed it included policies
on Accideni/Incident and care plans with a

fpost-test o verify undarstanding, Review of the

i agency CNA education revealed It included

; education regarding the policies on

F 282!
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f Accidentiincident and care plans with a post-test

ta verily understanding,

Interview with the Administrator on 05/15/14 ot
(1120 AM, revealad no new CNA staff had been
; hired within pravious two {2) week time frame:
however, one (1} agency CNA was utilized.

112, Review of the drug storage and

. environmental safety audits revealad the audits
“were performed daily on every shift starting on
FOBI0T4,

Interview with the Administrator on 05/15/14 at
1R20 AM, regarding the facllity's implemented
| process, revealed the audits ware being

! performed as per the AQC,

1

Siatf interviews on 05/14/14 with LPN #11 a{ 840 |
LPM and LPN #2 at 5:20 PM: and on 05/15/14 with
(LPN #7 at 11:30 AM revealed the audits were '
. being completed as per the AQC.

13 Review of the audils of resident observation
and residents care plans started on 05/07/14

. revealed at least ten {10) reviews and

observalions had been completed by the DON or |

{ Nursing Management siaff as per the ADC.
- Review reveaied the audits were completed
_across all shifts and afl units/halls within the
facility as per the AQC,

; interview with the Administraior on G5/15/14 at

. 11:20 AM, revealed an additional maragement
staff had been added to the schedule each day

- for each shift to observe, audit and be a resource. ;
i The Administrator stated the management staff

were directed to immediately contact her for any

" and alf issues identified.

H
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i 14, Review of the minutes of the Pl Commities

. mneeting held 05/08/14 regarding the Immadiate
“Joopardy findings in regards to drug slorage,

- Accident/incidents related to a safe environment

- plan (AQC) had bean developed by the
 Administrator, DON and Madical Director.

; Interview with the DON on 05/08/14 at 3:30 PM,

reveated the fackity immediately inifated an

"investigation into the incident which occurred on

O5/GYI14. She stated the facility had Identiied

. this to be an educaiional failure and immediataly
Infiatec re-sducation for staff on 05/07/14 as per |

“the AQC.

i

cinterview With the RCO Mananer on $5/08/14 2t
. 5120 PM. revealed the facility had responded
Himmediately to correct the identified issue to
comply with the facifity's policy regarding safe
medication storage.

15, Intarview with the Administrater on 05/15/14

gt 1120 AM, revealed the Pl Committee would

i mest monthly for at least three (3) months for

teview of the collected data. She stated the firsi _

“monthly meeting was not due; however, the data

teollected was being reviewed daily. The
Administrator reveated the next Pl Committee
meeting was scheduled the first waek of June

f2014,

 Interview with the Medical Director on 05/15/14 at |
F2:06 PM, revealed He had been made aware of
! the unsecured medications. He stated this was
; an unsafe practice. Continued interview revealed |
he was actively involved in the Pl Committes and
had discussed the plan of action {AOC) with the

i

- and following the plan of care revealad the action |

FORM CMS-256702-39) Previous Versions Otsalarm Event 10 KNBT11

Faciliy I 100022 if contiruation sheef Page 18 of 50



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

PRINTED: 0871872014
FORM APEROVED
CMB NG, 0938.0391

STATEMENT OF DEFIIENCIES (X1} PROVIDER/SUPPLIER/CLIA

{RZ) MULTIPLE CONSTRUCTION

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A4 BULOING CORPLETED
C
185000 BowiNG i 05/15/2014

{X3) DATE sURVEY

TNAME GF PROVIGER OR SUPPLIER

BRIDGE POINT CENTER

STREET ADDRESE, CITY, STATE. ZIP COOE
7308 WOQORSPOINT DRIVE

FLORENCE, KY 41042

SUMMARY STATEMENT OF DEFICIENCIES

1] : PROVIDER'S PLAN OF CORRECTION

. 38y
{OOMPEETION

(X430
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREEX (EAGH SORBECTIVE AGTION SHOULD BE 3
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
F 282" Continued From page 18 b Fas2,
“faciity “almaost daily”. i
F 3237 483.25(h) FREE OF ACCIDENT F323:

§5=Ji HAZARDS/SUPERVISION/DEVICES

' The facility must ensure that the resident

senvironment remains as free of acoident hazards |

. a8 is possibla; and each resident receives
“adequate supardsion and assistance devices o
prevent accidents.

This REQUIREMENT is not met as evidenced
“hy: ‘
. Based on observation, inferview and review of |
: the facility's policy, it was determined the Tactity
 failed to have an effestive sysiem in place to
"ensure the resident environment remained as
Hree from accident hazards as was possible which
 affected one (1) of thres (3} units in the faciity, \
and fwe {2 of seventesn (17} sampled residents :
"{Residents #11 and #16) and ona {1} of wight (8)
- unsampled residents (Unsampled Residant Gias i
; evidenced by medications not stored securely,

" Ohservation on O5/07/14 at 9:15 AM, revealad

s tarty-five {48) biistar peck medication cards with 2
: total count of one thousand and eighty-three

" {1083) tablets and liquid respiratory inhalation

! medications were on the countter of the nurse's

; station, accessible fo residents, unauthorized

, staff and visitors. Confinued observation
‘revealed the medications remained unsecured
Fwith no facllity nursing staff present in the nurse's
. station or surrounding area untif six {8} minutes
fater at 9:21 AM. Interviews dstermined the )
- medications had been dellvered by the Fharmaey |

H

LResident #G, #11, and #16
were assessed by a Heensed
nurse on 5-7-14 with no
changes in condition noted.

LPN #1, LPN #6, and LPN
#7were provided reeducation
by Director of Nurses and
Administrator 5/7/14
regarding the drug storage
policy and procedure with all
3 LPNs completing post tests
and verbalizing
understanding,

The medications were
removed upon discovery on 5-
7-14 by a licensed nurse from
the 300 Hall nursing station

- and stored in the locked

| medication room or

* medication cart.

é“?’!ﬁ/z
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" end had bsen accessibla fo residants,
unauthorized staff and visitors sirce 8:07 PM on
; 05/08/14,

| The facillty reported twenly-rine (29) residents
assessed with cognitive impalrment were mabile
“within the Taciiity and had the potential o access
fthe unsecured medications. Observation on
, U5/07/14 al @15 AM revealed three (3) mabile
ressdents were in the area sursunding the
L aurse’s sigtion {Resident #11, Resident #16 and :
i Unsampled Resident (), :

The facility's failure to have an effectve sysiem

fwas in place to ensure the residents’ ﬁnvmnmam i
s remained as free of accident hazards as possible
by ensuring the safe storage of medications was :

- lkety lo cause serfous injury, harm, impairment or |

j death. Immediale Jeopardy {IJ} was identified o -
05107114, and determined to exit on 06/06714. !
“The facllity was notitied of the immediate

| Jeopardy on 05/08/14.

_ The facility provided an acceptable credible
' Mlegation of Compliance {ADC) an 05/14714 with |
i the facliity alleging removal of the Immediate :
Jeapardy on 05/10/14. The immediate Je&apardy :
“was verified ta be removed or 05710414 as
| alleged with remaining non-compliance at a
Scops and Severity of 2 "D°, while the facility
“develeps and implements the Plan of Correction
{ (POC), and the facility's Quality Assurance
+ mositors the effectivaness of the systemic
- changes o ensure medications ars sfore securaly|
10 maintain an snvironment as free of acoidert
i hazards as possibie,

The findings inciude:

H i

BRIDGE POINT CENTER
IDGEP FLORENCE, KY 410432
{4y SUMMARY STATEMENT OF DEFICIENCIES 0 FROVIDER'E PLAN OF CORRECTHIN {5y
PREFIX (EACH BEFICHINGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIGN SHOULD BE {OCMPLETION
Tae i REGULATCRY OR LSC IDENTIFYING INFORMATICNS TAG CROBS-REFERENCED 10 THE APPROPRIATE BAYE
: DEFICIENCY)
F 323; The licensed nurse on 5/7/14

verified location of meds
delivered on the 300 hall by
validating the delivery slip
- and identifying the
' medications to determine that
all medications were present.
All medications represented
+ on the pharmacy delivery slip
+ dated 5-6-14 to the 100, 200
i and 300 hall were located at
that time with no doses
ntissing that are unaccounted
! Tor during medication pass.

by

i The care plans and
i observations of residents’ #G,
#11, and #16 were done by
the hcenseé nurse on 5/9/14
to ensure care and services
were followed,

2.The licensed nurses on
5/9/14 reviewed current
residents care plan and
observed the residents to
defermine that care and
services are provided as

* indicated on the plan of care.

