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F 000 INITIAL COMMENTS F000| Disclaimer: Preparation and execution of |
this plan of correction does not constitute
admission or agreement by the provider of
A Recertification Survey and an Abbraviated the truth of the facts alleged or conclusions
Survey Investigating Complaint #KY22720 was i set forth in the statement of deficiency.
conducted on 02/03/15 through 02/19/15 with | This plan of correction is prepared and
deficlencies cited at the highest Scape and = executed solely because It is required by
Severity of an "E". Complaint #KY22720 was 5 | federal and state law.,
unsubstantiated with no deficlencies cited. i
F 157 | 483.10(b)(11) NOTIFY OF CHANGES l F 157| FI157
85=E | {INJURY/DECLINE/ROOM, ETC) i 483.10(b)(11) NOTIFY OF CHANGES
(INJURY/DECLINE/ROOM, ETC,)
A facility must immed|ately Inform the rasident:
consult with the resident's physlcian; and if Specific corrective action(s) taken to remove

known, notify the resident's lagal representative
or an interested family member when there is an
accident involving the resident which results In
injury and has the potential for requiring physician
Intervention; a significant change in the resldent's
physical, mental, or psychosoclal status (i.e., a
deterioration in health, mental, or psychosocial
status in elther fife threatening conditions or

| clinical complications);a need to allertreatment ——— — - — ———

significantly (i.e., a need to discontinue an
existing farm of freatment due to adverse
consequences, of to commance a new form of
treatment), or a declsion to transfer or discharge
the resident from the facllity as spacified in
§483.12(a).

The facility must also promptiy notify the resident
and, if known, the resldent's legal representative
ot Interested family member when there Is a
change in room or roommate assignment as
specified In §483.15(e)(2); or a changa in
rasident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodicaily update

" the deficlent practice for

the affected
resident(s):

RESIDENT #1
2/5/15 MD notified by Assistant Director of

| Nursing regarding no lab orders for CMP and

Thyroid pancl. MD order received for CMP
and Thyroid panel, entered by Assistant

~ Difcetor of NuTsing

2/6/15 Legal Representative was made aware
of lab draw order by RN Charge Nurse

2/6/15 Labs for CMP and TSH obtained, MD
notificd by LPN Charge Nurse #2 of lab
results and no further MD orders received at
this time.

RESIDENT #2

2/5/15 MD notified by Assistant Director of
Nursing regarding no lab orders for LIPIDS
and TSH. MD orders received for LIPIDS and
TSH and entered by Assistant Director of
Nursing

2/6/15 Legal Representative was made aware
of [ab draw order by RN Charge Nurse

2/6/15 Labs for LIPIDS and TSH obtained,
MD notified by LPN Charge Nurse #2 of lab

TITLE
[

(%6) DATE

deya follawlng the date these decuments are made available to the facillly. 1§ deﬁclandes ore diad. an appmvad plan of correctian !s requisite to continued
gegram parlicipation.
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the address and phone number of the residant's
legal representative or Interested family member.

This REQUIREMENT Is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy and procedurs, it was
determined the faciillty falled to notify the
physician related to the need for laboratary
monitoring of medications that require monitering
for five (5) of ten (10) sampled residents
{Residents #1, #2, #4, #8 and #7); and, one (1)
Unsampled Residents (Resident B),

The facllily falled to ensure the physician was
notified to obtain orders for laboratory levels to
monltor Synthrold lavels (thyroid medication),
Digoxin levels (heart medication), and Cholesterol
levels per the facility's policy to identify if there
was a need 1o aller freaiment.

The findings include:

Raview of the facllity's policy titled, "Medicatlons
Requiring Lab Monitaring”, dated 08/10/00,
revealed some of the medications that needed
manitaring included Digoxin, thyrold medications,
diuretics, and anticoagulants. Newly admiited
residents on ans of the listed medications
({Digoxin, Thyrold med|cations, Diuretics, and
Anticoagutants) or any resident who has one of
the medications newly ordered should have
accompanying orders for monHoring of lab levels,
If no lab orders were recsived with the medication
ordar, It was the responsibility of the nurse
receiving the medication order to call and request
orders for laberatory monitaring from the
aliending physiclan. Further review revealed the

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION (X8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
UEFICIENCY)
F 157 | Continued From page 1 F 457| results and no further MD orders received at

this time,

RESIDENT #4

2/6/15 MD notified that fabs were missed for
previous lob draw and no lab order for TSH.
MD orders received for TSH, Notification and
entry made by Assistant Director of Nursing
2/6/15 Legal Representative was made aware
of missed fab draw and that the facility
protocols were not followed as well as new lab
draw order by Assistant Director of Nursing
2/6/15 Labs obtained for CBC, CMP and
TSH. MD notificd by Assistant Director of
Nursing of lab results and no further MD
arders received at this time.

RESIDENT #6

2/5/15 MD notificd by Assistant Director of
Nursing regerding no lab orders for Digoxin
levels as well as no lipid profile. MD order
received for Digoxin levels and lipid profile
obtained by Assistant Director of Nursing__

2/6/15 Legal Representative was made aware
of 1ab draw order by Dircctor of Nursing
2/6/15 Labs for Digoxin lipid profile obtained.
MD notified by RN Charge Nurse #1 of lab
results and no further MD orders teceived at
this time.

RESIDENT #7

2/5/15 MD nofified by Assistant Director of
Nursing tegarding no leb order for TSH, MD
orders obtained for TSH end cntered by
Assistant Director of Nursing

2/6/15 Legal Representative was made aware
of lab draw order by RN Charge Nutse

2/6/15 Lab obtained for TSH, MD netified by
Assistant Dircctor of Nursing of lab resulis
and no further MD orders reccived at this

timo.
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frequency of labaratory monitoring was
determined at the discretion of the attending
physiclan and/or consulting pharmacist.

1. Record review revealed the facility admitted
Residant #6 on 12/31/14 with diagnoses which
Included New Onset Atrial Fibrillation and
Hyperlipidemia,

Raview of the Fabruary 2015 Physician's Orders

revealed the resident was ordered Liptior

(cholastercl medication) 40 mg daily and Digoxin

0.125 mg dally with a start date of 12/31/14
(admisslon). Further review of the December
2014, and January 2015 Physiclan's Ordars,

revealed there was no written order for laboratory

work to monitor the resident's Digoxin (heart
medicatlon) and cholesterol leve!a since
admission,

During an Interview with Resident #6's Physician,

on 02/05/16-at 9:32-AM; he stated, "l-was not
aware tha resldent needed a Digoxin leval

ordered, it was missed by me, and | need to get

that ordered”.

2. Record review revealed the facil ity admitted
Rasident #2 on 05/20/14 with dlagnoses which
included Congestive Heart Fallurs, Atrial

Fibrillation, Hypothyroidism, and Hypertension,

Revlew of the February 2015 Physician's Orders

revealed the resident was ordered Zocor

(cholesterol medication) 20 milligrams {mg) daily

and Synthroid 0.1 mg tablst daily with a
documented slart dale date of 5/20/14
{admission). However, further reviaw revealed
ihere were no orders to monitor the resident's
cholesterol or thyroid levels since admission.

2/6/15 MD notified by Assistant Dircctor of
Nursing of no lab order for TSH and orders
obtained for Thyroid panel entered by
Assistant Director of Nursing

2/6/15 Legal Representative was made aware
of lab draw order by Director of Nursing
2/6/15 Labs obtained for TSH. MD notified by
Assistant Director of Nursing and MD orders
obtained for medication change and to redraw
lab Q 3 months.

2/6/15 Legal Representative was made aware
of new medication order by LPN Charge
Nurse #1

On February 6, 2015 the Director of Nursing
and the Assistant Director of Nursing
roviewed the past forty-cight houss of nurse's
hotes from all residents to Identify any other
residents having the potential to be affected by
the deficient practice. Any issues Identified
were addressed immediately.

An~ubbreviated “QA “Meéling was held on
February 6, 2015 to understand the root cause
of the deficient practice and to create an action
plan to address the issues going forward.
Those In attendance included: Administrator;
Director of Clinical Operations Consultant;
Director of Nursing; Assistant Director of
Nursing; end Risk Manager

Training:

Administrator, Director of Nursing, Assistant
Dircctor of Mursing and Risk Manager were
in-serviced on the revised “Physician/Legal
Representative  Notification” policy by the
Director of Clinical Operations consultant on
February 6, 2015,

All licensed nursing staff (RNs/LPNs) were
in-serviced on the revised “Physlcian/Legal

BTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE QURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
188410 B WING 02/19/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RIVER'S BEND RETIREMENT COMMUNITY 300 BEECHST.
KUTTAWA, KY 420556
{X4) 1D BUMMARY BTATEMENT OF DEFICIENCIES (3} PROVIDER'S PLAN OF CORRECTION (X85)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAQ CROBE-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 157 | Continued From page 2 F157 RESIDENT (B)
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3. Record review reveated the facllity admitted
Resident #7 on 01/26/15 with diagnoses which
Included Hypothyroldism,

Raview of the January 2015 Physician's Orders
revealed the resident wasa ordered Synthroid 75
meg datly with a documented start date of
01/26/15 (admisslon}; however, further review
ravealed thera was no order ta monitor the
resldent thyrold levels.

4. Record review revealed the facility admitted
Unsampled Resldent B on 10/28/14 with
diagnoses which Included Hypothyroidism.

Review of the February 2015 Physician's Ordars
revealed the residant was ordered Synthroid 25
mcg daily, however, there was no order for
thyroid levels.

Interview with Unsampled Resident B's Physiclan,
on 02/05/15 at 9:45 AM, revealed she was
unaware the resident's thyrold level was not being
monitored. She stated she expected the facllity to
nolify the physician if the resident was taking
thyrold medicatlon and the lavals ware not being
monitored. She ravesled she expectad the
residents’ thyrald labs to be completed annually, if
stable.

5. Record review revealed the facility admitted
Resident #1 on 10/30/08 with diagnases which
included Hypothyroldism.

Review of the February 2015 Physician's orders,
revealed the resident was ordered Synthrold 75
micrograms (mcg) dally, with a start date of
10/10/13; however, further review revealed there

(441D BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157 | Continued From page 3 F 157 Representative Notification” policy prior to

returning to the floor by the Direclor of
Nursing on February 6, 2015, No agency or
coniracted  charge nurses ars  currently
employed by the facility,

The “Physician/Legal Representative
Notification” policy will be provided to newly
hired licensed staff members (as well as any
agency or contracted employees) in orientation
by the Director of Nursing prior to being
released to work independently. In the absence
of the Director of Nursing, the Assistant
Director of Nursing will be responsible.

Monitoring:

The Director of Nursing {in the absence of the
Dircctor of Nursing, the Assistant Director of
Nursing will assume responsibility) will
review nurse’s notes cach business day and
follow-up on any new orders to ensure that all
MD/resident/resident representative
notifications were made per the revised policy.
On holidays and weekends, the review will be
completed by the onzcall administrative murse™|
(elther the Director of Nursing or Assistant
Director of Nursing) with the facility issucd
luptop. This will be in place for three months,
At the end of three months, the Director of
Nursing will provide iraining to the charge
nurses requiring the charge nurses to revicw
the nurse’s notes during shift report to identify
any issues regarding  Physiclan/Logal
Representatlve Notification and to correct the
issue prior to the outgoing nurse exiting the
floor. Any issue found will be reported 1o the
on-cell administrative nurse (cither the
Directer of Nursing or Assistant Direclor of
Nursing). The Director of Nursing will utilize
the “Pharmacy Recommendations and
Notification Audit Tool” 1o document
findings. Any discrepancies will be addressed

FORM CMS-2687(02-89) Previcus Vensions Obsalals Event ID:38MB11
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F 157} Continued From page 4 F 157| immediately s:‘nd proper notifications will be
was no evidence of an order for faboratory wark ﬁ:ﬂ;g&;uﬁf p;’ll;g;ician/l.cgal Representative
to moniter the resldent's thyroid fevel. A QA tool, ..th;cy Recommendations and
Revlew of Resident #1's laboratory profile }:’:;::S::g;gd o 21-‘11:1:; on'lg;?:‘ijlig con"ll;slinnc‘;em
revealed the last documented thyroxine lavel The QA tool will be completed by the R.isk
(thyrold profile) was dated 03/26/12. Manager two times per week for four weeks.
Once ongoing complionce has  been
Intarview with Resident #1's Physiclan, on established, the QA tool will be completed
02/04/15 at 3.05 PM, revealed he was upaware monthly by the Risk Manager. If the Risk
Resident #1 was not getting Synthrold levels Manager is unable to completo the QA tool,
completed. He statad he expected the resident's the responsibility will be shified to the
levels to be checked every six (8) months and if Director of Nursing.
stable, annually.
Completed Date; 03/02/2015
8. Record review revealed the facllity admilted
Resident #4 on 08/27/10 with diagnoses which F 281

included Hypothyroidism.

Review of the February 2015 Physlclan's Order
revealed the resident received Synthrold 50 mcg
daily with a start data of 04/28/11; however,

- | further review revealed there wers no-orders to— — — -

monitor the resident's thyrold level,

Review of the laboratary reports revealed there
was no docurrented avidence a Synthrold lavel
was obtained since the resldent's admission.

Interview with Registered Nurse (RN) #1, on
02/05/15 at 2:05 PM, revealed she completes the
labs as ordered when they show up on the
computer screen on the service table. She stated
the ADON was responsible for ordaring the
laboratory testa each month.

Interview with the ADON and DON, on 02/05/15
at 1:45 PM, revealed it was thelr responsibility to
complele the administrativa paparwork which
Included taking off the physicians orders and

483.20(k)3)()) SERVICES PROVIDED
MEET PROFESSIONAL STANDARDS

Specific corrective action(s) taken to remove
the deficient pr
resident(s):

RESIDENT #1

2/5/15 MD. notified by Assistant Dircctor of
Nursing regarding no lab orders for CMP and
Thyroid panel. MD order received for CMP
and Thyroid panel, entered by Assistant
Director of Nursing

2/6/15 Legal Representative was made aware
of lab dvaw order by RN Charge Nurse

2/6/15 Labs for CMP and TSH obtained. MD
notified by LPN Charge Nurse #2 of lab
results and no further MD orders received at
this time,

RESIDENT #6
2/5/15 MD notificd by Assistant Dircctor of
Nursing regarding no lab orders for Digoxin

practicc for the affected |

FORM CMS-2567(02-99) Provious Verstons Obsolata

Event ID: 36MB 11

Facliity 1D: 100688

IF continuation sheet Paga 5 of 30



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

PRINTED: 03/08/2015
FORM APPROVED

OMB NO. 0938-0391_

scheduiing laboratory work. She stafed if the
physician did not write an order for laboratory test
te manitor a medication that required menitoring,
it was thelr responsibility to nolify the physlcian
and oblain an order for the laboratory work. The
DON stated, "human error" would cause the
facility not to call and get an order for the lab test
right away.

Interview with the Medlcal Direclor, on 02/05/15
at 1:36 PM, revealed the faciiity should ensure an
order was obtained for all required laboratory
tests. He stated there waa a problem which
needed to be addressed related to natifying the
medical provider of the need to obtain 'ab ordars.

tnterview with the Director of Clinical Operations,
on 02/05/15 at 12:35 PM, revealed the
Administrative Nurses wera responsible to ensure
tha physicians wers notified and the laberatory
work was complated as ardared by the medical
provider, She stated It was the DON's—
respons|bllity to notify the medical providers of
any changes in status, as well as the need for
laboratory tests for the residents.

Interview with the Administrator, an 02/05/15 at
12:22 PM revealed the Administrativa Nurses
{DON and the ADON) were responsible to enter
the Physician's Orders for all new admissions and
re-admissions to the faclity. He further revealed
the ADON was responsible for adding the
laboratory requisitiong Inte the computer each
menth, and to ensure the laboratory tests wera
transcribed as ordered by the medical providers,
Further Interview, an 02/06/15 at 9:00 AM,
revealed the Adminlstrator was not aware of the
poiley titled "Medication Requiring Lab
Monitoring” untll yesterday, He further revealed

received for Digoxin lovels and lipid profile
obtaincd by Assistant Director of Nursing
2/6/15 Legal Representative was made aware
of lab draw order by Director of Nursing
2/6/15 Labs for Digoxin lipid profile obtained.
MD notified by RN Charge Nurse #1 of lab
tesults and no further MD orders received at
this time,

RESIDENT #2

2/5/15 MD notificd by Assistant Director of
Nursing regarding no lab orders for LIPIDS
and TSH. MD orders received for LIPIDS and
TSH and cntered by Assistant Dircctor of
Nursing

2/6/15 Legal Representative was made aware
of 1ab draw order by RN Charge Nurse

2/6/15 Labs for LIPIDS and TSH obtained.
MD notified by LPN Charge Nurse #2 of lab
results and no further MD orders received at
this time.

RESIDENT #4 T T
2/6/15 MD notified that labs were missed for
previous lab draw end no lab order for TSH,
MD orders received for TSH. Notification and
entry made by Asslstant Director of Nursing
2/6/15 Legal Representative was made awere
of missed Inb draw and that the facility
protocols were not followed as well as new [ab
draw order by Assistant Director of Nursing
2/6/15 Labs obtrined for CBC, CMP and
TSH. MD notified by Assistant Ditector of
Nursing of lab results and no further MD
orders recefved at this time.

RESIDENT #7

2/5/15 MD notified by Assistant Director of
Nursing regarding no lab order for TSH, MD
orders obtained for TSH and entered by

STATEMENT OF DEFICIENCIES 1X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE EURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: LT COMPLETED
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(X4}1D SUMMARY STATEMENT OF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION (xa)
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F 157 | Continued From paga & F157| levels ns well as no lipid profile. MD order
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F 157 | Continued From page 6 F 157| Assistant Director of Nursing
he found It n a policy manual at the nurses 2/6/15 Legal Representative was made aware
station yesterday and there had been no tralnin of lab draw order by RN Charge Nurse
t ed}’ tha| g ) g 2/6/15 Lab obtalned for TSH, MD notified by
b LI DT o Assistant Director of Nursing of fab results
F 281 | 483 20(k)(3)(i) SERVICES PROVIDED MEET F 281

$9=E | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must maet professional standards of quality.

This REQUIREMENT Is not met as evidenced
by:

Based on Interview, record review, and review of
the Kentucky Board of Nursing Scope of Praciice
Guldelines, it was determined the facility failed to
ensure services provided or arranged by the
facllity were provided according to acceplable
standards of clinical practice related lo licensed
nurses nol Identifying and natifying the physician
of a raquired laboratory order to monitar
medications and {o obtain labs as ordered by the
physiclan. The facility fallad to efstre Physicians'
Orders were oblained to ensure laboratory drug
levels were obtained for five (5) of ten (10)
sampled residents (Residents #1, #2, #4, #6, and
#7), and, two (2) Unsampled Residents
(Residents A and B). The facility failed to provide
laboratory monitoring of drug levels related to
Synthrold (thyrold medication), Digoxin {heart
medication); and cholesterol medications {Z2ocor);
and falled to obtain a Comiplete Blood Counts and
Baslc Metabolic Panel as ordered by the
physician.

The findings include:

Interview with the Administrator, on 02/11/15 at
3:28 PM, revealed the facility based their

and no further MD orders recejved at this
time,

RESIDENT (A)

2/6/15 MD notified by Director of Nursing
that labs were missed for previous lab draw
2/6/15 Legal Representative was notified of
missing lab draw and that fcility failed to
follow protocol. Legal Representative was
also made aware that lab was obtained by
Director of Nursing

2/6/15 Labs were obtained for TSH. MD
notified by LN Charge Nurse and MD orders
obtained for medication change and to redraw
tab Q 3 months,

2/6/15 Legal Representative was made aware
of new medication order by LPN Charge
Nurse

RESIDENT (B}

2/6/15 MD nolified by Assistant Director of
Nursing of no lab order for TSH and orders
obtained for~ Thyroid pancl entered by
Assistant Director of Nursing

2/6/15 Legal Representative was made aware
of lab draw order by Director of Nursing
2/6/15 Labs obtained for TSH., MD notificd by
Agsistant Director of Nursing and MD orders
obtained for medication change and to redraw
lab Q 3 months,

2/6/15 Legal Representative was made aware
of new medication order by LPN Charpe
Nurse #1

An abbreviated QA Meeting was held on
February 6, 2015 to understand the root cause

FORM CMB-2567(02-89) Provious Versions Qbaclete Event iD: 38Mb11

Faclli

ty LD 100868 If conlinuation sheet Page 7 of 30



e v vt

P

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/08/2015
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/ICLIA {X2) MULTIPLE CONSTRUGTION (X3} DATE BURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
185410 B. WING 02/19/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIi CODE

RIVER'S BEND RETIREMENT COMMUNITY

300 BEECH 8T.
KUTTAWA, KY 42055

standards of practice on the Kentucky Board of
Nursing Scope of Practice Determination
Guidelines (Revised date 01/2011).

Revlew of the Kentucky Board of Nursing Scope
of Practice Determination Guidelines, revealed
the Kentucky Nursing Laws (KRS Chapter 314),
defines “licensed practical nursing practice”, and
*registared nursing practice”, and holds all nurses
Individually accountable and responsible for thelr
nursing decislons and actions, Statutory
Definitions and Policy included KRS 314.011 (10)
defines “llcensed practical nursing practice” as
the parformance of acts requiring knowledge and
skill es ara taught or acquired In approved
schools for practical nursing in : a) the observing
and caring for the lll, injured, or Infirm under the
diraction of a regletered nurse, a licensed
physician, or dentist, the adminlstration of
medicatlon or treatment as authorized by a
physician, physiclan's assistant, dentist, or

-l-advanced practice registered nurse: KRS'314.011

(8) defines “reglstered nursing practice” as the
performance of acts requiring substantlal
speclalized knawledge, Judgement and nursing
skili based upon the princlples of psychologlcal,
blological, physical and social seiences In the
application of the nursing process in the
administration of medication and treatment as
prescribed by a physician, physician's assistant,
dentist, or advanced practice reglstered nurse,
abserving, recording, and reporting deslred
effects, untoward reactions, and sida sffects of
drug therapy.

1. Record review revealed the facility admitted
Resident #5 on 12/31/14 with diagnoses which
Included New Onset Atrial Fibrillatlon and
Hypertipidemia.

X4y D EUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)
F 281 | Continued From page 7 F 281| of the deficient practice and to create an action

plan to address the Issues going forward.
Those In attendance included: Administrator:
Director of Clinical Operations Consuliant;
Director of Nursing; Assistant Director of
Nursing; and Risk Manager

Training:

Administrator, Director of Nursing, Assistant
Director of Nursing and Risk Manager were
all in-serviced on the revised “Medications
Requiring Lab Monitoring” policy and “Lab
Requisition Protocol” by the Director of
Clinica! Operations consultant on February 6,
2015,

All licensed nursing staff (RNS/LPNs) were
in-serviced on the revised “Medications
Requiring Lab Monitoring” policy and “Lab
Requisition Prolocol” prior o returning 1o the
floor by the Director of Nursing on February
6, 2015. No agency or contracted charge
nurses are currently employed by the facility.
All licensed nursing staff (RNs/LPNs) were
In=serviced~ on protocols for~ stefdifig 1ab™
orders per physician by Director of Nursing on
February 6, 2015. No agency or contracted
charge nurses are currently employed by the
facility.

All licensed nursing staff (RN/LPNs) and
Cettificd Medication Aides were educated on
Digoxin toxicity and protocol by the Director
of Nursing on February 6, 2015, No sgency or
contructed charge nurses or are currently
employed by the facility.

The “Medications Requiring Lab Monitoring”
policy, “Lsb Requisition Protocol” and
“Protocols for Standing Lab Order per
Physician” will be provided to newly hired
licensed staff members (as well as any agency
or contracted cmployces) in oricntation by the
Director of Nursing prior to being released to
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F 281 | Continued From page 8 F281| work independently, In th abseqcc of the
Review of the Physician's Orders, dated 02/2015, hractor of Nursing, the Assistant Director of
revealed Lipitor {cholesterol medication) 40 mg T:m"nlgi‘ﬂxln eTr::{u;:m 3 Protocol” will be
dally and Digoxin (heart medication) 0.125 mg pmevl de dg o ncwfy 4 l?illm 4 r?ice:se d staff
daily. Further raview revealed the dacumented members and newly hircd Certified
start date for both medicatlens was 12/31/14. Medication Aides (as well as any agency or
However, raview of Resldent #8's Physician contracted em ;
ployees) in orientation by the
Orders, dated 02/2015, revealed there was no ' Director of Nursing prior to being released to
written order for lab work to monitor the resident's work independently. In the absence of the
Digoxin (heart medication) level or cholesterol Director of Nursing, the Assistant Director of
level. Nursing will be responsible.
Interview with Assistant Director of Nursing on Mnnitfﬂng, pe
02’04:: 5t5|‘: :1130:”"- 'I'BVGBE’C: ":13" 3*P9¢ftlat:ﬂgs During the Interdisciplinary Team (IDT)
were Inat If the physiclan wanted a specific la meeling (meets weekly on an ongoing basis)
test he/she would arder it. She further revealad the facility will review all new resident charts
she was aware of the nead to monitor the (any resident that has admitted since the last
medications but thought the physician would IDT review) to ensure there are no
order the test If he/she wanled it done. She discrepancies with lab orders with any
further stated she was not aware the residents medications requiring lab monitoring, (The
was not getting the Lanoxin levels drawn, members of the IDT include: Administrator,
Review of the Cansultant Pharmacist Medication Director of Nursing, Assistant Dircctor of
Review, dated 01/26/15, revealed a Nursing, Risk_ Munnge_r,_ _ _So_cigl__ S_crv_ig:_c_s 2
recommendation to obtaina Digoxin level, — i Dircctorand Dicliify Services Mandger.) Any
Howevar there was no documenled evidence the discrepancies will addressed Immediately and
facility followed up on the recommendation. proper natifications will be made per the
2. Record review revealed the facllity admittad _Ph'?rsnctanFchal Representative Notification’
‘Resldent #1 on 10/30/08 with diagnoses which policy. This process will be dirccted by the
Included Hypothyroldism. Review of the February Dircctar of Nursing, In.th;: ab'scnccd of the
2015 Physician's Orders, revealed Synthroid 75 Dircctor of Nursing, it will be directed by the
micrograms (mcg) dally, with a starl date of fssistant Director "f}*'“'s.'“% bsence of th
10110/ 3; however, review of Resident #1's Di:cct;mztl?;JO Yurs t?lgc (;\'; . et:nx:“sg}cc ?or o?'
laboratory profile revealed the last documented Nutsi r ol Bursing, sisian’ Jireclor ¢
ursing will assume responsibility) will
!hyroxl;a; ':VEI (thyrt\:,!id prople} was dated review nurse’s notes each business day for the
03/28/12. Further review of the Physlcian's .
previous day and follow-up on any new orders
Ordrs, dated 02/2015, revealed there pasine received relating to medications that require
:!:sl?::t'es ?;:ggcl!::;rr ab work to monitor the lab monitoring, If specific orders were not
- obtained by the charge nurse, the Director of
Nursing will immediately correct the issue (in
Interview with Director of Nursing (DON) on the absence of the Director of Nursing, the
02/04/15 at 4:25 PM, reveated she was not sure
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F 281 | Continued From page 8 F281| Assistant Director of Nursing assume
how Resldent #1's labs were missed. She staled rosponsinity). On “°"‘:“Y3 o we;"’“"s'c‘:ﬁ
the resident had changed medical providers In :;Z"r'n?:;str‘;tive f‘ur‘;:m& ;::’cr th{-. Di‘:e;g; of
the past and the order for the lab could have . \
possibly been laft out during the transition of Nhurﬁlnﬁior ?smslalnt D"e?[tgf ol'!‘]llu;s h.'g) \;vilh
Phyictans’ Orders. fo hres. months. A1 tho end of the drec
Interview with Licensed Practical Nurse (LPN) #1, E’lm’; l:f g;wg‘:g‘;f ?;g;‘gm‘;ﬁ:n!;';ﬁgg
on 02/05/15 at 8:00 AM, revealed that questioning charge nurses to review the nurse’s notes
the rasidents' lab orders was not part of her daily during shift report to identify any issues
routine because she did not give Resident #1's regarding medications that requirc lab
thyrald medicatlon. She further revealed it would monitoring 1o ensurc that all orders have been
not be her responsibliity to look at the labs if she received by the MD. Any issues will be
did not racsive or review ihe residents' physiclan corrected prior to the outgoing nurse exiting
orders, the floor. Any issue found will be reported to
the on-call administrative nurse (either the
Interview with Resident #1's Physiclan, on Director of Nursing or Assistant Director of
02/04/15 at 3:05 PM, ravealed he was unaware Nursing).
Resident #1's Synthrold lavels ware not A completz audit of all restdent lab orders was
completed. He expected the rasidant's lavels to completed on 2/5/2015 by Assistant Dircclor
ba chacked every six {8) months and if stabla, of Nursing to verify completion of physician
annuglly. He staled the Pharmacy Review would orders. Any discrepancies were addressed
- inform-him when he needed to ordar laby, — — [ immediately with~proper molificatidirto e
MD and Legal Representative.
3. Record review revealed the facility admitted Care plans were reviewed on 2/6/2015 by
Resident #2 on 056/20/14 with diagnoses which Assistant Director of Nursing to cnsurc all
included Congestive Heart Fallure, Atrial drug classifi¢ations  and lnb monitoring were
Fibrillation, Hypothyroidism, and Hypertension, care plan interventions on the diagnosis care
Review of the Medication Regimen Review, dated plan essociated with that medication order.
05/21/14, revealed 1o order lab work on the The Assistant Dircctor of Nussing Included in
resident. Review of the Medication Regimen the' cerc p]'m.s that labs would bo drawn per
Raview, dated 11/25/14, reveaied & facility standing lab protocol for Rcs_ldcnt #s:
recommendation for a thyroid level and a lipld Ilq' 2, 4,7, A and B. The Assistant D'mctf’r Lt
\ ursing aiso updated care plans for Resident
panel, however, thera was no documented #3: 6 to include digoxin monitoring per
evidence the recommendation was carrled out. “Digoxin Administration Protocol.” The
Review of the 02/2015 Medlcation Administration facility ensures that the care plans will be
Record (MAR) revealed the resident had been followed with the completion of in-service
taking Zocor (cholesterol medication) 20 education on the facility “Standing Lab Orders
milligrams {mg) dally and Synthroid 0.1 mg tablet Per Physician” protoco! and the facility
dally; however there was no evidence of written
FORM CMS-2567(02-99) Previous Verstons Obsoata Event ID: 36M5 11 Facility |D: 100686 If continuation sheat Page 10 of 39
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F 281 | Conlinued From page 10 E 281 “:])lgm;in Administra:lio::i Pm}?cgl." Ingsc;voilc;
" education was completed on February 6,
ard;rlz f:r:;a:h‘:g;::oﬂzcgg the reeldents by the Dircctor of Nursing to the licensed
¥ . nurses (RNs/LPNs) and Certified Medication
4. Record review revealed the facilty admitted sl QL Ve
Rasident #4 on 08/27/10 with diagnoses which The facility will ensure permanent compliance
Included Hypothyroidism. Review of the February by utilizing the QA tool title, “Medication Lab
2015 Physlelan's Order revealed there was an Monitoring Tool,” This is a new QA tool. The
arder for Synthrold 50 mcg dally with a start date Director of Clinical Operations in-serviced the
of 04/28/11; however, there was no order to Administrator, Director of nursing, Assistant
meonitor the resident's thyrold lsvel, and no Director of Nursing oand Risk Manager on the
evidence the resident's thyroid level had been proper use of the tool on February 6, 2015,
obtained since admission, Further review of the This tool will be completed by the
Physlcian's Orders, dated 02/2015, revealed o Administrator for each QA mecting beginning
obtain a Complete Blood Count (CBC) and with the next routine QA meeting. In the
Comprehensive Matabolic Panel (CMP) every six absence of the Administrator, this task may be
(8) months; however, raview cf the resident'a lab completed by the Director of Nutsing,
results revealed the last CBC and BMP were Assistant Direclor of Nursing or the Risk
completed on 06/30/14, Review of tha Manager.
Pharmaclst Medication Review, dated 01/2015,
revealed the December 2014 labs for a CBC and Completed Date: 03/02/2015
CMP were not in the chart. Thers was no s S = S A | =
documented evidence the labs had been L
obtalned as ordered, 483.20¢k)3)(ii) SERVICES BY
QUALIFIED PERSONS/PER CARE
8. Record review revealed the facllity admitled PLAN
Resident #7 on 01/26/15 with diagnoses which
included Hypothyroldism. Review of tha Specific corrective action(s) taken to remove
resldent's MAR revealed the resident laok the deficient practice for the affecied
Synthrold 75 meg dally with a documented start resident(s):
date of 01/26/15. Revlew of the Physician's
Orders, dated 01/2015, revealed no documented RESIDENT #1
evidence a lab was cblained ta check the 2/5/15 MD notified by Assistant Director of
resident's Synthroid level or about the physician Nursing regarding no lab orders for CMP and
belng informed of the need for a level, Thyroid panel, MD order recelved for CMP
and Thyroid penel, eniered by Assistant
6. Record review revealad the facility admitied Director of Nursing
Unsampled Resldent A on 03/18/14 with 2/6/15 Legal Representative was made aware
diagnoses which Included Hypothyroldism. of lab draw order by RN Charge Nurse
Review of 1ab results, dated 09/23/14, revealed a
FORM CMS-2567(02-08) Previcus Varslons Obsoleta Event ID; 36BMEH Facitty 10+ 100580 If contlnuation sheet Paga 11 of 38
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written order to increase Levothrold to 76 meg
dally and recheck labs in three (3) months.
Review of the Physiclan's Orders, dated 01/2015,
ravealed the residant recelved Levothroid (thyroid
madlcatlion) 75 meg daily. Further record review
revealed no decumented evidence laboratary
tests ware completed or the physiclan was made
awara that the rasident's thyrold level was not
rechecked as ordered on 08/24/14,