' Any concerns identified were

- addressed upon discovery
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F 323! Continued From page 20 F323' The licensed nurses on 5/7/14
* Review of the facility's poficy titled, "Storage and ‘ - assessed all nursing stations
: Expiration ofﬂfvfgcficaﬁoqs, Biclogicals, Syr;ﬂges ! and areas accessible to
- and Needles" with a revision date of 01/01113, idents in the center &
. revealed the facilily was to ensure all medications | Test eﬂ, 511 o
“and biclogicals, including freatment items, were determine that no drugs or
L securely stored in a locked cabinet or cart or biological are left unsecured.
; focked 'medgcatm.n‘ roor which was not Any items identified were
accessibla to residents and visitors, v )
sccured upon discovery.
t Observation on 05/07/14 at 9:15 AM, of the 300 :
: h;&li;wurs?'% station ﬁavc;:aiad medici:ations lyine ;m i The licensed nurse on 5/7/14
the {op of the nursa's station counter unsecure i oo .- .
' which were accessible residents, visttors and ‘ reassessed all I"t‘t&.id&‘ntb on 300
tunauthorized stafl. Observation reveaied there | - halls to determine any
; were forty-five (48) blister pack medication cards " potential for change in
5 \.afhgch contained a total of ons thos_sapd and. _condition from base line. No
s efghty-three {1083} tablets and liquid inhalation ) i R identificd
-medications. Conlinued observation revealed no | changes were 1deniiiied.
. aursing staff present st the nurse's swation ar the
“surrounding area unti! 3:21 AM, six (8) minutes g ;
Hater. Further observaiion of the general area c, . .
: surrounding the nurse's station, revealad three The lmcnse(‘I nurses on 5/8/14
(3) mohile residents (Residents #11, #18 and assessed residents on 100 and
‘ gﬂsﬂmﬁfefff RE‘S??@M’ G) who ?’?'c?Ed Vadrygg od ! 200 halls who are cognitively
- cegrees of cogaitive impairment, and Unsampled ; impaired ; ,
. Resident G was absarved o be wearing a : . p _d and :‘:n‘e able _EO
Wander Guard braceiet, ambulate, self-propel in a
i wheelchair, wander, or are an
: Review of Unsampied Residant G's medical . elopement risk to determine
record raveaied diagnoses which included Can ssible chanee |
{ Cognitive Communication Deficit, Down : Y p() >0 v CIANge 1
: Syndrome, Dementia and Sefzure Disorder, . condition from base line. No
. Record review revealed the facility assessed ; . concerns were identified.
“Unsampled Resident G to be severaly cogritively !
Cimpaired. Review of Unsampled Residert G's |
. Comprehensive Care Plan reveslad the facilty |
. had care planned Unsampled Resident G for risk
Hor wandering behaviors with a goai for the
regident not lo wander from a secured ocation :
Evens i KNG Failtty D) 100022 ¥ continuation sheet Page 21 of 50
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323 Continued From page 21 F 323 3.The Clinical Nurse
s unatiended and to be easily redirectad to a safs ! Educator, nursjng and

; area as needed. Continved review revealed the
“vare plan interventions icluded allowing
“Unsampled Resident G to wandar freely in g

" secured environmendt, for siaff to observe the
resicert for safe balance and provide a safe
_enviropment.

administrative management
provided re-education with alj
nurses as of 5-9-14 regarding
the Drug Storage policy and
complete a post- test to
validate understanding and
comprehension of the policy.

: Raview of Residant #11's medical record
s reveaied diaghoses which included Psychosis, ‘
- Anxiety, Depressive Disorder and Episodic Maod |

Disorder. Record raview review revaaled the
facility assessed Resident #11 on 03/09/14, to be ;
i severely cognitively impaired, Review of )
. Resident #11's Comprehensive Care Plan .

revealed the faciity care planned Resident #11 to |
be at tisk for wandering behaviors with a goal for |
fthe resident to remain safe.

| Raview of Regident #16's medical record ;
, revealed diagnoses which included Dementia and |
. Depressive Disorder. Review of Resident #18's

' Comprehensive Care Plan revealed the fackity

s care planned Resident #16 (o be af risk for
 wandering from seours locations with a goad for
- the resident nof to wander from secured fooations
. unattended.

¢ Adaitionally, review of the facility's, “Assessment
» Seoring Report” dated 05/07/14, revealed 2 ‘otal
. of twenty-rting {29} residents with cognitiva
impairment who were moblle within the faclity
Cand nad the potential to access the Unsecured
medications on that date,

: Inferview with Pharmacy Techniclan (Tech) #1 on |
. D5/07/14 al 5:00 PM, revealed the medications
. were delivered 1o the faclity on 05/06/14 at 6:07 |
| PM by Pharmacy Delivery Personnel #1,

The Clinical Nutse Educator,
Nursing and administrative
management provided re-
education with licensed
nurses and nursing assistants
: as of 5-9-14 to the
! Accident/Incident Policy
' including securement of
medications, the Care Plan
policy and procedure. A post-
test was completed to validate
understanding and
comprehension of the
. policies..
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= 3231 Continued From page 22 J

; Ivterview with Pharmacy Delivery Personnel 54 |
on 05/07/14 at 5:50 PM, revesied he had

t celiverad the medication tote with the bilster

; packs of medications and liquid Inhalation ,
 rrredication to the facility on 05/06/14, and placad |
' the medication tote with the medications undar

: the courter at the nurse's station.

" Interview with Licensed Practical Nurse (LPN) #6
- on 05/08/14 at 8:40 AM, revesled she had sighed
 for the medications in the medication tofe on ;
" DB/06/14 araund 8:00 PM. S$he stated she had
‘raceived narcotics, which were handed o her by
the defivery person; however, staded sha was not :
; aware she had signed for the tote of medications |
" as well and was not sure what happenad to the
fmedication tote. LPN #6 revaaled the :
medications were unsafe for residents when they |
- were nol stored properly in the medication room
-or the residents' madication drawers,

Interview with LN #7 on 8/115/14 at 11:30 AM,
' revealsd she had worked the night of 65/05/14,
Hirom 11:00 PM until approximately 7:40 AKM, She
. staled the medications tofe was delivered on ihe |
“pravious shift and was stored under the counter
i atthe nurse's station. LPN #7 revealed sha
. removed the medications from the tote and {
“pleced them on the counter at approximately 6:30
P Al on 03A07M4. According fo LEN #7, she ;
; secured ner residents' medications in each of the |
' residents’ medication deawers and nofified LEN
i #1 of the need for her to do the same with the
remaining medications in the tote. LPN #7 stated |
the medications were still on the counter at the
nursa's station, during report, around 7:00 AM on
(0507114, LPN#7 roported the medicationa :
should have been secured in the medication

- 323; or medication technicians will

be educated to the
Accident/Incident Policy
inchuding securement of
medications, the Care Plan
policy and the Drug Storage
Policy in orientation by the
Nurse Practice Fducator or
Director of Nuorses .