{interview with the Director of Nursing (DON), on
02/06/15 at 2.00 PM, revealed there were no
other thyrold levels available for Unsampled
Resident A. She stated the last documented
thyrold level for the resident was dated 09/24/14,
The DON stated she was unaware the labs had
not been obtalned as ordered.

7. Record review revealed the facility admitted
Unsampled Resldeni B on 10/29/14 with
diagnoses which included Hypothyroidism.

1 Review of the Physiclan’s Orders, dated 022075,

revealed Synthroid 25 mcg dally. Further review
of the Physician's Orders revealed no
documented evidence a thyrold level was ordered
for the resident. Revlew of the monthly
Consultant Pharmaclst's review revealed no
dacumented evidence of reminders that the
resident needed a thyroid level.

Interview with Unsampled Resident B's Phyaician,
on 02/05/15 at 8:05 AM, revealed she expected
the facility to notify the physician if the resident
ook medications which required routine
monitoring or If there was no physician's order.
She revealed har expeclations wars to monitor
the resident's thyroid labs yearly If stable. She
also revealed she recommended a baseline
thyrold check annually for alt of her residents,

notified by LPN Charge Nurse #2 of lab
results and no further MD orders received at
this time,

RESIDENT #6

2/5/15 MD notified by Assistant Director of
Nursing regarding no lab orders for Digoxin
levels as well as no tipid profile. MD order
received for Digoxin levels and lipid profile
obtained by Assistant Director of Nursing
2/6/15 Legal Representative was made aware
of lab draw order by Dircctor of Nursing
2/6/15 Labs for Digoxin lipid profile obtained,
MD notified by RN Charge Nurse #1 of lab
results and no further MD orders received at
this time,

RESIDENT #2

2/5/15 MD notified by Assistant Director of
Nursing regarding no lab orders for LIPIDS
and TSH. MD orders received for LIPIDS and
TSH and entered by Assistant Direcior of
T
2/6/15 Legal Representative was made aware
of lab draw order by RN Charge Nurse

2/6/t5 Labs for LIPIDS and TSH obiained,
MD notificd by LPN Charge Nurse #2 of lab
results and no further MD orders rcocived at
this time,

RESIDENT #4

2/6/15 MD notified that labs were missed for
previous lab draw and no lab order for TSH.
MD orders received for TSH. Notification and
entry made by Assistant Director of Nursing
2/6/15 Legel Representative was made aware
of missed lab draw and that the facility
protecols were not followed as well as new lab
draw order by Assistant Director of Nursing

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
—CENTERS FOf AlL
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F 281 | Cantinued From page 11 F2a1| 2/6/15 Labs for CMP and TSH obtained. MD
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(X8)

evan those without a diagnosis.

Intervlew with the Assistant Directar of Nursing
(ADON}, on 02/04/15 at 2:30 PM, revealed the
factiity did not have a system in place 1o ensure
adequate monitoring of medications or to ensure
laboratory drug levels were obtained as ordered
by the medical provider. She revealed sach
resident's Medication Administration Record was
reviewed monthly, but they do not check ta
ansure the labs were belng complated as
ordered, or if tha residents have the necessary
labs order. Lab orders were saparats from the
MAR so they wera not reviewed.

Interview with the Director of Nursing (DON), on
02/04/15 at 4:25 PM, revaaled she did not
conduct Internal audits of Physlician’s Orders
related to laboratory work. She stated if the
‘physician wanted a lab, he or she would order it,
The DON stated the pharmacy audit completed
monthly should have picked up on the errors.
She also stated she mailed out the pharmacy
audits monthly after they were completad;
however, she did not have any typs of intemnal
tracking in placs to follow up with the
recommendations,

Interview with the Pharmacy Consultant on
02/04/16 at 3:50 PM, revealed that at the point of
admission the admitting nurse should at the very
least review tha medications and note any
medication that require a lab level for monltoring
and notify the medical provider at that time.

Interview with Diracter of Clinlcal Operations on

02/05/15 at 9:00 AM, revealad the Administrative

TSH. MD notified by Assistant Dircctor of
Nursing of lab results and no further MD
orders received at this time,

RESIDENT #7

2/5/15 MD notified by Assistant Director of
Nursing regarding no lab order for TSH. MD
orders obfained for TSH and entered by
Assistant Director of Nursing

2/6/15 Legal Representative was made aware
of lub draw order by RN Charge Nurse

2/6/15 Lab obtained for TSH. MD notified by
Assistant Director of Nursing of lab results
and no further MD orders recelved at this
time.

RESIDENT (A)

2/6/15 MD notified by Director of Nursing
that labs were missed for previous tab draw
2/6/15 Legal Representative was notified of
missing lab draw and that facility failed to
follow protocel. Legal Representative was
nlso madé Wware that &b was obfaincd by
Director of Nursing

2/6/15 Labs were obtained for TSH, MD
notified by LPN Charge Nurse and MD ordets
obtalnéd for medication change and to redraw
lab Q 3 months,

2/6/15 Legal Representative was made aware
of new medication order by LPN Charge
Nurse

RESIDENT (B)

2/6/15 MD notificd by Assistant Director of
Nursing of no lab order for TSH and orders
obteined for Thyroid pancl entered by
Assistant Director of Nursing

2/6/15 Legal Representative was made aware
of lab draw order by Director of Nursing

(X4) ID SUMMARY ETATEMENT OF DEFICIENCIES D
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATCRY OR L8C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENGY)
F 281 Continued From page 12 Fog1] 2/6/15 Labs obtained (or CBC, CMP and
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F 281 | Continued From page 13 F281| 2/6/15 Labs.oblained for T§H. MD notified by
Nurses were responsible for transcribing the A;tsilst:x‘;t fD“ ectg}- 05 N"rls,'“g and ;“mD 0:';[‘"3
Physiclan's Orders upon admission to the facility :Lb':)":; m:;u':;c i UL
and were responsible to make sure labs were 26/15 Legal R'epr esentative was made aware
done as raquired for specific medications. of new medication order by LPN Chasge
Interview with the Medical Director, on 02/05/15 e
at 1.35 PM, revealed the facility should ensure an An abbreviated QA Meeting was held on
order was obtalned for all required lab tests, He February 6, 2015 to understand the root cause
further stated obviously there was a problem that of the deficient practice and to create an action
needed 1o be addressed refated to not following plan to address the issues going forward.
through with Physiclan's Orders, and nolifying the These In attendance included: Administrator;
medical provider about the need to obtain lab Director of Clinical Operations Consultant;
orders, Director of Nursing; Assistant Director of
Nursing; and Risk Manager
Intarview with the Administrator, on 02/05/15 at
12:22 PM, revealed the DON was responsible for Training:
reviewing and following up on pharmacy Administrator, Director of Nursing, Assistant
recommendations. He further revealed the Director of Nursing and Risk Manager were
Administrative Nurses (DON and ADON) were all in-serviced on the revised “Medications
also responsible for entering the Physician's Requiring Lab Monitoring” policy and “Lab
Orders for all new admissions and re-admissions Requisition Protocol” by the Director of | e
10 thie facility. Hé stated the Adminlstrative ~ Clinleal Operations corisultant oii February 6,
Nurses rely on pharmacy to do the audits and 2015. )
make the recommendations for medication All licensed nursing staff (RNS/LPNs) were
changes and lab monitoring, He further stated in-serviced on  the revised  “Medications -
his expeciations were If a lab lest was not Requiring Lab M"“,',“’“ng policy and “Lab
completad, it should be completed as soon as it Ecq“i:'“‘:}:' Plgqtocol p?;" L relurnu;gl:o the
was [dentified and the primary physician should 6002l‘0 I’; ;0 T‘::r N o “E'n"t'fa ;’L 4 eci:“mz
be nolified. He also stated the facility had n;Jrscs arc currcn%ly ::?"nplo cd by the I‘aci]i:‘;g
morming mestings with the management team to Al licensed nursing slal‘g (RN);/LPNS) we're
discuss new orders and resident changes in in-serviced on protocols for standing lab
;Z?gﬂz':hfﬂlt&:r;ﬂ::::sm":er:";::;emrd was orders per physician by Director of Nursing on
2 2 : February 6, 2015. No apency or contracted
F 282 :%%goé’ggglg I'\‘SEEXEIEEA BNY QUALIFIED Fag2 charg:rzurses are currcn&y cﬁlpluycd by the
88=E facility,
All licensed nursing staff (RN/LPNs) and
The services provided or arranged by the facility Certified Mcdication Aides were educated on
must be provided by qualified persans in
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accordance with each rasident's writtan plan of
care,

This REQUIREMENT s not met as evidenced
by:

Based on interview, record review, and raview of
the facility's pollcy and procedures, it was
determined the facility failed to ensure cara was
provided in accordance with the plan of care for
(b) of ten (10) sampled residents (Residents #1,
#2, #4, #6, and #7); and, two (2) unsampled
residents {Unsampled Residents A and B).

The facility falled to implement the plan of care to
abtain laboratory drug levals for residents who
wete recelving Synthroid (thyrold medication),
and Digoxin (heart medication), and cholesteral
medication; and other routine lab tests (Complsta
Blood Counts, Baslc Metabolle Panels, Lipid
Proflles). Additionally, the facility falled to inform
tha altanding physiclans about the Pharmacy
Medication Regimen Revlew recommendations
reiated o obtalning appropriata lab orders for
rasidents not racelving routine lab monitoring.

The findings include:

Review of he facllity's policy titled,
"Comprehenslve Care Pian", (undated), ravealed
it is the policy of the facliily to strive lo ensure
residents are provided with a care plan. Upon
admission, inliial care plans will be developed by
nursing staff to strive fo ensure nursing staif are
aware of the support for which the resldent nseds
to be provided. The Comprehensive Care plan
will be periodlically reviewed and revisad by a
team of qualifiec! persons periodically,

of Nursing on February 6, 2015, No agency or
contracted charge nurses or are currently
employed by the facility.

The “Medications Requiting Lab Monitoring”
policy, “Lab Requisition Protocol” and
“Protocals for Standing Lab Order per
Physician" will be provided to newly hired
licensed staff members (as well as any apency
or contracted employees) in orientation by the
Director of Nursing prior to being released (o
work independently. In the absence of the
Director of Nursing, the Assistant Director of
Nursing will be responsible.

The “Digoxin Toxicity and Protocol” will be
provided to newly hired licensed staff
members and newly hired Certified
Medication Aides (as well as any agency or
contracted employees) in orientation by the
Director of Nursing prior to being released to
work independently, [n the absence of the
Director of Nursing, the Assistant Director of
Nursing will be responsible.

Moeonitoring:

During the Interdisciplinary Team (IDT)
meeting (meets weekly on an ongoing basis)
the facility will review all new resident charts
(any resident that has admitted since the last
IDT review) to ensure there are no
discrepancies with lab orders with any
medications requiring lab monitoring. (The
members of the IDT include: Administralor,
Direclor of Nursing, Assistant Director of
Nursing, Risk Mannger, Social Services
Director and Dietary Services Manager.) Any
discrepancies will addressed immediately and
proper notifications will bé made per the
“Physician/Legal Representative Notification”
policy. This process will be directed by the
Director of Nursing, In the absence of the
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1. Record review ravealed the facility admitted
Resident #8 on 12/31/14 with diagnoses which
included New Onset Atrial Fibrillation and
Hyperlipldemla,

Review of the Physician's Orders, dated 02/2015,

revealad Lipitor (cholesterol medication} 40 mg
daily and Lenoxin (heart medication} 0.126 mg
dally. The documented start date for both
medications was 12/31/14.

Revlew of the residant's Plan of Care, dated

01/19/185, revealed Interventions were in place lo

obtain and monitor lab/diagnostic work as

ordered. Repert resulis to medical provider and
follow up as indicated. However, further review of

the February 2015 Physician Orders revealed

there was no written order for lab work to monitor
the resident's Digoxin (heart madication) level or

cholesterol lavel.

2. Record raview revealed the facility admitted
Resident #1 on 10/30/08 with diagnoses which
included Hypothyroidism.

Review of a February 2015 Physiclan's Orders
revealed an order for Synthrold 75 micrograms
{mcg) dally with a start date of 10/10/13.

Revlew of the Comprahensive Care Plan, dated

10/22/13, ravealed intarventions in place to
adminlster thyroid replacement therapy as

ordered and to obtain and monitor lab/diagnostic

work as ordered. Review of the Fabruary 20156

Physician's Orders revealed there was no order
for lab work to monitor the resident's thyrold level
and review of Resident #1's lab profile revealed

the last documented thyroxine level (thyrold
profile) was obtained on 03/26/12,

Assistant Director of Nursing,

The Director of Nursing (in the absence of the
Director of Nursing, the Assistant Director of
Nursing will assume responsibility) will
review nurse’s noles each business day for the
previous day and follow-up on any new orders
recsived relating to medications that require
lab monitoring. If specific orders were not
obtained by the charge nurse, the Director of
Nursing will immediztely correct the issue (in
the absence of the Director of Nursing, the
Assistant  Director of Nursing assume
responsibility), On holidays and weekends, the
review will be completed by the on-call
administrative nurse (either the Direclor of
Nursing or Assistant Director of Nursing) with
the facility issues laptop, This will be in place
for three months. At the end of the three
months, the Director of Nursing will provide
training to the charge nurses requiring the
charge nurses to review the nurse's notes
during shift report to identify any issues
regarding medications  that ~ require  [ab
menitoring to ensure that all orders have been
received by the MD. Any issues will be
correcled prior to the outgoing nurse exiting
the floor, Any issue found will be reported to
the on-call administrative nurse (either the
Director of Nursing or Assistant Direclor of
Nursing).

A complete audit of all resident {ab orders was
completed on 2/5/2015 by Assistant Director
of Nursing to verify completion of physician
orders. Any discrepancies were addressed
immediatcly with proper notification to the
MD and Legal Represcntative.,

Care plens were reviewed on 2/6/2015 by
Assistant Director of Nursing to ensure all
drug classifications and lab moniforing were
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F 282 | Continued From page 16 F282{ care plan interventions on the diagnosis carc
plan associaled with that medication order.
Interview with Rasldent #1's Physician, on ;E;e ;:?:Is?"tsnﬂl:::tlog of 'zﬁzhijg i';:;‘:::d :::
02/04/18 at 3:05 PM, ravealed he was unaware care plan abs w © per
facility standing lab protocol for Resident #s:
Resident #1 was not getling Synthrold lavals . .
1,2 4,7 A and B. The Assistant Director of
completad. He stated he axpected the resldent's . :
levels fo be checked every six (8) months and if Nursing also updated care plans for Resident
bt " ey #s:. 6 (o include digoxin monitoring per
stalrie, annuatly. “Digoxin Administration Protacol.” The
facility cnsures that the care plans will be
3. Record review revealed the facility admltt.ed followed with the completion of in-service
Resident #2 on 05/20/14, with diagnoses which education on the facility “Standing Lab Orders
included Congestive Heart Fallure, Atrial Per Physician” protocol and the facility
Fibrilation, Hypothyroidism, and Hypertensian, “Digoxin Administration Protocol.” In-service
education was compicied on February 6, 2015
Reviaw of the February 2015 Medication by the Director of Nuwssing to the licensed
Administration Record (MAR), revealed the nurses (RNs/LPNs) and Certified Medication
rasident was taking Zocor (cholesterof Technicians (only the Digoxin Administration
medication) 20 milligrams (mg) dally and Protocol),
Synthroid 0.1 mg tablet datty. The facility will ensure permanent compliance
by utilizing the QA tool title, “Medication Lab
Review of the resident's Plan of Care, dated Monitoring Tool.” This is a new QA tool. The
06/06/14, reveaied interventions In place to - _|. Director of Clinical Operations in-serviced the
“administer thyroid replacement as ordered and Administrator, Director of nursing, Assistant
obtain and monitor lab/diagnostlc work as Direclor of Nursing and Risk Manager on the
ordered, and report resulls to the medical proper use of the tool on February 6, 2015.
provider. However, record review revealed there This tool will be completed by the
were no writlen orders for lab work to monitor the A?ﬂ':‘":i’ls“m"tﬁ” °‘:i°'; Q(?Am““':ig b"glmml’l"lg
resident's thyroid and cholestero! levels. L 3 Lpads it ot meeling. In the
g absence of the Administrator, this task may be
4. Record review revealad the facillty admitted completed by the Dircctor of Nursing,
Resident #4 on 08/27/10 with diagnoses which e B AR TSGR LT
Included Thyrold Therapy. anager.
Review of the February 2015 MAR revealed the el KL Laie 2
resident received Synthroid 50 mcg dally starting
on 04/28/11.
Revilew of the Physlician's Orders, deted
02/2015, revealed to obtain a Complete Blood
Count (CBC) and Comprehensive Metabolic
FORM CMS-2687(02-49) Pravious Verslona Otsclats Event ID: 36M911 Fachly |D: 100884 if continuation shael Page 17 of 39
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483.25() DRUG REGIMEN IS FREE
Ix (6 ths.
e Clponie FROM UNNECESSARY DRUGS
Review of the resident's Plan of Care, dated
01/23/14, revealed there wers interventions in Specific corrective action(s) teken to remove
place to moniter for signs and symptoms of the the deficient practice for the affected
diseasa (Hyperthyroidism), and to monitor resident(s):
document and report any changes in the resident
and cbtain labs as ordered and to report RESIDENT #1
abnormal labs to the medical provider. However, 2/5/15 MD notified by Assistant Director of
record review revealed there wera no written Nursing regarding no lab orders for CMP and
orders for [ab work to monitor the residant's Thyroid pancl, MD order received for CMP
thyroid levels and review of the resldent's lab aqd Thyroid panel, entered by Assistent
resulls revealed the last CBC and CMP was ZD/g!elcht nfurillgslng ) y
completed on 06/30/14. 5 Legat Representative was made aware
of [eb draw order by RN Charge Nurse
5. Record review revealed the facifity admitted 2/6/15 Labs for CMP and TSH obtained. MD
Resident #7 on 01/26/15 with diagnoses which notified by LPN Charge Nurse #2 i°f‘ lab
included Hypothyroidism. gf:{::n :nd no further MD orders received at
Ravlew of the resldent's January 2015 MAR
RESIDENT #6
revealed an order for Synthrold {thyroid | . : _
"} médication) 75 mcg dally with a documented start 2’5”.5 MD notified by Assistant Director 3
date of 01/26/15 Nursing regarding no lab orders for Digoxin
’ levels as well as no lipid profile. MD order
received for Digoxin levels and lipid profile
RetvI:v;:f the sreslden:‘adlnterlm _Plﬂan of CBFB: obtained by Assistant Director of Nursing
dated 01/26/15, reveala Inlarv.en SR L 2/6/15 Legal Representative was made awre
place to obtain labs as :ardared. however, further of lub draw order by Director of Nursing
raview of the Physician's Orders revealed thera 2/6/15 Labs for Digoxin lipid profile obtained.
was no order to obtain a thyrold level. MD notified by RN Charge Nurse #1 of lab
results and no further MD orders received at
6. Record review revealed the facility admitted this lime.
Unsampled Resident A on 03/18/14 with
diagnoses which Included Hypothyroldism, RESIDENT #2
2/5/15 MD nolificd by Assistant Director of
Review of Unsampled Resldent A's Nursing regarding no lab orders for LIPIDS
Comprahensive Care Plan, dated 04/02/14, and TSH. MD orders received for LIPIDS and
revealed [nterventions wera In place to obtaln and TSH and entered by Assistant Director of
manitor lab/diagnostic work as ordered by the Nursing
medical provider.
FORM CMS-2507(02-09) Pravious Versions Obsolaly Evont ID; 36MB11 Facilty ID: 100688 If continualion sheet Page 18 of 38
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Review of lab results, dated 09/23/14, revealed
the physician had documented on the report to
increase the resident's Levothroid to 75 mcg daily
and recheck the labs in three (3) months. Revlew
of the Physiclan's Order, dated 09/23/14,
revealed the order was wrilten to increase the
Levolhrald {thyroid medication) to 75 mcg daily
however, there was no order written to recheck
the lab in three (3) months,

Interview with the Director of Nursing (DON), on
02/06/15 at 2:00 PM, revealed the last
documented thyrold level for the resident was
dated 09/24/14 and there were was no other
thyrold lavels avallable for Unsampled Resident
A. The DON stated she was unaware the labs
wera not obtained as orderad..

7. Record review revealed the facllity admitted
Unsampled Resident B on 10/29/14 with

dlagnoses which Included Hypothyroidism.
Review of the February 2015 Physician's Orders

revealed the resident was ordered Synthrold 25
meg daily.

Revlew of the resldent's Plan of Care, dated
11/14/14, ravesled an intervention In place to
monlior lab work and report abnormal fabs to the
medleal provider, however, further review of the
Physiclan's Orders revealed there was no order
to obtaln thyroid levals,

Interviaw with the ADON, on 02/06/15 at 12:00
PM, reveaied the residents' care plans were
inittated upon admisslon by the Minimum Data
Set (MDS) Coordinator after completion of the
assassment. She revealsd after it was
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F 282 | Continued From page 18 F282| 2/6/15 Legal Representative was made aware

of lab draw order by RN Charge Nurse

2/6/15 Labs for LIPIDS and TSH obtaincd.
MD notified by LPN Charge Nurse #2 of lab
results and no further MD orders recelved at
this time.

RESIDENT #4

2/6/15 MD notified that labs were missed for
previous lnb draw and no lab order for TSH.
MD orders received for TSH. Notification and
entry made by Assistant Dircctor of Nursing
2/6/15 Legal Representative was made aware
of missed lab draw and that the facility
protocols were not followed as well as new lab
draw order by Assistant Director of Nursing
2/6/15 Labs obiained for CBC, CMP and
TSH. MD notified by Assistant Dircctor of
Nursing of lab results and no further MD
orders received at this time,

RESIDENT #7
2/5/15 MD natified by Assistant Dircctor of |
Nursing regarding no lab order for TSH, MD
orders obtained for TSH and entered by
Assistant Director of Nursing

2/6/15 Legal Representative was made aware
of lab draw order by RN Charge Nurse

2/6/15 Lab obtained for TSH. MD notified by
Assistant Director of Nursing of lab resulis
and no further MD orders received at this
time.

RESIDENT (A)

2/6/15 MD notificd by Director of Nursing
that labs were missed for previous lab draw
2/6/15 Legal Representative was notified of
missing lab draw and that facility failed to
follow protocol. Legal Representntive was
also made aware that [ab was obtained by
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F 282 | Continuad From page 18

completed, It was put into the paint click care
system. She slated the care plans were updated
quarlerly and as needed. She indlcated she
expected the siaff fo follow the care plan
interventions as written and notify the medical
provider whenaver indicaled,

Interview with the DON, on 02/08/15 at 12:10 PM,
revealed her expectation was for all staff to follow
the interventions on the resident's plan of care as
written.

Interview with the Adminlstrator, on 02/08/15 at
12:40 PM, revealed his expectation was that all
staff should follow the resident's plan of care at all
times and notify the medical provider as
Indicated.

F 320 483.25(1) DRUG REGIMEN |S FREE FROM
58=€ | UNNECESSARY DRUGS

Each resldent's drug regimen must be free from

F282| Director of Nursing

2/6/15 Labs were obtained for TSH. MD
notified by LPN Charge Nurse and MD orders
obtained for medication change and to redraw
lab Q 3 months.

2/6/15 Legal Representative was made aware
of new medication order by LPN Charge
Nurse

RESIDENT (B)
2/6/15 MD notified by Assistant Director of
Nursing of no lab order for TSH and orders
obtained for Thyroid pancl entered by
Assistant Director of Nursing
2/6/15 Legal Representative wes made aware
of lab draw order by Director of Nursing
2/6/15 Labs obtained for TSH, MD notified by
Assistant Dircctor of Nursing and MD orders
obtained for medication change and to redraw
F 329{ lab Q 3 months,
2/6/15 Legal Representative was made aware
of new medication order by LPN Charge
Nurse #1

unnecessary drugs. An Unnacessary drug is any
drug when used In excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitaring; or without adequate
indications for its use; ar in the presence of
adverse conseguences which Indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above,

Based on a comprehensive assessment of a
resident, the facllity must ensure that residents
who have not used antipsycholic drugs are not
given these drugs unless antipsychotic drug
therapy Is necessary to treat a specific conditlon
as dlagnosed and documented in the clinlcal
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and

The Assistant Dircctor of Nursing completed
gn gudit on February 6, 2015 where all
residents that had the potentinl to be affccted
by the same deficient practice were reviewed
to cnsure that all medications requiring lab
monitoring were correctly set-up and being
followed per Physician protocol/orders. All
issues were addressed immedintely.

An abbreviated QA Mecting was held on
February 6, 2015 to understand the root cause
of the deficient practice and to create an action
plan to address the issues going forward,
Those in atiendance included: Administrator;
Director of Clinical Operations Consultant;
Director of Nursing; Assistant Direclor of
Nursing; and Risk Manager

=
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F 328 Continued From page 20 F32¢ Training: » .
behavioral interventions, unless clinically The D';“’“"" of Cilu;ncal Opcratmns‘;ohmpleted
contraindicated, in an effort to discontinue these in-service frasning on farmecy
drugs Recommendations Policy ~ obtaining MD
gs. orders, reconciling pharmacy
recommendations, missed lab order procedure,
QA pharmacy recommendation, review of all
pharmacy recommendations by Director of
Nursing prior to going to be filed” with the
Administrator, Dircctor of Nursing, Assistant
:hls REQUIREMENT is not met as evidenced Director of Nursing and Risk Manager on
¥ February 6, 2015,
Bz“d ;’" ohszrv?alion. inten;llarv, "?“"d raview Administrator, Director of Nursing, Assistant
and review of the facliity's pollcies, it was Director of Nursing and Risk Manuger were
determined the facillty falled to ensure adequate in-serviced on the “Lab Requisition Protocol”
monitoring of medications for five (5) of ten (10) by the Dircctor of Clinical Operations
sampled residents (Residents #1, #2, #4, #8 and consultant on February 6, 2015,
#7) and two unsampled residents (Resident A and All llcensed nursing staff (RNS/LPNs) were
B). in-serviced on the “Lab Requisition Protocol”
prior to returning te the floor by the Director
The facilily failed to provide laboratory monitoring of Nursing February 6, 2015, No agency or
of drug fevels related to Synthroid (thyrold contracted charge nurses are  currently
medication), for Residents #1, #2, and #4 and o cmployed by the facifity.
- Urisampled Resident A and B: Digoxin (Heart The - “Lab~ Requlsition _Protocol” will be
medicatlen) for Resident #8, and chalesterol provided to newly hired licensed staff
levels for Residents #2. members (as well as any agency or contracted
employees) in oricntation by the Direclor of
The findings include: N Nursing prior to being released to work
independently, In the absence of the Director
Review of the facility's policy, tifled "Labs", OfI:":fS'“E» "‘“,b*‘]‘“'s‘am Director of Nursing
(undated), revealed it was the facility's policy " ... ‘;I‘ l: “'fp‘f“” e
to strive to ensure that labs are obtained as Asl;?st:nrl “g'ircclor of Nussing (or the Risk
indicated per physician's orders. Manager in the absence of the Assistant
Review of the facllity's policy titled, “Medicatione Dircctor of Nursing) will complcte a monthly
Requiring Lab Manttoring”, dated 08/10/00 pharmacy recommendation audit on at lenst
equl 29 OT oring’, dated 06/10/00, 25% of the current day census to ensure
:'eav::eg r::;?;:;g’:;ggﬁ'::: ':_ﬁzéhat ongoing compliance on a permancnt basis. A
J A tool will be used to review resident
medications, diuretics, and anticoagulants. Newly 300“15 and to cnsurc that compliance is
admitted residents on one of the listed maintained. Any discrepancies will be
medications (Digoxin, Thyroid medications,
FORM CMS-2567(02-80) Pravious Versions Obsolals Event |D: 368M911 Fociity 1D: 100888 if continuatlon sheet Paga 21 of 39
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Diuretics, and Anticoagulants) or any resident
who has one of the medications newly ordered
should have accompanying orders for menitoring
of lab lavels. If no lab orders were racelved with
the medication order, it was the responsiblliity of
the nurse receiving the medication order to call
and request orders for lab monitering from the
attending physician, Further review revealed tha
frequency of lab monitoring was determined at
the discretion of the attending physician and/or
cansulting pharmacist.