Newly hired nursing

assistants will be educated to

the Accident/Incident Policy

and the Care Plan policy in
oricntation by the Nurse

Practice Educator or Director

of Nursing.
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DEFICIENCY)
F 323, Continued From page 23 F 323; 4. Drug Storage and
. room upon delivery on 05/06/14. She stated the ? Environment Safety Audits to
- medications ware unsecured In the tote under the | Prevent Accident/Incidents
i nurse's station counter. Further interview j ; . ;
revealed not arly the medications on the counter ; w%ll be cgn‘ducted by the
of the nurse’s statlon but also any madications Director of Nurses,
Estored in the tote under the counter of the nurse's | Adminisirator, ,Shift
. station created an unsafe environment for Supervisors. Nursinge
residents. LPN 47 stated she should have g P S dU }?t
" ensured the medications she removed from the UPSLVISOIS, and Ui )
i tote were secured and not feft unattended by Muanagers across all shifts
_nursing staff and accessible to residents, visitors daily x 14 days, 3 times a
~and unauthorized statf. week x 2 weeks, then monthly
Intesview with LPN #1 or 05/08/14 at 10:26 AM, . X2 months then as determined
“revealed she worked the night of 05/06/14. She | by monthly Performance
i slated she saw a tote under the counter at the Improvement committee thru
,Nurse's station wher she got repor at 11:00 PM ) . ) :
Con 05/06/14, LPN #1 revealad during morning : obsgrva.tmn of each nupﬁmg
| medication pass on 05/07/14 "around” 6:30 AM, station and arcas accessible to
t LPN #7 took the medications out of the fote and j resident to determine that no
placed them on the counter of the nurse's station, drug or biclogical are left
- Continued interview reveated during repart at shift! secured and that the
 change around 7:00 AM, the madicatons were | unsecured and that the
, still on the counter; however, the nursing staff environment remains free
“was at the nurse's stafion for report, She stated : of hazards., Any concerns
! sha informed the oncoming "sh:it she had not had identified are to be addressed
time 1a put the medications "up". Sha staled the | 4
. medications should nof be left unattended by ‘ upon discovery.
s nursing staff and accessible to residents, visitors
: and unauthorized staff, Further interview
eveated unsecured medications were a hazard )
{e residents. i
Interview with LPN #10, on 05/08/14 at 10:59 AM, - ?
"revealed she was one {1) of the nurses that came :
in on the day shift of 05/07/14. She stated the |
. medications from the previous day had not be
" put up” when she came I the morniag of
1 05/07/14 at 7.00 AM. LPN #10 revealed she did :
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? not take the medications out of the tofe and did

_her morning medication pass on 03/07/14, she
saw the medications "all over the desk”. Further
interview revealed it was not safe (o leave

: medications unsecured,

i Interview with Certified Nursing Assistant (ONA)

. #6/Certified Medication Aide (CMA) on O5/07/14
“at 1109 AM, revealed she passed meadications at
(tmes. She stated she recalled sssing the

. medications lying on the countar at the nurse's
station at approximately 5:45 AM that morning

i and the medications weare not stored in the

. medication fote. She indicated the medication
"iote should have been stored in the medication

; room until stalf was ready fo pul them awav.

Hinterview with the Ragional Clinical Operations
(RCO} Marager on 058/08/14 at 5:25 Py,

I station counter on G5/07/14 at 9:21 AM and

Manager stated the DON came to the nurse's
station white making her rounds, prior io being
i paged for the identifled situation,

Crterviaw with the DON on G5/07/14 at 9:32 AM
- and 9:42 AM, and on 05/08/14 at 3:30 PM,

" revesied tha medications should not be feft

- unattendad by the nursing staff; this was & safety |
; Isaue and could be hazardous Tor the facility's
“resldents. According ta the DON, sha was not

L aware the medication tote was being placed

» under the counter at the nurse's station unil the
hurses completed their madication pass. She

- indicated the nursing staff needed aducation

: because they lsft the madications unsecurad

. which was against the policy, The DON stated

not know who did. According to LPN 10, during ;

i

_ravealed she saw the medications on the nurse's

 natified the Director of Nursing (DON), The RCO |

(Kay i SUMIMARY STATEMENT OF DEFICIENCIES i} PROVIDERS PLAN OF CORRECTION : (K
FREF | {EAGH BEFICIENCY MUST BE PRECEDED BY FULL PREEN (EACH CURRECTIVE ACTION SHOULY B ECoMETION
TAG REGULATORY QR LSC IDENTIFYING INFOQRMATHON FACG CROSS.-REFERENCED TO THE APPROPRIATE DaTE
OESICIENCY)
F 323 Continued From page 24 F323 Anaudit will be completed

through observation for 10
residents of the resident care
plan and the resident to
determine that interventions
across all shifls are followed
by the Director of Nurses ,
Unit Managers and Nursing
Supervisors weekly x8 weeks
and then monthly xI months
then as determined by the
monthly Performance
Improvement Committee,
Any concerns identified will
be addressed upon discovery.,

Review of the concern for
drug storage, accident/
incidents related to a safe
environment and
following the plan of care
will be included in the
monthiy Performance
Improvement meeting by
the Director of Nurses.
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_as they could be "hazardous" for residents.

i Interview with the Administrator on 05/07/14 at

. 8114 PM, revealed the medications should not

" have heen ieft on the nurse's station counter

; unatiendad by nursing staff and accessible to
residents, visitors and unauthorized staff. Sha

i potentally harmfui situation if residents had
_accessed the medications.

; The facility provided an accaptable credible

the facility implemented the foliowing:

i hall were provided education by the DON and
: Adminisirator on 05/07/14 regarding the drug

" starage policy and procedurs with a post-test

i following the education and verbailzation of

. understanding.

: 2. The medications were removed on 0507114
" and stored in the locked medication roem or

i medication cart.

; hall were verified by validating the dalivery slip

| ait medications were accounted for. Al
; medications represented on the pharmacy

i 300 halls were focated with no dosss missing
. which were unaccounted for during medication

' pBsSs.

- the unsecured medications were a safety issue

indicated the unsecured medications had been a |

Allegation of Compliance (AOC) on 05/14/14 that |
i alleged removal of the Immediate Jecpardy (1)
aiactive D5/10/14. Review of the AOC revealed

1. The thres {3} volved nurses on the Unit 306

_upon disoovary from Unit 300 hail nurse’s station

3. On 05107174, modications delivered to Unit 300

- and identifying the medications o delerming that |

' defivery slip dated 05/08/14 to Uinits 100, 200 and |
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Results of the Drug Storage
and Environmental safety
audits to prevent accidents
and incidents and the care
: plan to resident audits to :
' determine that nursing :
stations and areas accessible
to residents are secured with
no drugs or biological are left
ouf and that the care plan
: followed will be submitted to
the Performance Improvement
Committee monthly x3
months for review and further
recommendation.

Correction date: 6/5/14
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"4, Licensed nursing staff completed an
i assessment of all nurse's stations and areas
- accessible to residents in the faciity to determing |
na drugs or biologioals were left unsecured on
:OB/OTHA. Any items identified wera secured
upon discovery.

+ 5. On 030714 licensed nursing staff completed
" an assessment of all residents on Unit 300 hall to !
! determine any potential change in condition from
; base Ine. No concemns were identified.

| 6. On 08/08/14 licensed nursing staff completed
. assgssmants of residents on Unit 100 and 200

" hails who were cognltively impaired and able to
famindate, self-props! in a wheelchair, wander, or
. arg an glopement risk to determine any possible
' change in condition from base line. No concerns |
I were identifiad, ‘

7. On 05/09/14 a review of current residents’ care |

: plans and observation of the resident was -
completed by the licensed nursing staff to

{ determine the care and servicas provided were

. as indlcated on the plan of care. Any corcerrs
ldentifled were addressed upon discovery.

8. Altlicensed nursing staff was re-educated to | _

t the faciity's "Drug Storage” poficy snd compieted | : ;
. @ post-test to validats understanding and :
. comprehension of the policy by the Administrator |

Fandlor Nurse Management or Nurse Educatar by

0B/C9/14. No nurses were 10 work without havmg

 this education. The facility did not employ agency |

i stalf at the time the ADC was developed. :

9, All icansed nurses and nursing staif were :
re-educated to the Accident/Incident Policy ;
Event [T KNS 1 Faclity K 100022 . if continuation shaet Paga 27 of 50
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, including securemant of medications and the
" Care Plan poficy and procedure by nursing
: managemertt or the Administrator by 05/08/
_post-test was complated fo validate

The facility did not employ agerncy staff at tha
" time the AOC was developed.

_' 10. Newly hired licensed nurses or Medications
* Technicians {Med Techs) wilt be educated o the

“medications, the Care Flan palicy and the "Drug
- Storage” Policy in orienfation.

11 MNewily hired nursing sssistants will be
educatad to the Accident/|ncident Policy and the
. Care Plan Policy in orfantation.

£ 12, The DON, Nurse Managemend or

. Administrator wilt perform Drug Storags and

- Envirorament Safely Audits to Prevent

s Accident/incidents will be conducted throughy

_ bservation across all shifts daity for fourteen (14)
- days, then three (3} times a week for two (2) :
: weeks then monthiy for two {2) months; then as
~determined by monthly Performance

‘ Improvement (P1) Committee, Monitoring wil

- inchude observations of each nurse's station and
" areas accessible to residents to determine that
no drug or biclogicals wers left unsecured and
 tha environment remained free of hazards. Any
. conceins identified were to be addressed upon

| discovery.

i

13, The DON or Nurse Management will perform
{ an audit completed through observation of ‘an

; (10) residanis and of the resident care plan to

" determine interventions across all shifis are

- followed weekly for eight (8 weeks then monthly |

funderstanding and comprehension of ihe policies. :

+ Accidentineidant Policy inciuding “"securement” of |

F 323

14, A
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! for one manth. Any concerns idehiffied woulkd be
; addressed upon discovery,

{14, The Administrator, DON and Medical Dﬁrec‘cor

reviewed the concerns regarding drug storags,
- acoidentincidents refated to a safe environment
» and following the plan of care, and developed and |
Cimptemented this pian of action in a Pl Committee |
i rresting held on 050814, ;

15, The findings of the audits will be submitted by |

. the Administrator or DON ta the P Committes
“manthly for three (31 manths for review ang

i further recommendations, ;

! The State Survey Agency validated the
. implementation of the faciliiy's AOC as follows:

o1 Review of education material and post-tost

" giver: to the three (3) nurslng staif invelved

s ravealed all were re-educated of the facility's

" policy and procedures related to safe madigation
storage. interview with LPN #1 on 08/08/14 at
914 AN LPN 6 on 05/08/14 at 8:40 AM and
FLEN #7 on 05/15/14 at 11.30 AM, reveaied each
, had received re-aduecation on sale medication

storage and taken the post-lest.

! the DON removed the medications from Unit 300 .
, hall nursing station and secured those =
" miedications in the medication room.

3. Obsarvation on 050714 at 3:52 AM revesled
“the DON verified and acceunied for medications
: by vatidating medications on hand with delivery
" document.

4. Raview of the drug storage areas checklist

2. Cbservation on 05/07/14 at 10:00 AM revealed |

EX4p D SUMMARY STATEMENT OF DEFICIENCIES o SROVIOER'S PLAN OF CORRECTION
PREFX | (EAGH DEFICIENCY MUST BE PRECEDED BY FLALL PREFIX {EACH CORRECYIVE ACTION SHOULD BE
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which was performed by staf, dafed 05/07/14

Pwith no drugs observed fo be unsecyured.

“and LPN #3 at 4:38 PM, validated they had
 completed the drug storage area checkiist,

i 5. Review of the facility's assaessments of o
_residerts who resided on the Unit 300 hall
Ureveafed all the residents wers assessed by
. facility staff with progress notes written in the

§ 300 hal! Manager on 05/08114 at 11:29 AM,
verifled the assessmeants were completad.

: 4. Review of the facilily's assessments of

“were performed. interview with LPN #9 an

s of the audits.

' 8. Review of the facility's in-sefvice material

i

 fevealed no medications were found unsecured,

- Observations on 05/07/14, 05/08/14, 05/13/14,

: 08/14/14 and G5/15/14 of the nurse's stations and |
~medication carts revealed the carts were lockad

,Interview on 05/07114 with LPN £2 at 10:59 Al

residents residing on the Urit 100 and 200 halls

{ with cogiitive impairment and who were able fo
. ambulate, self-propel in 2 wheelchair, wander, or
" were an slopement risk revealed progress notes

: for these residents vatidating the assessments

1 05/08/14 at 2:12 PM validated the assessments |
. of the residents were completed as per ihe AQC,

- 7. Raview of the facility's audit of resident medical |
_records and care plans revealed cbservations ‘o
Lensure the plan of care was baing followed were
. completed. inferview with LPN #3 and LEN 210, ]
Lon 05/14/14 at 2:30 PM, validated the completion

; ravealed post-lest and sign in sheets related o
: sale drug and biological storage were completed.

F 393!

i

“residents’ medicad record. Intarview with the Unit
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P Staff interviews an 05/07/14 with LPN #3 af 438

: PM, LPN#4 at 6:11 PM and LPN #5 at 6:45 PM;

L on GEOBM 4 will LPN #6 at 8:40 AR, LPN #1 at

10028 AM, Registered Nurse {RN) #3 at 1129 AM ‘
aned LPN#3 al 2:12 PM; and on 05/14/14 with RN |

L at 10050 AM, LPN #12 at 10:55 AM, LPN #7 at

: 1130 AM, LPN #13 at 3:50 PM, LPN #8 at 3:55

~PM, Minimum Data Set (MDS) Nurse at 5:10 PM

fand RN #2 at 515 PM validated the education

, and post-test was provided as per the AQC,

¢ Intarview with the Administrator an 05/15/14 at
11:20 AM, revealed the facility started utilizing ,

- agency staff on an as needed basis on 05/14/14, ;

. The Administrator stated the agency staff were

" provided new emplovee orlentation prior 1o their

¢ first shift which included the faciity's policy and

. procedure regarding safe drug and hiological

" storage and resident care plans. Further

 interview revealed no agency ficensed nuraing
slaff utilized as of that date.

. 9. Review of the Tfadility's in-service materials
"revesled education and posi-test were provided
s all lieensed nurses and nursing assistants

. related o he Accident/incident policy, Care Plan
* policy and procadures.

Staff interviews on 05/07/14 with LPN #3 at 4:38
(PM, LPN #4 at 6:11 PM and LPN #5 at 8:45 PM;
; o 05/08/14 with LPN #6 at 8:40 AM, CNA #4 st
T9:00 AM, LPN#1 at 10126 AM, RN #3 a1 11.20
EAM and LPN #9 at 2:12 PM: and, on 05/14414
Jwilth CNAHE at 10:30 AM, RN #1 at 10:50 AM,
CLPN#12 at 10:55 AM, LPN #7 ai 11:30 AM, LPN
{13 at 3:50 PM, LPN #8 at 3:55 P, MDS at 5:10 -
PM and RN #2 al 5:15 PM validated the =
education and post-test was performed as per the

FACC
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Interview with the Administrator on 05M15/14 Bt

" The Administrater stated with new amploves
orientation was provided prior to the agengy

i storage, AccidentIncidents and care plans.

‘heen utifized as of that date; howaver, one {13

i nursing management staf alking one on one
_with resident care staff regarding policy and
Corocedures.

" 10. Review of the new employes orientation

. itincluded safe madication storage and

" Actident/Incident reporting, as well as,

i Physiclan's Orders and care plang, Continued
review of this packet reveaied the orlentation

- medication storage and Accident/Inciderts.

i 11. Review of the new smployee orlentation

" on Accidentineident and care plars with a

~agency CNA education revealed it included
: education regarding the policies on

"o verify understanding.

1 Interview with the Administrator on 05/15/14 at

" 11.20 AM, revealed the facllity initiated the use m‘
. agency staff on an as needed basis on 08/14/14,

Further interview ravealed na agency nurse had

* procass also included post-tests regarding safe

. education for CNAs revealed it included poiicies

: post-test to verily understanding. Review of the

i

_ staff's first shiff which included the facility's policy |
" and procedurs regarding safe drug and biclogical -

CNAwas utiized on 05414714, Review of the new |

amploves orfentation training of the agency CNA
i revesled education was provided as per the AOC.

FOhservations on 05/08/14 and 05/09/14 revealed |

i packet for licensad nurses or Med Techs raveaied :

. Accident/incident and care plans with a postdest |
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1120 AM, revealed no new CNA staff had been
hirad within previous fwo (2} week Hime frame;
i however, ore (1) agency CNA was utilized.

12, Review of the drug storage and
environmental safety audits revealed the avdits
were parlormed daily on every shift starting on
LOBATIA.