1. Record review revealed the facility admitted
Resldent #1 on 10/30/08, with diagnoses which
included Hypothyroldism.

Review of a Physician's Order, dated February
2015, reveeled an arder for Synthrold 75
micrograms {meg) daily with a start date of
10/10M13. Further review revealed there was no
order for lab work to monitor the resident's thyrold
level. Review of Resident#1's fab profile

revealed the last documented thyroxine level

{thyrald profile) was obtalned on 0:3/26/12.

Review of the Consultant Pharmacist Medication
Review, dated March 2012, revealed an entry
indicaling the resident was recalving Thyroid
Levels (TSH) every three (3) months. They were
documented as being completed on 09/2011,
1272011 and 03/2012, Further review of the
monthly Consultant Pharmacist Medication
Review, dated 01/26/15, revealed no documented
avidence the pharmacist had Identified the
resident had not had a thyroid level obtained
since 03/2012.

Interview with the Direclor of Nursing (DON) an
02/04/15 at 4:25 PM, revealed she was nol sure

(X410 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s}
PREFIX {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD PE COMPLETION
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DEFICIENCY)
F 328 ( Continued From page 21 Fazg| immcdiately addressed and the proper

notifications will be made per the
“Physician/Lepal Representative Notification”
policy.

Director of Nursing (or the Risk Maneger in
the absence of the Director of Nursing) will
utilize a lab QA ftool to monitor lab
completion monthly on a permanent basis,
The sample size will be at least 25% of the
current day census. Any discrepancies will be
immediately addrcssed and  the proper
notifications will be made per the
“Physician/Lecgal Representative Notification”
policy.

The Risk Manager will also complete a
pharmacy recommendation audit prior to each
QA mecting (which meets at least quarterly),
The Risk Manager will select a sample size of
1/3 of the averepe census for the previous
three months. The eudit will include reviewing
to ensure: pharmacy recommendations have
been reviewed; orders for labs to be drawn has
been obtained; physician notilication related to |
labs/pharmacy ~ requisitions has  been
completed; family notification related to
labsfpharmacy  requisitions has  heen
completed; verification by checking nursing
notes/shift reports that any event requiring
physician notification has been completed; and
verification by checking nurse’s notes/shift
reports that any event requiring responsible
party notlfication has been completed.

The licensed pharmacist consultant  will
provide a detailed report to the Administrator,
Dircclor of Nursing and Assistant Ditector of
Nursing after each wvisit with all
recommendations. The licensed pharmacist
consultant will also provide a follow-up repon
after each visit of any unrcsolved issues from
the previous visit to the Administrator,
Director of Nursing and Assistant Director of
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F 329 Continued From page 22 F 320| Nursing. These rcports will be reviewed
how Resident #1's labs were missed. She stated durng the neut ’“°:|““.‘Si mecting (°““*°°t',
the resident had changed medical providers in ;::r:i\: p::z gs:?:tnﬁl “';'::cit:::“;} Nlur:i?r ?o
the past and the order for the [ah could have ensure ill issues have been resolved, This \%EII
possibly been left out during the transtiion of be occurring on a permanent basis !
Physlclans' Orders. She revealed when a pe :
resident changes medical providers all standing Completed date: 03/02/2015
orders were sent to the new physician for review
and acceptance. She indicaled it was the floor F 428
Charge Nurses' responsibility to make sure all 483.60(c) DRUG REGIMEN REVIEW,
Physician's Orders were carried over during the REPORT IRREGULAR, ACT ON
transfer.
. Specific corrective action(s) taken to remove
Interview with Resldent #1's Primary Medical g A
Provider, on 02/04/18 at 3:05 PM, revealed he ifi dcﬂfg‘)’fc“‘ practice for the  affected
was nol aware Resldent #1 was not getting ’
Synthroid levels done. He stated he axpected the
resldent's levels to be checked avery six () RESIDENT #1
months and if stable, annually. He also stated 2/5/15 MD no!iﬁed by Assistant Director of
the Pharmacist would Inform him when he Nursing regarding no lab orders for CMP and
neaded 1o ordsr [abs. Thyroid panel. MD order received for CMP
and Thyroid panel, cntered by Assistant
=T ['27 Racord review réveaied ihe faciity admified ~ 7 7| Directorof Nursing ™™~
Resldent #2 on 05/20/14, with diagnoses which gﬁ;‘bs dI;:\%B:I) r]::f;c s;nl&ag;t;rw:sNum::c aware
included Congestive Haart Fallure, Atrial 2/6/15 Labs for CI\’/;I’ and TS%-[ obtained. MD
Flbriltation, Hypothyroldism and Hypertension, notified by LPN Chatge Nurse #2 o-f lab
Revlew of the February 2015 Madication :;f: {:;?d ORI D R O
Administration Record (MAR), revealed the
resident had been taking Zocor (cholesteral RESIDENT #6
medication) 20 mg dally and Synthrold 0.1 mg 2/5/15 MD notified by Assistant Dircctor of
tablet dally. Review of the February 2015 Nursing regarding no lab orders for Digoxin
Physician's Orders, revealed thera were no levels as well as no lipld profile. MD order
written ordars far lab wark to monitor the reccived for Digoxin levels and lipid profile
resident's thyroid and cholestarol lavels. obtained by Assistant Director of Nursing
2/6/15 Legal Representative was made aware
Review of the Medication Regimen Review, dated of lab draw order by Director of Nursing
05/21/14, revealed a netatlon to order lab work on 2/6/15 Labs for Digoxin lipid profile obtained.
the resldent. Review of a Medication Regimen MD notified by RN Charge Nurse #1 of lab
Revlew, dated 11/25/14, revealed a restlts and no further MD orders received at
FORM CMS-2547(02-88) Provious Venlons Obsolata Event |D: 38Ma11 Factity (D; 100686 If continuation sheat Page 23 of 39
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F 329 | Continued From page 23 F 329| thistime,
recommendation for a thyroid level and a fipld
panel. Review of the Physician's Orders from g?ﬁlsbnﬁgzﬁﬁc d by Assistant Director of
11125114 through 02/2015, revealed there was no Nursing regarding no lab orders for LIPIDS
documented evidence thess recommendations and TSH. MD orders received for LIPIDS and
had bean acted upon. TSH and entered by Assistant Director of
3. Record review revealed the facility admitted ggﬁ?g]_egal Representative was made aware
Resident #4 on 08/27/10 with diagnoses which of lab draw order by RN Charge Nurse
Included Hypothyroidiam. 206/15 Labs for LIPIDS and TSH obtained.
MD natificd by LPN Charge Nurse #2 of lab
Review of the February 2015 Physician's Orders results and no further MD orders received at
revealed the resident was recelving Synthroid 50 this time.
mcg dally, with a documented start date of
04/28/11; however, furthar review ravealed there RESIDENT #4
was no otder for a thyrold level. Review of the 2/6/15 MD notified that labs were missed for
laboratory reports revealed there was no previous lab draw and no lab order for TSH.
documented evidence a Synthroid level was MD orders received for TSH. Notification end
obtained since admiasion. eniry made by Assistant Dircctor of Nursing
2/6/15 Legal Representative was made aware
Review of the Consullant Pharmacist Medication of missed lab draw and that the facility
Review, dated January 2015, revealed there was _protocols were not followed as well asnew lab_|
no documented evidence the pharmacist had draw order by Assistant Dircctor of Nursing
identified a thyroid level had not been obtained 2/6/I5 Labs obtained for CBC, CMP and
since admission. TSH. MD notified by Assistant Director of
Nutsing of lab results and no further MD
4. Record review revealed the facility admitted orders received at this time.
Resident #8 on 12/31/14 with diagnoses which
included New Onset Atrlal Fibriliation and RESIDENT #7. . .
Hyperlipidemia, 2/5/1.5 MD not_lﬁcd by Assistant Dircctor of
Nursing regarding no lab order for TSH. MD
Review of the Fabruary 2015 Physiclan's Orders X;‘;:fnn?%?m:ﬁ:r ?;NII_S;:I L G RL)
revealed the resldent was taking Liplior 2/6/15 Legal Representatlv egwas i
(cholesterol medicatlon} 40 milligrams (mg) daily of lab draw order by RN Charge Nurse
and Digoxin (heart medication) 0.125 mg daly. 2/6/15 Lab obtained for TSH. MD notifled by
Tha documented start date for both medications Asststant Dlrector of Nursing of lab results
was 12/31/14. Further review revealed there was and no further MD orders received at this
no order to monltor the resident's thyroid and time.
Digoxin level.
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Review of the Consultant Pharmacist Medication 2/6/15 MD notifled by Director of Nutsing
Review, dated 01/26/15 revealed a that lebs were missed for pfevious lab draw
recommendation 1o obtain a Digoxin level. iliﬁsfsliggLﬁnl dr“ﬂ?”;ﬂ"ﬁ:gc f::?lsit;wgg:g :,f
However, there wes no documented svidence follow protocol. Legal Representative was
that the facclllltg followed up on the also made mware that lab was obtained by
b R Director of Nursing
2/6/15 Labs were obtained for TSH. MD
Interview with Resldent # 8's Primary Medical notified by LPN Charge Nurse and MD orders
Provider, on 02/05/15 at 9:32 AM, revealed he obtained for medication change and to redraw
was not aware of the pharmacy recommendation lab Q 3 months.
to erder a Digoxin level for the resident. He 2/6/15 Legal Representative was made aware
stated "It was missed by me" and "l need to get of new medication order by LPN Charge
that ordaered”, He revealed the pharmacy Nurse
recommendations were sent to him and then he
would write the orders as needed. RESIDENT (B)
2/6/15 MD notified by Assistant Dircctor of
§. Record review revealed the facility admitted Nursing of no lab order for TSH and orders
Resident #7 on 01/26/15 with diagnoses which obtained for Thyrold panel entered by
included Hypothyroidism, Assistant Director of Nursing
2/6/15 Legal Representative was made aware
Review of the January 2015 MAR revealed the _of lab draw order by Director of Nursing_
resident was taking Synthrold {thyroid medication) 2/6/15 Labs obtained for TSH, MD notified by
75 meg daily with a documented start date of Assistant Director of Nursing and MD orders
01/26/15. Further review revealed thers was no abtained for medication change and to redraw
order far thyroid levels, '2‘}2,?53 L"“;::h; S —
©, cpresentativ made
8. Record review revealed the facllity admilted of new medication order by LPN Charge
Unsampled Residant A on 03/18/14 with Nurse #1
diagnoses which included Hypothyroidism, On February 6, 2015 the Dircctor of Nursing
: and the Assistant Dircctor Nursing reviewed
Review of tha January 2015 Physician Orders all resident that had the potential togh: affected
revealed Unsampled Resldent #A was racalving by the deficlent practice, All pharmacy
Levothrold (thyroid medication) 76 mcg daily., recommendations were reviewed to ensure all
Review of lab results, dated 09/23/14, revealed outstanding pharmacy rccommendations had
an order written to increase the medication ta 75 recelved proper follow-up and were complete.
meg daily and recheck the abs in three (3) Any Issues were immediately addressed.
months; however, review of the Physician's
Orders and labaratory reparts since 00/23/14, An abbreviated QA Meeting was held on
revealed no documented evidence the lab work
FORM CMS-2587(02-90) Previous Vensions Obsolete Evant ID: IEMBTH Faclity 1D: 100888 If continuation shaet Page 25 of 38
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F 329 | Continued From page 25 F az2g| February 6, 2015 to understand the root cause

had bean completed.

7. Record review revealed the facllity admitted
Unsampled Resident B on 10/29/14 with
dlagnoses which included Hypothyroidism.

Review of February 2015 Physiclan Orders
revealed an order for Synthroid 25 meg dally.
Further raview of the Physiclan's Orders,
revealed there was no documented evidence of a
thyroid level order for the resident.

Review of the Pharmacist's Monthly Medication
Regimen Review revealed no documentad
avidence the Pharmacist Identified the resident
had not had a cholesterol level since admission.

Interview with Unsampled Resident B's Medical
Provider, on 02/05/15 at 9:05 AM, revealed she
axpectad the facllity 1o notify her if the resident
was taking medications that required routine

moriforfng and there was no physician's order,

She stated the resident's thyrold levels should be
obtained annually, if stable. She also revealed
that she recommends a hasaline thyroid check
annually for all her resldents even the ones
without a diagnosis.

Interview with the Assistant Director of Nursing
(ADON), on 02/04/15 at 2:30 PM, revealed the
facility ¢id not have a system in place to ensure
adequate monlioring of medications. She stated
aach resident's Medication Administration
Records are reviewed monthly, but they do not
check to make sure the fabs are baing completed
as ordered or if the residents have the necessary
labs orders. She revealed lab orders were
separate from the MAR so they were not
reviewed.,

“by “the” Direclor of Clinical Operations

of the deficient practice and to create an action
plan to address the issues going forward.
Those in attendance included: Administrator;
Director of Clinical Operations Consultant;
Director of Nursing; Assistant Dlrector of
Nursing; and Risk Menager

Tralning:

The Director of Clinical Operations completed
in=service training on “Pharmacy
Recommendations Policy — obtaining MD
orders, reconciling pharmacy
recommendations, missed lab order procedure,
QA pharmacy recommendation, review of nll
pharmacy rccommendations by Dircctor of
Nursing prior to going to be filed” with the
Administrator, Director of Nursing, Assistant
Director of Nursing and Risk Manager on
February 6, 2015,

Administrator, Director of Nursing, Assistant
Director of Nursing end Risk Manager were
in-serviced on the “Lab Requisition Protocol” |
consultant on February 6, 2015.

All licensed nursing stalf (RNs/LPNs) were
in-serviced on the "“Lab Requisition Protocol”
prior to returning to the floor by the Director
of Nursing February 6, 2015. No agency or
contracted charge nurses are currently
employed by the facility,

The *“Lab Requisition Protocol” will be
provided to newly hired licensed staff
members (as well es any agency or contracted
employees) in oricntation by the Director of
Nursing prior to being released to work
independently, In the absence of the Director
of Nursing, the Assistant Director of Nursing
will be responsible.

Monitoring:

Assistant Director of Nursing (or the Risk
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Interview with the Pharmacy Consultant on
02/04/15 at 3:50 PM, revealed he completes a
pharmacy raview monthly on all residents. He
stated that after he completes the reviews he
places the recommendations tn the DON's mail
box, unless it's something that ha thinks needs
immediate atiention then he takes it to the
Charge Nurse working that day. He revealed his
expactations were that when a resident was
admitted to the facility on & medication that
required menitoring, the nurse needed to make
the medical provider aware if theres was not an
order on the chart to obtain a level. He also
indicated that he expected the thyroid levels 1o be
completed at least annually on all residents
recelving medication.

Interview with Director of Nursing (DON) on
02/04/15 at 4:25 PM, revealed she did not
conduct internal audits of Physiclan's Orders

| related tolab work. She stated if the physician

wanted a lab they would order it. The DON stated
the pharmacy audit that was completed monthly
should have picked up on the omisslan of the lab
orders. She revealed she malled out the
pharmacy audits weekly aftar they ware
completed; however, she did not have any type of
internal tracking in place to follow up with the
recommendations.