“Interview with the Administrator on 05/15/14 ai
; 11:20 AM, regarding the facility's implemented
" process, revealed the audits were heing

i performed as per tha AQC.

| Staff interviews on 0544714 with LEN #11 at 510 |
FM and LPN #3 at 5:20 PM: and on 0515514 with |
CLPN T at 1150 AM revealed the audits were

: being completed as per the AQC,

13, Review of the audits of resident observation
"and residents cara plans slarted on 050714
i revesied at least ten {(10) reviews and
“observations had been completed by the DOMor |
! Nursing Management staff as per tha ADC,
Review revealed the audits were complated
" across al shifts and all units/halls within the
- facilily as per the AOC, '

! Interview with the Administrator on 05/15/14 at
11:20 AM, revesled an additional management
staff had been added to the schedule each day
far sach shift fo observe, audit and be a resource.
* The Administrator stated the management staff
iwere directed 1o immediately contact her for any
ard ail lssues identified.

‘14 Raview of the minutes of the P Committee
! meeting held 05/08/14 ragarding the lmmediate
Jeopardy findings in regards fo drug sterags,

F3z3:
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- Accident/incidents related to a safe envirormment

" pian (AQC) had been developad by the
; Administrator, DON and Medicat Director.

. Intarview with the DON on 05/08/14 &t 3:30 #M,
*raveaied the facility iImmediately initigled an
. investigaton into the incident which accurred on
- 05/07A14. She stated the facility had identifled

this fo be an educational faliure and immadiately
tinitiated re-education for staff on 05/07/14 as per %

: the AQC.

Interview with the RCO Manager on 05/08/14 at

' 5:25 PN, revealed the facitity had responded
immediately (o correct the identifiad issug o

' comply with the faciity's policy regarding safe ;

. medication storage. é

15, Interview with the Administrator on 05/15/14
fat 11:20 AM, revealed the Pl Cammittee would
_meset monthly for a least threes {3) monihs for
traview of the collacted data. She slated the first
, monthly meeting was nat due; however, the data
' collected was being raviewed daify. The
Administrator revealed the next P Commiftes
meeting was scheduled the first waek of June

2014,

i

§

-Interview with the Medical Director on 05/15/14 at,
L 2:06 PM, revegled he had been made aware of |
. the unsecured medications. He stated this was
‘ an unsafe sractice. Continued interview revesied |
. he was actively invalvad in the PI Committes and
{ haid discussed the plan of action (AQC) with the
. facility "almost daily”™,

F 431 [ 483.80(b}, (d), {e) DRUG RECORDS,

$$=J | LABEL/STORE DRUGS & BIOLOGICALS

- and following the pian of care revealed the action

i
i

F a3t
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F 431 Gontinued From page 34

~ The faciily must employ or oblain the services of |

| & icensed pharmacis! who estabiishes a system
of records of receipt and disposition of alt ;

: contrefied drugs in sufficient detall to enable an

- accurate reconciiation; and determines that drug

| recotds are In order and that an accourt of afl :

- controlled drugs is maintained and perfodically
reconcilad,

Drugs and biclogicals used in the facility must be
_labeled in accordance with currently accapied :
| professional principies, and include the

" appropriste accessory and cautionary

: instructions, and the expiration date when

¢ apphicable.

fin accordance with State and Federat laws, the
*facility must store alf drugs and biologicals in
 locked compartments under proper temperature |
s controls, and permit anly authorized personnef to
“have sopess to the keys.

| The facility must provide separataly locked,

" permanently sffixed compartments for siorage of

- controfled drugs fisted in Schedulg i of the :

: Comprehensive Drug Abuse Prevention and

Controt Act of 1978 and other drugs subject to

abuss, except when the facility usas single unit

‘ package drug distribsition sysiems in which the
guaniity slorad is minimal and a missing dose can)|
be readily detected,

This REQUIREMENT is not mat as evidencad
: by

' Based on observation, interview and review of
. the faciiity's poligy, it was determined the facfily

Ay i
PREEDN | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TA% CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFCIENGY)
F 431

1.Resident #G, #11, and #16
were assessed by a licensed
. nurse on 5-7-14 with no
! changes in condition noted.

LPN #1, LPN#6, and
LPN#7 were provided
reeducation by Director of
irses and Administrator
/714 regarding the drug -
storage policy and
procedure with all 3 LPNS
completing post tests and
verbalizing understanding.

: é_, 94
The medications were
removed upon discovery on :
5-7-14 by a licensed nurse
from the 300 Hall nursing
station and stored in the
locked medication room or
medication cart.
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F 4311 Continued From page 35 431t . ori ; -
Page ui © o 5/7/14 verified location of

falled to have an sffective system o ensurs drugs |

fand biglogicals were sfored safe and securaly in

locked compartments as evidencad by

; observation on 05/07/14 at 9:15 AM, of forty-five |
| {45) blister pack medication cards lving on the top |

of the countar at the nurse’s station, accessible to

| residents, unauthorized staff or visitors, :
{ Observation reveslad there were a total of one |
. thousand and etghty-threa (1083) tablets and

 liquid respiratory inhalation medications on the |
“ceunter with no Tacility nursing staff present af the
¢ riurse's station or in the surrounding area o 5

secure the medications until 9:21 AM, six (6}
mindtes after the initial ebservation. Interview

| reviealed Pharmacy delivared the medication to
“the nursa's station i a iote on 050814 ai 6:07

PML

The facility's failure to have an effective system o |

ensure drugs and biologicals were stored safely

and securely inlocked compartments was likely

. to cause serlous injury, harm, impalment or

| death, Immediate Jeopardy was identified on :
0807114, and determined o exit on 05/06/14, f
; The faciity was nolified of the Immaediste ‘
 Jeopardy on 0B/08/14,

' The facility provided an acceptable credible

Allegation of Compliance (AOC) on 05/14/14, with |
the facility afleging removal of the Immsdiate ﬁ
Jeopardy on G5/10/14. The immediate Jeopardy

was verified to be removed on 05H (/14 as

afleged with remaining non-compliance at a

- Soope and Severlty of a "D, while the Taciity

- develops and implements the Plan of Corrsction
H{POCY, and the facility's Quality Assurance ,
| monitors the effectiveness of the systemic i
i changes lo ensure medications are siored safely |
" and securaly In locked compartments, :

meds delivered on the 300
hall by validating the
delivery slip and identifying
the medications to
determine that all
medications were present.
All medications represented
on the pharmacy delivery
slip dated 5-6-14 to the 100,
200 and 300 hall were

located at that time with no
| doses missine that are

uniaccounted for during
medication pass.

The care plans of residents’
#G, #11, and #16 were

compared to the resident to
determine that care and :
services were provided
according to the plan of care f
by the licensed nurse on

5/9/14.
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F 431! Continusd From page 36 F 431! 2.The licensed nurses on

The findings Include:

" Review of the faclity's policy tiled, "Storage and
. Expiration of Medications, Blologicalg, Syringes
‘ and Neadles" revised on 01/01413, revealad the
- facility was to ensure alt medications and

! biclogicats, including treatment ilems, were

. securely stored v a locked cabinet or cart or
locked madication reom which was not
_accessible {o residants and visiiors,

. Feview of the facliity's policy #led, "Delivery and

{ Recelpt of Routina Deliveries” revissd on
210113, revealad upon delivery by Pharmacy

i the facility nurse or other authorized designes on

_behalf of the facility was (o toke responsibility for

| the receipt, proper storags and distribution of the |

“deilvered madications,

- Observation of the Unit 300 hail nurse's station,

Lan D5/07/114 at 9115 AM, revesled medications

“lving an top of the counter unsupervised by

s nursing steff which were accessible to residents,

“unauthorized staff and visitors. Continued

: shservalion revesled there were forly-five {45)

- biister pack medication cards with & fotal of one

. theusard and elghty-three {1083} tablets and

! iquid inhalation medications on the counter.