Interview with the Administrator on 02/05/15 at
12:22 PM, revealed tha DON was responsible for
pharmacy recommendations, that after the
pharmacist completed his audits the DON
tecelves a copy of the recommeandations. He
further revealed tha Administratlve Nurses { DON
and the ADON) were also responsible for entering
the Physician's Orders for all new admisslons and

Director of Nursing) will complete a monthly
pharmacy recommendation audit on at [east
25% of the current day census to ensure
ongoing compliance on a permanent basis. A
QA tool will be used to review resident
records and to ensure that compliance is
maintalned. Any discrepancles will be
immediaiely addressed and the proper
notifications will be made per the
“Physlcian/Legal Representative Notification™
policy.

Director of Nursing (or the Risk Mannger in
the absence of the Dircctor of Nursing) will
utilize 8 lab QA 100l to monitor lab
complelion monthly on a permanent basis,
The sample size will be at least 25% of the
current day census. Any discrepancies will be
immediately oaddressed and the proper
notifications will be made per the
“Physician/Legal Representative Notification”
policy.

The Risk Manager will also complete a
pharmacy recommendation audit prior to cach™
QA meeting (which meets at least quarterly).
The Risk Manager will select a sample size of
173 of the average census for the previous
three months. The audit will include reviewing
o ensure: pharmacy recommendations have
been reviewed; orders for labs to be drawn has
been obtained; physician notification related to
labs/pharimacy  requisilions  has  been
completed; family notification related to
labs/pharmacy  requisitions has  been
completed; verification by checking nursing
noles/shift reports that any cvent requiring
physician notification has been completed; and
verification by checking nurse’s notes/shift
reports that any event requiring responsible
party notification has been completed.

The licensed pharmacist consultant will
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F 328 | Continued From page 27 F 328| providea detailcgl teport to the Administrator,
re-admissions to the facllity. He also revealed the Director of Nursing and Assistant Dircctor of
Administrative Nurses rely on pharmacy lo do the Nursing  afler  each V'S'id with all
audits and make the recommendations for :ﬂt‘;ﬂﬁ:ﬁ:&o T:_‘:vi;Lc:"fz "0"5_]::‘":':";;
medication changes and lab menitoring, He after each visit of m'l’y e e su[;s ﬁl')om
further revealed his expectations were If a lab test the previous visit to the Administrator
was not done it should be completed as soon as Director of Nursing and Assistant Director 0;-
it was Identifled and the primary physiclan Nursing. These reports wili be reviewed
natified. He also stated the facility had moming during the next morning meeting (clinical
meetings with the management team to discuss review part) by the Administrator, Director of
new orders and resident changes in conditlon but Nursing and Assistant Director of Nursing to
the resldent’s medical record was not brought to ensure all issues have been resolved. This will
the mesting for review. be occurring on a permanent basis.

Interview with Medical Director on 02/05/15 at Completed date: 03/02/2015

1:35 PM, revealed he thinks the facility should

ensure an order was obtalned for all lab tasts that F 490

wera needed. He further statad, obviously there 483,75 EFFECTIVE

was a problem that needed to be addressed ADMINISTRATION/WELL-BEING

redated to not following through with Physiclan's Specific comective action(s) taken to remove

Orders and notifying medical provider of the need the deficient practice for the affected

to obtain lab orders. Tesident(s): TSNS - SR
. T o T RESIDENT #1

Interview with Director of Clinical Operations on 2/5/15 MD notified by Assistant Director of

02/05/15 at 12:35 PM, revealed the Administrative Nursing regarding no lab orders for CMP and

Nurses wera responsible for making sute fab . Thyroid pancl. MD order received for CMP

work was completed as ordered by the medical and Thyroid pancl, entered by Assistant

provider. She further revealed the orders for lab Director of Nursing

work came from the medical provider or the (2,{'6]':, ]bs d‘;:&“;ﬁ:fﬁ%“g;;‘;:;ﬁz? LT

pharmacy consultant. She stated after the

pharmacy recommendations were completed the 2!6{15 Labs for CMP and TSH Obmned'fMD

DON placed them in a self addreasad envelop nou?cd l:iy LPﬁT:l nhCha;% Nr:’im L2 o Cdlab

and mailed them to the attending medical r'ﬁ?:l:in:" flo o S Lo G

praviders for raview. )

F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F428| pESIDENT #6

85=E | IRREGULAR, ACT ON 2/5/15 MD notified by Assistant Director of

Nursing regarding no lab orders for Digoxin
The drug reglmen of each rasident must ba levels as well as no lipid profile. MD order
reviewed at least once a month by a licensed received for Digoxin levels and lipid profile

!
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F 428 | Continued From page 28 F 428| obtained by Assistent Direclor of Nursing
pharmacist 2/6/15 Legal Representative was mede aware
) of lab draw order by Director of Nursing
The pharmacist must rapart any iregularities 1o ﬂg llfo{i‘?.lbé f;’; l?]i’?tgl::rgg ’;E:ﬂ‘: c;?l]&:li;ed.
the attending physiclan, and the director of results and no further MD orders received at
nursing, and these reports must be acled upon. this time
RESIDENT #2
2/5/15 MD notified by Assistant Director of
Nursing regarding no Iab orders for LIPIDS
and TSH. MD orders recelved for LIPIDS and
Ihls REQUIREMENT Is not met as evidenced TSH and entered by Assistant Director of
Y- Nursing
Based on Interview, record review, and facillty 2/6/15 Legal Representative was made aware
policy review, it was determined the facility failed of lab draw order by RN Charge Nurse
1o ensurs the pharmacist identifled Iregularities 2/6/15 Labs for LIPIDS and TSH obtained.
related to the need for thyroid fevels and falled to MD natified by LPN Charge Nurse #2 of lab
ensure the phamacist's monthly medicatlan results and no fuether MD ordets received at
reglmen raview recommendations were reported this time.
to the physician and acted upon for five (5) of en
(10} sampled residents (Resident #1, Resident RESIDENT #4
#2, Resident #4, Resident #8 and Resident #7; _|_2/6/15 MD nolificd that labs were missed for |
dnd, one {1) unsampled resident (Unsampled ptevious lab draw and no lab order for TSH.
Resident B). MD orders received for TSH. Notification and
entry made by Assistant Director of Nursing
The facility failed to ensure Resident #2, Residsnt 2/6/15 Legal Represcatative was made aware
#4 and Resident #8's pharmacy of missed lab draw and that the facility
recommendations for labs were acted upon dpmmwr!? WI‘;“’ A‘;’; r?a"‘t“l;e‘d “‘l’o‘”"'f';s “‘;“’ lab
related to receiving Digoxin, Synthrold, and/for raw order by Assistant Director of Nursing
Cholesterol medication, and failed to ensure the ?I_ISGII{IS M“Sb” ",?,taé"%d fAO" [CBC, D(,:MP nncf[‘
Pharmacist Identified the need far thyroid levels Norsing of Iab suis o oot Dirsctor o
for Resident #1, #7 and Unsampled Resident B, ursing of fab results and no {urther
orders received ag this time,
The findings include: RESIDENT #7
. e 2/5/15 MD notified by Assistant Director of
Review of the facliity s.polllcy fitted, "Medications Nursing regarding no lsb order for TSH. MD
Requiring Lab Monitoring", dated 08/10/00, orders oblsined for TSH and entered by
revealed some of the medication levels that Assistant Director of Nursing
needed monitoring were Digaxin, thyroid 2/6/15 Legal Representative was made awaro
medlcatlons, diuretics, and anticoagulants. Newly
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F 428 ; Continued From page 29 F 428| of lab draw order by RN Charge Nursa

admitted residents on one of the listed
medications (Digoxin, Thyroid medications,
Diuretics, and Anticoagulants) or any resldent
who has ona of the medicatlons newly ordered
should have accompanyling orders for monitoring
of lab levels, If no lab orders were recelved with
the medicalion order, it was the responsibliity of
the nurse receiving the meadication order o call
and request orders for lab monitoring from the
attanding physician. Further review revealed the
frejuency of lab monlforing was determined at
the discretion of the attending physician and/or
consulting pharmacist.

Interview with the Administrator, on 02/12/15 at
1:30 PM, reveated the facllity did not have a
pollcy in place related to the Pharmacy
Consultant providing monthly medication regiman
reviews.

Review of the facllity's Pharmacy Agreement,

"daled 04/21708, revealed the pharmacy will
provide consultation services as necessary to
meel the requirements of the facility as
determined mutually by the Administrator and the
Pharmaclist. Further review revealed the Drug
Regiman Review will be accomplished for sach
nursing facllity residant every thirty (30) days.

1. Record review revealed the facilily admitted
Resldent #8 on 12/31/14 with diagnoses which
included New Onset Atrial Fibrillation and
Hyperlipldamia.

Review of tha Physician's Orders, dated February
2015, revealed an order for Lipitor (cholesteral
medication} 40 milligrams (mg) daily and Digoxin
(heart medication) 0.125 mg daily. The

documented start date for both medications was

2/6/15 Lab obtaincd for TSH. MD notified by
Assistant Director of Nursing of [ab results
and no further MD orders recsived at this
time,

RESIDENT (A)

2/6/15 MD notified by Director of Nursing
that labs were missed for previous lab draw
2/6/15 Legal Representative was notified of
missing lab draw and that facility failed to
foltow protocol. Legal Representative was
also mede awarc that lab was obtained by
Director of Nursing

2/6/15 Labs were obtained for TSH. MD
notified by LPN Charge Nurse and MD orders
obtained for medication change and to redraw
lab Q 3 months,

2/6/15 Legal Representative was made aware
of new medication order by LPN Charge
Nurse

RESIDENT (B) _ !
" 2/6/15 MD notified by Assistant Director of
Nursing of no lab order for TSH and orders
obiained for Thyroid panel cntered by
Assistant Director of Nursing

2/6/15 Legal Representative was made aware
of lab draw order by Dircctor of Nursing
2/6/15 Labs obtained for TSH. MD notified by
Assistant Director of Nursing and MD orders
obtained for medicatlon change and to redraw
lab Q 3 months,

2/6/15 Legal Representative was made aware
of new medication order by LPN Charge
Nurse #1

An nbbrevinted QA Meeting was held on
February 6, 2015 to understand the root cause
of the deficient practice and to create an action
plan to address the issues going forward,
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F 428 | Continued From page 30 F 428 T{msc in sttend_m}ce includcq: Administrator;
12/31/14. There was no evidence an order was g!rcctor ‘;&Ch;‘""_"‘“o?‘:m";‘f C;ﬂst}llanl;
written for Digoxin and cholestero! levels. trector of Nursing; Assistant Director o
Nursing; and Risk Manager
Review of the Pharmacisl's monthly Medication Training:
Ragimen Review, datad 01/26/15, revealed a The Director of Clinical Operations reviewed
recommendation te obtain a Digoxin leval, the Nursing Home Administrator Job
howevar, thers was no documented evidence the Description with the Administrator on
facllity followed up on the recommendation, February 6, 2015 to review the responsibilities
of the Adminisirator and {o cnsure that the
Interview with Resldent #6's Primary Medical Administrator understood thet It Is histher
va‘der. on 02/05/15 at 9:32 AM, revealed ha mspunslbi]ity to ensure rcgulatory comp]iancc
was not aware of a pharmacy recommendation to for the agency on an ongoing basis,
order a Digoxin level for the resident. Administrator, Director of Nursing, Assistant
Director of Nursing and Risk Manager were
2. Record review revealed the facility admitted in-serviced on the revised “Physician/Legal
Resident #2 on 05/20/14, with dlagnoses which Representative Notification™ policy by the
included Congestive Heart Fallurs, Atrial Directar of Clinical Operations consuftant on
Fibrlllation, Hypothyroldism and Hypertensian. February 6, 2015,
All licensed nursing staff (RNs/LPMs) were
Review of the February 2015 Medication in-serviced on the.n:viscd “Ph)[sician{chal
Administration Record (MAR) revealed the . .. | Represcntative Notification” policy prior to
" [Tesiderit Tiad Been taking Zocar (cholesierol returning to the floor by the Director of
medication) 20 mg dally and Synthrold 8.1 mg Nursing on February 6, 2015, No agency or
tablet dally since admission. contracted charge nurses are  currently
employed by the facility.
Review of the February 2015 Physiclan Orders The ~ “Physician/Legal — Represcntative
revealed there were no wriltan ordars for lab work :"Jiot:f‘l’f'“““ dp""‘g will I}’f provided lt!" newly
to monttor the resident's thyrold and cholesterol red licensed staff members (as well os any
e agency or coniracted employees) in orientation
’ by the Director of Nursing prior to being
Review of the Pharmaclst's monthly Medicalion released to. WLl cndeptly - In the absence
of the Director of Nursing, the Assistant
Regimen Review, dated 05/21/14 revealed a Dircctor of Nursing will be responsible
natation to order lab work on the resident. Administeator, Director of Nursing Assistant
Review of a Medication Regimen Review, dated Direetor of N.ursing and Risk Mar;agur were
11/26/14, revealed a recommendation for a all in-serviced on the revised “Medications
thyrold level and a lipid panel. Mawever, reviaw Requiring Lab Monitoring” policy and “Lab
of the resldent's February 2015 Physician's Requisition Protocol” by the Director of
Orders revealed no documanted evidence these Clinical Operations consultant on February 6,
recommendations had been acted upon.
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3. Record raview ravealed the facility admitted
Resident #4 on 08/27/10 with diagnoses which
Included Hypothyroldism.

Review of the February 2015 Medication
Adminisiration Record (MAR) revealed the
resident was racelving Synthrold 50 meg daily,
with a documented start date of 04/28/11;
hawever, review of the laboratory raports
revealed thera was no documented avidence a
thyrold level was obtained since admission.

Review of the January 2015 Pharmacy

Notification revealed there was no evidence the
Pharmacist had Identifled there was the need for

a thyrold level during the medication review
process,

4. Record review ravealed the facllity admitied
Resident #1 on 10/30/08, with diagnoses which
Included Hypothyroldism, ~—~ B

Reavlew of a February 2015 Physiclan's Orders,
revealed an order for Synthrold (thyrold )
medication), 75 micrograms (mcg) daily with a
start date of 10/10/13,

Review of Resldent #1's lab profile revesled the
last dooumented thyroxine level (thyroid profile)

was obtained on 03/26/12. Review of the
Physician's Orders, dated Fabruary 2015,
revealed thera was no order for lab work to
monitor the resident's thyrold level.

Raview of the Pharmacist's manthly Medication

Reglmen Review, dated 01/2015, revealed there

was no documented evidence the Pharmacist
had identified the resident needed a Synthrold

All licensed nursing staff (RNs/LPNs) were
in-serviced on the revised “Medications
Requiring Lab Monitoring” policy and “Lab
Requisition Protocol” prior to returning to the
floor by the Director of Nursing on February
6, 2015. No agency or contracted charge
nuises are currently employed by the facility.
All licensed norsing stalf (RNs/LPNs) were
In-serviced on protocols for standing lab
orders per physician by Ditector of Nursing on
February 6, 2015. No sgency or contracted
charge nurses are currently employed by the
facility,

All licensed nursing staff (RN/LPNs) and
Certified Medication Aides were educated on
Digoxin toxicity and protocol by the Director
of Nursing on February 6, 2015. No agency or
contracted charge purses or are currently
employed by the facility.