. Further observation revealed no nursing staff

i prasent at the Unit 300 hall nurse's station or in

. the surrounding area to secure the medicatons

i until 9221 AM, six (8) minutes after the first

observation, In addition, observation of the

- general area of the Unit 300 hali nurse's station,

ravealsd three (3) residents who wers mobile,
and ona {1) of those residents, Unsampled
Resident G, was wearing a Wander Guard

| bracelet (specizlized alarming bracelet for

5/7/14 assessed all nursing
stations and areas accessible
to residents in the center to
determinc that no drugs or
biological are left
unsecured. Any items
identified were secured
upon discovery.

The licensed murses on
5/7/14 reassessed all

residents on 300 halls to
determine any potential for
change in condition from
base line. No changes were
identified.

The Heensed nurses on
5/8/14 assessed residents on
100 and 200 halls who are
cognitively impaired and are :
able to ambulate, self-propel
| in a wheelchair, wander, or
~ are an elopement risk to
determine any possible
change in condition from
. bhase line. No concerns were
| identified.
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' residents at risk for wandering).

*Inferview, or 05/07/14 at 5:00 PM, with Pharmacy ;
| Technician (Tech) #1 revealed the medieations
wers dallvared {o the fet:fiuy o 08108414 {6807
tPM. Pharmacy Tech #1 renortad Licensed .
. Praciioal Nurse (LF‘N}??JG signad for recaint of the :
Emadications or that date. :

Intetview, on 06/07/14 at 5:50 PM. with F’harmacy i
: Delivery Personnel #1 revealed on tha evening of ;
- 05/06/14 he had delivered lhe medications in a
 tote to the facllity. According to Pharmacy

. Dedivery Personnel #1 he had placed the tote with |

" the medications under the counter at the Unit 300

. hadl nurse's station,

| Interview, on 05/8/14 at 8:40 AM, with Liconsed | i

Praciical Nuree (PN} #6 reveaiad she had

I signed for medleations deliversd by the

. Pharmacy on G8/06/14 around 6:00 PM. She i

* stated when she signed she had receivad

; narcotics, which were handed to her, and she ‘
was nol aware sha had signed for the entire )

| medication tote. According to LN #6, she was i

not sure what happened to the medication tote |

because she did not see the tote and was not f

. aware of it being delivered. However, she stoted |

in the past i the tote was defivered when nurses

{ware passing medications to residents, it was

" eommon practice for the tole to be stered under

| the counter of the nurse’s station, untif the nurses |

. were finished with their medioation pass, :

¢ Continued Inferview ravealed storing the tote

; under the counter at the nurse’s statlon was nat

*the facility's policy. LPN #8 indicated she was

: responsible for alf the medications she had ;

~signed for and snould have ensured they ware aif

| securely stored in the medication room. i

3/9/14 reviewed current
residents care plan and
observed the residents to
determine that care and
services are provided as
indicated on the plan of
care, Any concerns
identified were addressed
upon discovery

3.The Clinical Nurse
Educator, nursing and
administrative management
provided re-education with
all nurses as of 5-9-14
regarding the Drug Storage
policy and complete a post-
test to validate
understanding and
comprehension of the
policy.

C
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Vinterview, on 5A5/14 at 11:30 AM, with LPN #7

i beginning her shift at 11:00 PM. She stated on
arrival to work she saw the medication tote with
the medications, which were delivered on the
previous shift, under the nurse's station counter.

: According to LPN #7, she removed the

" medications from the tote and placed them on ﬁ{}p
T of the nurse's station counter at approximately

" 6:30 AM on 05/07/14. She stated she then

- secured her residents’ medications in esch of the
resident's medication drawers and tofch LFN #1
she needed to do the same thing. PN #7
revesled ine medications were lying on the

; urse's station counter during shift report, around |

| 7:00 AM. Continued interview revealed after _‘
report was given to the oncoming shift, she ;
averheard LEN #10 tell LEN #1 to put the :
medications back into the tote and "she would get i
“them later”, LPN #7 stated the medications were :
: not securely stared when laft in the tote under the | i
" counter at the nurse's stafion. LPN #7 said it was

| COmmon practice to leave the medicaticns at the |
" nurse's stalion unlif staff had fime to put tham up
; and the madications should have been sesured In !
“ the medication reom when delivered on 05/08/14, |
- untlh placed in the residerts’ locked medication |
“drawers. Further inferview revealed she should

; have ensured the medications she removed from
" the tote were secursly stored, and not left

. unattendead by nursing staff accessible to

i residents, visitors and unauthorized siaff.

finterview, on 05/08/14 ar 10:26 AM, with LPN #1
revealed she worked the night of 05/06/14, ang

i had sean the medication fote stored under the
countar at the nurse's station when she received |

“report at 11:00 PM. According to LPN #1, during

revealed she had worked nighf shift on 08/06/14,

1

Educator, Nursing and
administrative management
provided re-education with
licensed nurscs and nursing
assistants as of 5-9-14 to the
Accident/Incident Policy
including securement of
medications, the Care Plan
policy and procedure. A
post-test was completed to
validate understanding and
comprehension of the
policics.

Newly hired licensed nurses
or medication technicians
will be educated to the
Accident/Incident Policy
including securement of
medications, the Care Plan
policy and the Drug Storage
Policy in orientation by the
Nurse Practice Educator or
Director of Nurses .
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F 431} Continved From page 29 F431:  Newly hired nursing

the morning medication pass on 05/07/14 around
+ 6:30 AM, LPN #7 took the medications out of the |
 tote and placed them on top of the nurse's station .
“counter. Continued interview revealed during
- report at shift change around 7:00 AM, the
tnedicalions were stil lving on top of the counter.
i She stated the medications should have been
“siored in the medication room behind a teckad
t daor as per the facility's policy and prosedurs,

nterview, on 05/07/14 at 1058 AM, with LPN #10 |

revegled she was one (1) of the nurses who i

“worked on day shift on 05/07/14. She stated the

: medicaticns delivered the previous day had not

" been "put up” when she arrived to work at

| approximately 6:30 AM. LPN #10 stated she had |

not taken the medications out of the tofe and did

not krow who had, but it was commoan practice

for the medications to remain in the tote uril the

“nurse had a chance fo put them in e resicents®

i madication drawers. Continued infarview

' revesled during her morning medication pass,
she went to the nurse's station and she asw the
medications "all over the desk",

nterview, on 05/06M14 at 5:25 PM, with the
- Regional Clisical Operations (RCO} Manager !
ravealsd she observed the medications yingon
top of the nurse's station counter an 05/07/1 4.
- She stated she had identifisd this to be against
| the facility's policy. and initiated steps to resnond |
to the situation. The RCO Manager stated the
» Director of Nursing {DONS was natifted of the
. unsecured medications lving on top of the COUner;
Pat the nurse's station. Further inferview reveaied
. the facility's practice with storing medications i
t should be in compliance with the facility's poficy.

Interview, on 08/07/74 at 9:32 AM, with the DON

L

assistants will be educated
to the Accident/Incident
Policy and the Care Plan
policy in orientation by the
Nurse Practice Educator or
Director of Nurses |

4.Drug Storage and
Environment Safety Audits
to Prevent
Accident/Incidents will be
conducted by the DNS,
Administrator, Unit
Managers, Nurse
Supervisors and Shift
Supervisors across all shifts
daily x 14 days, 3 times a
week x 2 weeks, then
monthly x2 months then as
determined by monthly
Performance Improvement
committee thru observation
of cach nursing station and
areas accessible to resident
to determine that no drug or
biological are left unsecured .
and that the envitonment ;
remains free of hazards. '
Any concerns identified are
to be addressed upon
discovery. ;

i
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i revealed it was the nurses' responsibility to sion

for medications and secure them upon delvery.,

i She stated she was not aware the medication

fote was placad undar the counter 2t the nurse's

i station when delivered, until nurses completed
thair medication pass, The DON indicaled the

FTzellity's policy was for the nurse to sign for the

" delivery of the medications, take responsibility of

| the madications and ensure the medications were -
stored In the aporopriale resident's locked

smedication drawer.
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Hinterview, on 05/07/14 at 6:14 PM, with the

. Administrator revaafed the medications were not

! sacure when left on top of the nurse's station

. counter or when stored in & fole under the
Cnurse's station counter. The Administrator stated .
. the medications should have best secured as par
s the facility's policy.

i

| The facility provided an acoeptable credibis i
: Allegation of Complianee (AQC) on 05/14/14 that .
 allaged removal of the Immediate Jeopardy (1)) |
. effective 0B/10/14. Review of the AOC revealad

! he faciiity implemented the foliowing:

1. The three (3) involved nurses on the Unit 300 ¢
hall were provided education by the DONand |
! Administrater on 05/07/14 regarding the drug :

storage policy and procedure with a posi-iest i
| following the education and verbalization of "
. understanding.