The “Medications Requiring Lab Monitoring”
policy, “Lab Requisition Protocol” and
“Protocols for Slanding Lab Order per
Physician™ will fe provided To newly hired
licensed staff members (as well as any agency
or contracted cmployees) in orientation by the
Directer of Nursing prior to being released 1o
work Independently. In the abscnce of the
Director of Nursing, the Assistant Director of
Nursing will be respoasible,

The “Digoxin Toxicity and Protocol” will be
provided to newly hired licensed staff
members and newly hired  Certified
Medication Aides (ns well as any agency or
contracied cmployces) in oricntation by the
Director of Nursing prior to being released 1o
work independently. In the abscnce of the
Direclor of Nursing, the Assistant Director of
Nursing will be responsible,

The Director of Clinical Operations completed
in-service training on “Pharmacy

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BLLDING COMPLETED
il 8 Wina 02/19/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZP CODE
RIVER'S BEND RETIREMENT COMMUNITY 200 BEECH ST
KUTTAWA, KY 42055
{X4) D SUMMARY ETATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOULD BE COMPLETION
74Q REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENGY)
F 428 | Continued From page 31 F 428 2015,

b imabm e e

- tia.

g

FORM CMS-2587(02-80} Previous Varsions Obaclets

Event I0:36Ma11

Faclity I 100886

if continuation sheet Page 32 of 30




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

PRINTED: 03/06/2015
FORM APPROVED

OMB NO. 0938-0381

RIVER'S BEND RETIREMENT COMMUNITY

300 BEECH ST.
KUTTAWA, KY 42055

STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185410 B. WING 0211912015
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

interview with Resident #1 Primary Medical
Provider, on 02/04/16 at 3:05 PM, revealed he
was not aware Resident #1 was not getting
Synthroid levels done. He stated the Pharmacy
Review would Identify and inform him when he
needed to order Jabs and one (1} of us should
have noliced it.

5. Record review revealed the facilily admitted
Resldent #7 on 01/26/15 with diagnoses which
included Hypothyroldism.

Review of the Fabruary 2015 MAR revealed the
resident was taking Synthrold {thyrold medication)
76 meg daily with a documented start date of
01/28/15. Review of the January 2015 Physliclan's
Orders, revealed no documented evidence a lab
order had been abtalned to check the resident's
Synthrold level.

Review of the Pharmacist's monthly Medication
Regimen Revlew, dated 02/2015, revealed there
was no documented evidence the Pharmacist
had |dentified the need for a thyroid level.

8. Record review revesaled the facHlty admitted
Unsampled Resldant B on 10/29/14 with
diagnoses which included Hypothyroldism,

Review of the February 2015 Physiclan Orders
revealed an order for Synthroid 25 meg dally with
& start date of 10/28/14, Further review of the
Physician's Orders dated 02/2015, revealed no
documented evidence of a thyroid level order for
the resident.

Review of the Pharmacist's monthly MedIcation

recommendations, missed lab order procedure,
QA pharmacy recommendation, review of all
pharmacy recommendations by Director of
Nursing prior o going to be filed” with the
Administrator, Director of Nursing, Assistant
Director of Nursing and Risk Manager on
February 6, 2015,

Administrator, Director of Nursing, Assistant
Direcior of Mursing and Risk Manager were
in-serviced on the “Lab Requisition Protocol”
by the Director of Clinical Operations
consultant on February 6, 2015.

All licensed nursing staff (RNS/LPNs) were
in-serviced on the “Lab Requisition Protocol”
prior to returning to the floor by the Dircctor
of Nursing February 6, 2015. No agency or
contracted charge nurses are  currently
employed by the facility.

The "Lab Requisition Protocol” will be
provided to newly hired licensed staff
members (a3 well as any agency or contracted
€miployces) inoricitation by the Direclor of
Nursing prior 0 being released to work
independently. In the absence of the Director
of Nursing, the Assistant Dircctor of Nursing
will be responsible.

Monitoring:

The Dircctor of Clinical Operations will
petform an audit on the Pharmacy
Recommendations monthly as well as review
all audits being completed by the
Administrator, Director of Nursing, Assistant
Director of Nursing and Risk Manager, This
will be conducted for at least six months.

The Director of Clinical Operations will
perform an audit on labs monthly as well as
tevicw all audits being completed by the
Administrator, Director of Nurslng, Assistant
Director of Nursing and Risk Manager. This

(X4)ID EUMMARY BTATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION 8
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DEFICIENCY}
F 428 | Continued From page 32 F 428| Recommendations Policy — obtaining MD
leval orders, reconciling pharmacy
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Regimen Revlew, daled 02/2015, revealed there
was no documented evidence the Pharmacist
Identified the need for a thyraid level.

Interview with Resident #B's Madlcal Provider, on
02/05/15 at 9.05 AM, revealed her expectalions
were thal the facliity should notify the physlclan if
the resldent was taking medications that required
routine monitoring and there was not a
Physiclan's Order. She stated she expected the
resident's thyrald labs to be completed yearly, if
stable.

Interview with the Pharmacy Consultant on
02/04/15 at 3:50 PM, revealed he completes a
pharmacy review monthly on all residents. He
ravealed that afier he completes the reviews he
places the recammendationa In the BON's mall
box, unless i something that he thinks needs
Immediate attention then he takes it to the charge
nurse working that day. Ha revealed he expectad
thai when a resident was admitted to thafacliity —
on a medication that required monitoring, the
nurse should make the medical provider awara if
there was not an order on the chart to obtain a
level. He alsc indicated that he expected thyrold
levals to be completed at laast annually on all
residents raceiving medication.

Interview with the Asslstant Director of Nursing
(ADON) on 02/04/15 at 4:25 PM, revealed the
Director of Nursing was responsible for making
sure the pharmacy recommendations were
carried out each menth,

Interview with Director of Nursing (DON), on
02/04/15 at 4:30 PM, revealed she was the ane
responsible for following up on the phatracy
recommendations. She stated the facility has an

“Nursing or Assistant DireCtor of NitFsing). Ths

o) 1o SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x8)
EREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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F 428 | Conlinued From page 33 F 428| will be conducted for at least six months.

The Director of Nursing (in the absence of the
Director of Nursing, the Assistant Dircctor of
Nursing will assume responsibility)  will
revicw nurse’s notes each business day and
follow-up on any new orders to ensure that all
MD/resident/resident representative
notifications were mude per the revised policy.
This will be a permanent task. On holidays
and weekends, the review will be completed
by the on-call administrative nurse (either the
Dircctor of Nursing or Assistant Director of
Nursing) with the facility issued laptop. This
will be in place for three months, At the end of
three months, the Dircctor of Nursing will
provide training to the charge nurses requiring
the charge nurses to revicw the nurse's notes
during shift report to identify any issues
regarding  Physician/Legal  Representative
Notification and to correct the Issue prior to
the outgoing nurse exiting the floor. Any issue
found will be reporied to the on-call
administrative nurse (either the Director of

Director of Nursing will utitize the “Phartnacy
Recommendations and Notification Audit
Tool” to  document findings. Any
discrepancies will be addressed immediately
and proper notifications will be made per the
“Physician/Legal Representative Notification”
policy.

A QA tool, “Pharmacy Recommendations and
Notification  Audit Tool® has been
implemented to cnsure ongoing compliance,
The QA tool will be completed by the Risk
Manager two times per week for four weeks.
Once ongoing compliance has  been
established, the QA tool will be completed
monthly by the Risk Manager. If the Risk
Manager is unable to complete the QA tool,
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F 428 | continued From page 34 E 428] the respopsibility will be shifted to the
o = Director of Nursing,
it e L D e sy Team (07
review for the resldents in the facliity. She lmh:ett.:;ﬁ“(mﬁﬁ :ZSEWY a'lalnn:& 2:53;1% c:::rf;
revealed the review waa completed monthly on all (any resi dyent that has admitted since the last
residents, and the results wera placed In her mail ID'I)" review) to ensure there are mo
box. She stated the recommendations were then discrepancies with lab orders with any
placed in a self addressed envelope and malled medications requiring lab monitoring. (The
to each physician. She revealed the .
recornmendations were returned to the facility g;:r::gg:s :; tthr;l[;; ltﬂ;gfm:\dg:::isl:?(g}
and the Physician's Orders were followed up on Nursing, Risk Manager, Social Services
by her or someone she delegated to complete the Director and Dietary Services Manager.) Any
task. She stated the facliity did not have a discrepancies will addressed immediately and
system In place to monitor the medicatlon proper notifications will be made per the
regimen review results when they were retumed “Physiclan/Legal Representative Notification”
to the faciiity to determina if the physiclan was policy. This process will be directed by the
rasponding fo the recommendatlons. In addition, Dircctor of Nursing. In the absence of the
she staled the facility was nol conducting any Dircctor of Nursing, it will be directed by the
Kind of internal audits or monioring of the Assistant Director of Nursing,
process fo determine if resldents' medications The Director of Nursing (in the absence of the
ware monitored with |abs. Director of Nursing, the Assistant Director of
Nursing will assume respansibility) will
Ifitsrview with Medical Director, on 02705715 at i Teview nurse’s noles each business day Tor the :
1:35 PM, revealed there was a problem that previous day and follow-up on any new orders
needed Io be addressed related to not following reccived relating to medications that require
through with Physlcians' Orders and notifying lab monitoring, I[' specific orders were not
medical providers of the pharmacist's obtained by the charge nurse, the Dll:cctor of
recommendation results. Nursing will immediatcly correct the issue (in
the absence of the Director of Nursing, the
Intarview with the Administrator on 02/06/15 at Asslstant Director of Nursing _essume
9:00 AM, revealed the pharmacist has never rcsgonsnbll_nty ). On holidays and weekends, the
mentloned a problem with the reviews. He stated ;ﬁ.‘:;su‘;::lvebiu;zmgﬁﬁ 313; :!)1;:- cc(:g;c:)l:'
the facilily did not get a report from the Nursing or Assistant Dircclor of Nursing) with
fo':m"ﬂgf:fhg‘f:::;:: A the Facility issues Inptop. This will b i pac
' for thrce months. At the end of the three
the facllity had & meating with the pharmacist In months, the I;‘i‘rl“,cmr of Nursing will provide
Nevember 2014 and nothing was mentioned training o the charge nurses requiring the
about lab work not being obtained. charge nurses to review the nurse’s noles
F 490 483.75 EFFECTIVE F 480
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F 480 | Continued From page 35 F490| during shift report to identlfy any issues
88=E | ADMINISTRATION/RESIDENT WELL-BEING ﬁg:‘i':';gﬁg lg‘zﬂt‘:r‘e“mt hat | redulee i::
A facility must be administered in a manner that ;cr‘:;:fg 4 bﬁio:h:o theD'Oﬁ"éniss:'ﬁse“;::ﬁ:c
enables it o use ils resources efiectivaly and the floor. f\ny (eauey e dgwillgbc reported 15
efficiently to aitain or malnialn the highest the on-c.all administrative nurse (either the
practicable physical, mental, and psychosaclal Director of Nursing or Assistant Director of
well-being of each rasident. Nursing).
| A complete audit of all resident lab orders was
completed on 2/5/2015 by Assistant Director
of Nursing to verify completion of physician
This REQUIREMENT Is not met as evidenced orders. Any discrepancies were addressed
by: ' immediately with proper notification to the
Based on Interview, record review and review of MD and Legal Representative.
the facility's policles and the Administrator's Care plans were reviewed on 2/6/2015 by
position description, It was determined the Assistant Director of Nursing to ensure all
facility's Administration falled to ensure there was drug classifications and lab monitoring were
an effective system fo ensure il's resources, care plan Interventions on the diagnosis care
including policies related to madications requiring { plan associated with that medication order,
lab monitoring, were used effectively and | The Assistant Director of Nursing included in
efficlently to attain ar maintain ths highest I the care plans that labs would be drawn per
practical physical, mental, and psychological | facility standing lab protocol for Resident #s:
| welk-being for five {5) of ten {10) sampled T} 12,4, 7, Aafid B. The Assisidn( Difector of
residents (Residents #1, #2, #4, #8 and #7); and, Nursing also updated care plans for Resident
iwo (2) unsampled residents (Unsampied #s: 6 lo include digoxin monitoring per
Resldents A and B), | “Digoxin  Administration  Protocol.” The
facility ensurcs that the care plans will be
The facllity's Administrator failed fo be aware of followed with the completion of in-service
the fac!lit;y policy related to “Medications education on the facility “Standing Lab Orders
Requiring Lab Monitoring", failed to ensure facility [:S'i P}}y s::lan. . ;:rot:oco:, algd ]t.l,"; facll'lty
staff was trained and knowledgeable on the | e duggt,;::u waL":;l::mn;et?:?l o;oF:t?n.: n;se;v(;f;
policy; and, failed to ensure there was a system In by the Director OF Nursing to tl?::y Iiécnse d
place to ensure the Pharmacist Madication nurses (RNS/LPNs) and Certificd Medication
Revlew recommendations were acted upon, Technicians {only the Digoxin Administration
Protocol).
The findings include: The facil)ity will ensure permanent compliance
by utilizing the QA toot title, “Medication Lab
Review of the facility's policy titled, "Medications Menitoring Tool.” This is a new QA tool. The
Requiring Lab Menitoring®, dated $6/10/00,
revealed some of the medication levels that
FORM CMS-2587(02-06) Provious Versions Obsclela Event ID; JaMB Fadility 1D 100688 If continuallon sheel Page 36 of 38
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needed monitoring were Digoxin, thyraid
medications, diuretics, and anticoagulants. Newly
admitied residenis an one of the listed
medicatlons ({Digoxin, Thyrold medications,
Diuretics, and Anticoagulants) or any resident
who has one of the medications newly arderad
should have accompanying orders for monitoring
of lab levels. If no lab orders were racelved with
the medicatlon order, it was the responsibility of
the nurse recalving the medication order 1o call
and request orders for lab monitoring from the
attanding physician. Further review revealad the
frequancy of lab monftaring was determined at
the discretion of the attending physlcian and/or
consulting pharmacist,

Interview with the Administrator, on 02/12/15 at
1:30 PM, revealed the faciiity did not have a
policy in place related to the Pharmacy
Consultant providing monthly medication regimen
raviews.

Revlew of the Administrator's "Job Description®,
dated (8/21/01), revesled, "Summary of
Positlon, direct day to day functions of the facility
In accordance with current Federal and State
regulations, lacal standards and Corporate
Policies and Procedures that govern this facility.
Essential Functions include 1. Responsible for
and participates in planning, developing,
organizing, implementing, and evaluating of the
facility's operational programs and activities, 2.
Responsible for the facility's organizational
structure and the roles of department heads
within that structure. 3. Interprets Corporate and
Facility policles and procedures to employees,
residents,family members, visitors,government
agencles,etc. as required. B, Responsible for and
asslst with department heads conceming the

{X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)
F 490 | Conlinued From page 36 F 480| Director of Clinical Operations in-serviced the

~ pﬂlicy. -— e e —— -

Administrator, Director of nursing, Assistant
Director of Nursing and Risk Maonager on the
proper use of the tool on February 6, 2015,
This tool will be completed by the
Administrator for each QA meeting beginning
with the next routine QA meeting. In the
sbsence of the Administrator, this task may be
completed by the Director of Nursing,
Assistant Director of Nursing or the Risk
Manager.