. 2. The medicadons were remaved on 05/07/14

" upon discovery from Unit 300 hall nurse's station .
. and stored in the locked madication room or ‘
 medication cart,

' 3. On 05/07/14, medications delivered to Unit 300

An audit will be completed
through observation for 10
restdents of the resident care
plan and the resident to
determine that interventions
across all shifts are followed
by the Director of Nursing
Unit Managers, and Nurse
Supervisors weekly x8
weeks and then monthly x1
months then as determined
by the monthly Performance
Improvement Committee,
Any concerns identified will
be addressed upon
discovery.

Review of the concern for
drug storage, accidént/
incidents related to a safe
environment and following
the plan of care will be
included in the monthly
Performance Improverment
meeting by the Director of
Nurses.
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. hall ware verified by validating the delivary siip

! and identifying the medications to determing that
all medications were accounted for. Adl :

- medications represented on the pharmacy

~delivery siip dated 05/06/14 to Units 100, 200 and .

. 300 halls were located with no doses rissing |

- which were unacoounted for during medication
Dass.

- 4. Livensed nursing staff completed an

assessment of all nurse's stations and areas
L actessible to residents in the facility o determine
n drugs or biologicals were feft unsscured on :
G714, Any Hems identified were secured :
Lupon discovery.

5. 0On 0807114 licensed mersing staff complated |
" an assassment of all residents on Unit 200 hall to
. determine any polential change in condifion from
| base Ine. No concerns wera identified.

;6. On 05/08/14 licensed rursing staff completed

| assessmaenie of residents on Unit 100 and 200
halls who were cognitively impaired and able to
Cambulate, seif-propal in a wheslshair, wander, or
"are an elopement risk fo determine any possible

. change in condition from base line. No concerns |
' were klentfled.

i 7. 0n 05/08714 a review of current residents’ cere

i plans and obaervaiion of the resident was '
completed by the licensed nursing staff to

| delerming the care and setvices provided were

fas indicated on the plan of care. Any concems

identified were addressad upon discovery.

8. Al licensed nursing siaff was re-aducaied to

the facility's "Drug Sterags” policy and completed

! g post-test to validate undersianding and ;

and Environmental safety
audits to prevent accidents
and incidents and the care
plan to resident andits to
determine that nursing
stations and areas accessible
to residents are secured with
no drugs or biological are
left out and that the care
plan followed will be
submitted to the
Performance Improvement
Committee monthly x3
months for review and
further recommendation.

Correction date: 6/5/14
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 comprehension of the policy by the Administrator
andfor Nurse Management or Nurse Educator by
CO8/08/14. No nurses were to work without havi ing
this education. The facility did not employ agenoy |
staff af the time the AGC was developed. ;

9. Aliflicensed nurses and nursing staff were

; re-educated to the Accident/Incidert Policy

“including securement of medications and the

. Care Plan pollcy and procedure by nursing

- managemant or the Administrator by 05/08/14. A i
. post-lest was compieted to validate 3
urderstanding and comprahension of the policies. ,
The facility df id not employ agency staff at the
tirme the AQC was developed,

t

10, Newly hired licensed nurses or Medications :
; Technicians (Med Techs) will be educated to the |
! Accident/Ingigent Policy including "securemant” of :
, medications, the Gare Plan policy and the "Drug |
| Storage” Policy in orentation, '

L1 Newly hired nursing assistants will be
. educated (o the Accidentincident Policy and the |
! Care Plan Poficy in orisntation.

12. The DON, Nurse Management or

. Administrator will perform Drug Storage and

! Environment Safety Audits to Prevent
Accident/incidents will be conducted through

I observation across all shifts daily for fourteen (M}

days, then three (3) times a week for two {2) ;

i weeks then monthly for two (2) months; then as
determined by monthly Performanse

¢ Improverment (P Committes. Monitoring will

“include observations of each nurse's station and

. areas accassible to residents to determine that
o drug or biologicals were left unsecured and

| the environment remained free of hazards. Any
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" concerns identified were to be addressed Upoh
discovery, a

13. The DON or Nuree Management will perform :

an audit complated through observation of ten

F{10) residents and of the resident care plar to

determing interventions across alf shifts are
foliowad weekly for elght {8} weeks then monthly

 for ona month. Any concemns identiffed would be
" addressed upon discovery.

| 14. The Administrator, DON and Medical Director -
‘reviewed the concerns regarding drug storage,

. accident/incidents refated 1o a safe environment
‘and following the plan of care, and developed and

implemented this plan of action Int 3 Pt Cammnttee.

 masting held on 05/0814.

15, The findings of the audils will be submitted by |
the Administrator or DON o the # Commities

“monthly for thres (3} months for review and
- further recommendations,

'The State Survey Agenoy validatad the
_implementation of the facility's AOC as foliows:

" 1. Review of education material and post-test

glver to the three {3) nursing staff involved

- revealed all were re-educated of the faciity's ,
" poticy and procedures refated (o safe medication

slorage. Intarview with LPN #1 on 05/08/14 st

FQr14 AM; LPN #6 on 05/08/14 al 8:40 AM and
CLPN#7 on G5/15/14 at 1130 AM, revealed each
. had received re-education on safe madication

i storage and taken the post-test,

. 2. Chservation on 0507714 at 10:00 AM revedieci

i the DON removed the meadications from Unit 30{}
" hail nursing station and secured those !

F 431
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' medications in the medication room.

3. Observation on G5/07/14 at 9:32 AM revesied
; the DON verified and accounted for medications
by validating medications on hand with delivery
document,

: 4. Review of the drug storage areas checklist

“which was performed by staff, dated 0507714

: revasled no medications were found unsecurad.

- Observations on B5/07/14, 05/08/14, U5/13/14,

0511414 ard 05/15/14 of the murse's stations and |
medication carts revealed the carts were lacked

¢ with no drugs observed o be unsecured. 3

" Interview on 05/07/14 with LPN #2 at 10:59 AM !

Cand LPN #3 at 4:38 PM, validaled they had

“completed the drug storage area checklist,

" 5. Review of the facllity's assessmants of sl
; residents who resided on the Unit 300 hall

I revoaled all the residents were assessed by
 facility staff with progress notes written in the :
Frasidents’ medical record. Interview with the Unit |
300 hall Manager on 05/08/14 at 11:29 AM,
verified the assessments were.completed.

. 8. Review of the facllity's assessments of
residents residing on the Unit 100 and 200 halfs
i with cognitive Impairment and who were abis to
“ambulate, self-propet in a wheelchair, wander, or
i were an elopsmaent fsk revealed progress notes
“for these residents validating the assessments

;s were performed. Interview with LPN #0 on
O8/08/14 at 212 PM validated the assessments
; of the residents were complated as per the AQC.

. 7. Review of the facility's audit of resident medical |
- records and care plans reveaisd obsarvations lo
; ensure the plan of care was being followsd were

i

H
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foompleded. Inferview with LPN #3 and LPN #1410, |
on 05/14/14 at 2:30 PM, validatad the completion |

of the audits,

8, Revdew of the facility's In-service materal
revealed posttest and sign in sheels related to
safe drug and biologleal storage were completed. -

H
H
i

| Staff inferviews on 05/07/14 with LPN #3 at 4:38

PM, LPN #4 at 811 PM and LPN #8 at 6145 P
fon O5/08/14 with LPN #6 2t 8:40 AM, LPN#1 at
10:26 AM, Ragistered Nurse (RN) #3 af 14:26 AM
and LPN #8 at 212 PM; and on 05/14/14 with RN |
#1 al 10:50 AM, LPN #12 at 10:55 AM, LPN %7 at
C11:30 AM, LPN #13 at 3:50 PM, LEN #8 at 3355 |
PM. Minimum Dafa Sef (MDS) Nurse at 5:10 PM |
and RN #2 &t 5:15 PM valldated the aducation {
_and postiest was provided as per the ADC,

¢ nterview with the Adroinistrator on 05/15/14 at

- 11:20 AM, revealed the faciiify started utilizing L
s agency staff on an as needed hasis on 05/14/14.
" The Administrator stated the agency staff were
. provided new employes orieniztion orior to thefr
 first shift which Inciuded the fasifity's poiicy and

' procedure regarding safe drug and biciogical

- storage and rasident care plans. Further
sinterview revealad no agency Hoensed nursing
staff utilized as of that date.

9, Review of the facilily's in-service materials
revealed education and post-lest were provided
to all licensed nurses and nursing assisiants
 related o the Acscident/incident poliey, Care Plan
. policy and procedures,

‘E Stalf inferviews on 05/07/14 with LPN £3 at 4:38
(PML LPN #4 at 6111 PM and LPN #5 at 6:45 PIM;
fon 050814 with LPN #8 at 8:40 AM, CNA#4 at

F 431

FORM CHE-2567102-89) Pravious Versions Uhsolate Event 1 KNSTH

Faciiity (D 100023 If continuation sheel Page 46 of 50



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/18/2014
FORM APPROVED
OMB NO, 0938039

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES 1) PROVIDERISUPPLIER/CLIA {42} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ARD PLAN OF CORREGTION DENTFICATION MUMBER; A, BUILDING COMPLETEDR
C
185080 BOWING 05/15/2014
MAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP® CODE
7308 WOOBSPOINT DRIVE
BRIDGE POINT CENTER FLORENCE, KY 41042
(AT SUMMARY STATEMENT OF DEFICIENGIES ; 0 FROVIDER'S PLAN OF CORRECTION . 8
PREFIX ¢ {EACH DEFICIENGY MUST 3F PREGEDED BY FULL PREFIX (EACH CORRECTWE ACTION SHOULD BE i COMPLETION
TAG REGULATORY OR L83 IDENTIEYING INFORMATION) . TAB CROSS-REFERENCED TO THE APPROPRIATE DATE
i : : DEFICIENGY? :
F 431 ' Continued From page 46 F 4311
[G00 AM, LPN #1 at 10:26 AM, RN #3 st 11:28 ;
AM and LN #9 at 2:12 PM; and, on 05/14/14
Dwith CNA#S at 10:30 AM, RN #1 5t 10:60 AM,
CLPN #12 at 10:55 AM, LPN #7 at 11:30 AM, LPN
CH13 at 3:50 PM, LPN #8 at 3:55 PM, MDS at 510

PM and RN #2 at 5:185 PM validatad the
education and post-test was performed as per the |

. ADC.

interview with the Administrator on 05/15/14 at
11:20 AM, revealad the facility inflizted the use ¢f ¢
agency staff on an as needed basis on 06/14/14.
The Administrator stated with new employae )
F orientation was provided prior to the agency
- staff's first shift which included the facility's policy
fand procedura regarding safe drug and blologicat |
s sforage, Accidentdncidents and care plans, :
' Further intarview revealed no agency nurse had
- bean utilized as of that date; howaver, ane {1)
CHA was utllized on 85/14/14. Review of the new ;
i employee orientation training of the agency CNA
' revealed education was provided as per the AQC, §

i

Chservations on 05084 and 05/00/14 revesled
nursing management staff talking one on ons
with resident care staff regarding policy and
| rocedures.

P10, Review of the rew employee orientation i

_ packet for licensed nurses or Med Techs revealsd |

it included safe medication storage and

Accidentincident reporting. as well as,

| Physician's Orders and care plans. Conthued

. teview of this packet revealed the orlentation

| process aiso included post-tests regarding safe ;
. madication storage and AccidentIncidants, ' :

: 11, Review of the new empioyee orientation
*education for CNAs revealed it included policies

FORM GMS-2567(02-80) Fravious Varsions Obaviete Evant i )KNDT11

Faciity £ 100022

i continuation sheat Page 47 of 50




PRINTED: 08/18/20
DEPARTMENT OF HEALTHAND HUMAN SERVICES FORIM APIR
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09238-0391
ISTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIRR/OLIA {X2) MULTIPLE CONSTRUCTION f{XE) DATE SURVEY
AND FLAN OF CORRECTIOIN IDENTIFICATION NUMRIER: A BUILDING COMPLETED
o

L

185090 | 3w [..08/15/2014
! STREETADDRESS, QITY, STATE, ZIP CODE
. 7300 WOODSPOINT DRIVE
BRIDGE POINT CENTE
RIDGE R FLORENCE, KY 41042
Ham SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN %8)
(EACH DORRECTIVE ACTION SHOULD BE CCOMPLETION

PREF (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX /
TAG REGULATORY OR LSC IDENTIEYING INFORMATICN TG CRUSE-REFERENCED TO THE APPROPRIATE BAYE
‘ ) - DEFICIENCY) :

NAME OF PROVIDER OR SURPLIER

F 431; Contlnued From page 47 C F 43
on Accident/tncident and care plans with a : :
| postest to verify understanding. Review of the
- agency CNA education revesied it included
" educalion regarding the policies on ‘
. Acoident/incident and care plans with a post-test
"o verly understanding. ‘

L interview with the Administraior on 05/5/44 at

- 11:20 AM, revesled no new CNA staff had hean
+ irgd within previous lwo (2) week time frame:

; however, ong (1) agency CNA was utifized.

12. Raview of the drug storage and :

environmental safely audits revealed the audits | i

L wers parformed daily on every shift starting on :
Q8/07/14.,

Interview with the Administrator on 05/45/14 at |
11:20 AM, regarding the facillty's implemented | :
process, revealed the audils were heing |
performed as per the AQC.

{ Staff intsrviews on 05/14/14 with LPN #11 at 87 i}

M and LPN #3 5t 5:20 PM: and on 08/15/4 W;{h i
| LPN #7 at 11:30 AM revealed the audits ware : ,
. being completad as per the AOC.

13. Review of the audits of rasident observation |
«and residents care plans started on 05/07/14 .
. revealed at least ten (10) reviews and ;
- ohservations had been completad by the DON or
; Nursing Management staff as per the AGC. f
' Review ravealed the audits wate completed
. across alf shifts and alf units/halis within the
faciiity as per tha ADC.

! Interview with the Adninistrator on 05/15/14 at
{ 11:20 AM, revealed an additional management _

 staff had been added to the schedule each day f |
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, for aach shift to observe, audit and be a resource.
' The Admiristrator stated the management staff

| were directed to immediately contact her for any
“and alf issues identifisd.

14, Raview of the minutes of the Pl Committee

: meefing held 05/08/14 regarding the Immediate
Jeopardy findings in regards to drug storage,

i Accidentincidenis related % a safe snvironment
and fallowing the plan of care revealed the action
plan {AQC) had baen developed by the

. Administrator, DON and Medica! Direaior,

:Interview with the DON on 0508714 at 3:50 PM,
revealed the fachity immediately initiated an

i nvestigation into the incident which oceurred on

T05/07/14, She stated the faclity had identifled

i this to be an educational failure and immediately |

Initiated re-education for staff on 06/07/14 as per |

fthe ACC,

| Interview with the RCO Manager on 05/08/14 at
5:23 PM, revealed the facility had responded

immediately to correct the identifiad issue to

. comply with the facility's poficy regarding safe

! medication storage,

L 18, Interview with the Administrator on 05/158/14

3t 1120 AM, revealed the Pl Commities would

' meet monthly for af least threa {3) months for

; review of the collected data. She stated the first

“monthiy meeting was not dus; however, the dala

i coflected was being reviewed daily. The

Administrator revealed the next P Committes

: meeting was schaduled the first week of June
2014,

Interview with the Medical Director on 05/15/14 at |
| 2:08 PM, revealed he had been mads awars of
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the unsecured medications. He stated this was k
"an unsafe practice. Continued interview revealed |
| e was actively involved in the PI Committee and
“had discussed the plan of action {AQC) with the
| faciiity “almost daily",
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