Assistant Director of Nursing (or the Risk
Manager in the absence of the Assistant
Director of Nursing) will complete & monthiy
pharmacy recommendation sudit on at least
25% of the current day census to ensure
ongoing compliance on & permanent basis, A
QA tool will be used to review resident
records and to cnsure that compliance Is
maintained. Any discrepancies will be
immediately addressed and the proper
notifications  will be made per the
“Physician/Legal Representative Notlfication”

Director of Nursing (or the Risk Manager in
the absence of the Director of Nursing) will
utflize a lab QA tool to monitor lab
completion monthly on o permanent basis,
The sample size will be at least 25% of the
current day census. Any discrepaneies will be
immediatcly addressed and the proper
notifications  will be made per the
“Physician/Legnl Represcntative Notification”
policy.

The Risk Manager will also complete o
pharmacy recommendation audit prior to each
QA meeting (which meels at least quarterly).
The Risk Manager will select a sample size of
1/3 of the average census for the previous
three months, The audit will include reviewing

FORM CMS-2687{02-08) Provious Vemnlons Obsolaky Evant ID: 36MI11
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operations of their departments o as to eliminate
or correct problem areas and improve service.

Record raview revealed laboratory drug levels
were not obtained for five (5) residents
(Residents #1, #2, #4, 48, and #7; and, two (2)
Unsamplad Residents {Residents A and B). The
facllity fallad to provide laboratory monitoring of
drug levels related to Synthraid (thyrold
medication), Digoxin {heart medication), and
other routine lab tasts (Complete Blood Counts,
Basic Metabolic Panels) per the facllity policy.

Interview with Director of Nursing (DON) and
Assistant Director of Nursing (ADON) on
02/05/15 at 1:45 PM, revealed that neither of
them were aware of the policy related lo how labs
were supposed to be ordered. They stated they
don't belleve the nurses on the floor ware aware
of the policy because they werent aware until
today. The DON revealed there was no system in
place to monitor-residents related to medical —
provider ordering labs and ensuring labs were
being completed and there was no system to
ensure Pharmacy review recommendations were
acted upon. ) '

Intarview with Pharmacy Consultant on 02/05/15
at 12:30 PM, revealed he looks at the list of each
resident's medication aach time he doas a
review. He stated if some of the residents wera
not getiing lab work completed it was an oversite
on his part. He revealed he should not be the
only one conducting the audits, and the facllity
has a responsibliity as well as the medical
provider to obtain the orders for the iab
monitoring. He stated he expected the facilily to
follow up on the pharmacy recommendations,
contact the physiclan or have a written protoco! In

been reviewed; orders for labs to be drawn has
been obtained; physician notification related to
labs/pharmecy  requisitions has  been
completed; family notification related to
labs/pharmacy  requisitions has  been
completed; verification by checking nursing
notes/shift reports thet any event requiring
physiclan notification has been completed; and
verification by checking nurse’s notes/shift i
reports that any event requiring responsible i
party notification has been completed. |
The licensed pharmacist consultant will |
provide a detailed report to the Administrator, !
Director of Nursing and Assistant Director of
Nursing  after each  visit  with all
rccommendations. The licensed pharmacist
consuitant will also provide a follow-up report
afler each visit of any unresolved issues from
the previous visit to the Administrator,
Director of Nursing and Assistant Director of
Nursing, These reporis will be reviewed
during the next morning meeting {clinical
review party by the Administrator, Director of
Nursing and Assistant Director of Nursing to
ensure all issues have been resolved, This will
be occurring on o permanent basis,

Completed date: 03/02/2015

AREFE L o .
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place,

Intarview with Medical Director on 02/05/15 at
1:35 PM, revealed the facility should ensure an
order Is obiained for all lab tests that are needed.
He stated, obviously there Is a problem that
needs o be addressed related to not following
through with physicians orders and notifying
medical pravider of the need to obtaln lab orders.

Interview with the Administrator, on 02/08/15 at
8:00 AM, revealed he was not aware of the lab
policy until yestarday. He stated it was found in
the policy manual at the nursing desk. He
revealed thare was no documented tralning
related to the lab polley. He stated the
pharmaclst has never mentioned a problem with
the audits but thay are not getting any type of
written report from the pharmacist so there was
no way o ensure the recommendations were
acted upon. He revealed the administration had
not taken this problem to the Quallly-Assurance’
Revlew (QAR) bacause thay were not awara
there was a problem and the Pharmacy
Consullant was not part of our QAR team.
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Based upon implementation of the acceptable
POC, the facility was deemed to be in compliance
02/14/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaitable to the facllity. If deficiencies are cited, an approved plan of comrection is requisite to continued

program participation.
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PREFIX
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PREFIX |
TAG

: DEFICIENCY)

(EACH CORRECTIVE ACTION SHOULOD BE
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%8)
COMPLETION
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K 00Q

INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1884,
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1} story, Typa V
(111).

SMOKE COMPARTMENTS: Three {3) smoke

| compariments.

FIRE ALARM: Complete fire alarm system

installed In 1995, with 114 smoke detectors and
07 heat delectors,

K 000

' SPRINKLER SYSTEM: Complete aulomatic wet
| sprinkler system installed in 1994.

| GENERATOR: Typa Il generatar instailed in
1995. Fuel source is Diesel.

| A Standard Life Safety Code Survey was initiated
| on 02/04/15 and concluded on 02/05/15. The
i facillty was found In non-compllance with the

requirements for participation in Madicare and
Medicaid, The faclllty is certified for forly (40)
beds with a cansus of thirty-six {36) on the day of
the survey.

i The findings that follow demonstrate
{ noncompliance with Title 42, Code of Federal
| Regulations, 483.70(a) el seq. {Life Safety from

R BROVIDER/SUPPLIER REPREBENTATIVE'S SIGNATURE

TIM.E

st

(x8) DATE

b 2015

gther nafeguarda provide auﬂ'iclenl protection to the pallents, (See insiructions } Excapt for nursing homes, (he findings stated above are disclosable 80 days
ollowing the date of survey whathar or not a plan of correclion Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following tha data thesa documents are made available fo the facllity. If deficlencles are cited, an epproved plan of comection Is requistte to continued

program participation.
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Director revealed the kilchen did not have an exit
sign installed to ensure the path of egress was
clearly recognizable,

Interview, on 02/04/15 at 3:31 PM, with the
Maintenance Direclor revealed he was not aware
of the requirements for exit signage.
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION ix8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caosa-nersneucﬁg l':;o NCT#;; APPROPRIATE DATE
DEF
K 000 | Continuaed From paga 1 Koop] Disclaimer: Preparation and execution of
Fite) this plan of corrcction does net constitute
' rdmission or agreement by the provider of
g the truth of the facts nlieged or conclusions
Deﬁc_iancm_s e L L e . set forth in the statement of deficiency.
ﬁlefclency identified at a Scope and Severity of 3 This plan of correction (s prepared and
" executed solely because it is required by
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD KO47|  foderal and state law.
§8=D
Exit and directional signs are displayed in NFPA 101 Life Safety Code Standard
accordance with section 7.10 with continuous K 047
flumination also served by the emergency lighting
system. 18.2.10.1 The corrective action taken included the
Maintenance Director installing an exit sign to
cnsure the path of egress was clearly
recognizable in the kitchen. The new sign was
installed on 02/10/2015.
This STANDARD Is not met as evidenced by: ] .
Based on observation and interview, it was The Maintenance Director completed a
determined the facility failed to ensure exil signs walkthrough on 02/10/2015 to identify any
were maintained in accordance with National Fire other aress that may not have properly
Protaction Association (NFPA) standards. The identificd path of egress.
deficlency had the potentiat to affectone (1)of | | ) i
three {3) smoke comparimants, staff and visitors. A new‘el::lirtsitgl:rw:rgn?mllled “Tg“’ kﬁ:‘]“" “{
The facility has the capacity for forty (40) beds cnsure fhat the delicienl praclicc no
and at the lime of the survey, the census was recur.
LA AE S The Maintenance Dircetor will continue
. testing all emergency lighting/signage on a
The findings include: weekly basis as part of the monthly
tati int fan.
Observation, on 02/04/15 at 3:30 PM, with the preventalive mafnicnance plan
Maintenance Completed date: 02/11/2015
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Continued From page 2

The census of thirty-six (36) was verified by the
Administrator on 02/05/15. The findings were
acknowledged by the Administrator and verified
by the Malntenance Director at the exit Interview
on 02/05/15.

Actual NFPA Standard:
Reference; NFPA 101 (2000 edition)

18.2.10 Marking of Means of Egress,

19.2.10.1

Means of egress shall have signs in accordance
with Section 7.10.

Exception: Where the path of egress travel la
obvlous, signs shall not be required In che-story
buildings with an occupant load of fewer than 30
persons.

7.10 MARKING OF MEANS OF EGRESS

K 047

7.10.1 General.

7.10.1.1 Where Required.

Means of agress shall be marked in accordance
with Section 7.10 where required in Chapters 11
through 42,

7.10.1.2" Exits.

Exits, other than main exterior exit doors that
obvlously and clearly are identifiable as exits,
shall be marked by an approved sign readily
vislble from any diraction of exit access.
7.10.1.3 Exit Stair Door Tactlle Signage.

Tactile signage shall be located at each door into
an exit stair enclosure, and such signage shall
read as foliows:

EXIT

Signage shall comply with CABO/ANS| A117.1,
American National Standard for Accessible and
Usable Buildings and Facliities, and shall be
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installed adjacent ta the latch side of the door 60
in. {152 cm) above the finished floor to the
centerline of the slgn.

Exception: This requirement shall not apply to
exlisting bulldings, provided that the cceupancy
classification does not change.

7.10.1.4* Exlt Access.

Access to exits shall be marked by approved,
readily visible signs in all cases whera the exit or
way to reach the exit is not readily apparent to tha
occupants. Sign placement shall be such that no
polnt in an exit access corridor is in excess of 100
ft (30 m) from the nearest externally flluminated
slgn and Is not in excess of the marked rating for
Internally iluminated signs.

Exception: Signs in exit access corridors in
existing buildings shall not be required to meet
the placement distance requirements.

7.10.1.5"* Floor Proximity Exit Signs.

Where floor proximity exit signs are raquired In
Chapters 11 through 42, signs shall be placed

K047

near (he fioor level in addiifon to those signs
required for doors or comridors. These signs shall
be llluminated in accordance with 7.10.5.
Externally iluminated signs shall be sized in
accordance with 7.10.6.1. The bottom of the sign
shall be not less than € in. (15.2 cm) but not more
than 8 in. {20.3 cm) above the floor. For exit
doors, the slgn shall be mounted on the doar or
adjacent {o the door with the nearest edge of the
sign within 4 In. {10.2 cm) of the door frame.
7.10.1.6" Floor Proximity Egress Path Marking.
Where floor proximity egress path marking Is
raquired in Chapters 11 through 42, a listed and
approved floor proximlty egress path marking
system that is internally illuminated shall be
installed within 8 in. (20.3 cm) of the floor. The
system shall provide a visible delineation of the

path of travel along the designated exit access
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and shall be essentlally continuous, except as
interrupted by doorways, hallways, corfidors, or
other such architectural features. The systam
shall operate continuously or at any time the
bullding fire alarm system is activatad. The
activatlon, duration, and continuity of operation of
the systemn shall be in accordance with 7.9.2.
7.10.1.7" Visibility.

Every sign required in Saction 7.10 shall be
located and of such size, distinctive color, and
design that it Is readlly visible and shall provide
contrast with dacorations, interior finish, or other
slgne. No decorations, furnishings, or equipment
that impairs visibllity of a sign shall be permlited.
No brightly iluminated sign (for other than exit
purposes), dispiay, or object In or near the line of
vision of the required exit sign that could detract
attentlon from the exit sign shall be permitied.
7.10.2* Directional Slgns,

A sign complying with 7.10.3 with a directional
indicator showing the direction of travel shall be

K047

placed in every location where the direction of
travel to reach the nearest exit is not apparent.
7.10.3* Sign Legend.

Signs raquired by 7.10.1 and 7.10.2 shall have
the word EXIT or other appropriate wording in
plainly legible letters.

7.10.4* Power Saurce.

Where emergency lighting facilities are required
by the applicable provisions of Chapters 11
through 42 for individual occupancies, the signs,
other than approved self-luminous signs, shall be
iluminated by the emergency !ighting faciiities.
The level of lllumination of the signs shall be in
accordance with 7.10.6.3 or 7.10.7 for the
required emergency lighting duration as specified
in 7.8.2.1. However, the level of lllumination shall
be permiited to decline to 60 percent at the end of
the emergency lighting duration.
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7.10.5 lllumination of Signs.

7.10.5.1* General.

Every sign required by 7.10.1.2 ar 7.10.1.4, other
than whare operations or processes require low
lighting levels, shall be suitably llluminated by a
reliable light source. Externally and internally
illuminated signs shall be leglble in both the
normal and emergency lighting mode.

7.10.5.2* Continuous lllumination.

Every sign required to be llluminated by 7.10.8.3
and 7.10.7 shall be continuously lluminated as
required under the provisions of Section 7.8.
Excaptlon®: lllumination for signs shall be
permitted to flash on and off upan activation of
the fire alarm system.

7.10.6 Extarnally llluminated Slgns,

7.10.6.1* Slze of Signs.

Extemally llluminated signs required by 7.10.1
and 7.10.2, other than approved existing signs,
shall have the word EXIT or other appropriate
wording in plainly leglble letters not fess than 6 in.

Ko47

WAL e w = eme e

T

{156.2 cmy high with the principal strokes of letiérs
not leas than 3/4 in. {1.9 em) wide. The word
EXIT shall have letters of a width not less than 2
in. (5 cm), excapt the letter |, and the minimum
spacing between letters shall be not less than 3/8
in. {1 cm). Signs larger than the minimum
established in this paragraph shall have lefter
widths, strokes, and spacing in proportion to their
height.

Exception No. 1: This requirement shall not apply
to existing signs having the required wording in
plainly legible letters not less than 4 In, {10.2 cm)
high.

Exception No. 2: This requirement shall not apply
to marking required by 7.10.1.3 and 7.10.1.5.
7.10.8.2" Size and Localion of Directlonal
Indlcator,

The directional indicator shall be localed ocutside
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of the EXIT legend, not less than 3/8 In. {1 cm)
from any letter. The directiona! indicator shall be
of a chevron type, as shown In Figure 7.10.8.2.
The directional indicator shall be identifiable as a
directional indicator at a distance of 40 ft (12,2
m). A directional indicator larger than the
minimum established in this paragraph shall be
proportlonately increased in height, width and
stroke, The directional indicator shall be located
at the end of the sign for the directlon indicated.
Exceptlon: This requirement shall not apply to
approvad axlsting slgns.

Flgure 7.10.8.2 Chevron-type indlcator.

7.10.6.3* Level of llumination.

Externaliy liluminated sighs shall be lliuminated
by not less than 5 ft-candles (54 |ux) at the
iluminated surface and shall have a contrast ratio
of not less than 0.5.

7.10.7 Internally llluminated Signs.

7.10.7.1 Listing.

Internally Tlumiliiatad signs, other than approved
exlsting slgns, or existing slgns having the
required wording in lagible letters not less than 4
In. (10.2 cm} high, shall ba listed in accordance
with UL 924, Standard for Safety Emeargency
Lighting and Power Equlpment.

Exception: This requirement shall not apply to
slgns that are in accordance with 7.10.1.3 and
7.10.1.5.

Refarence: NFPA 98 (1998 edition)

7-6.1 A readily accessible means for manual
activation shall be lecated between 42 in. and 80
in. {1067 mm and 1524 mm) above the floor,
located in a path of exit or egress, and clearly
Identlfy the hazard pratected. The automatic and
manual means of system aclivation external lo
the control head or releasing device shall be

separate and independent of each other so that
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fallure of one will not impalr the operation of tha STANDARD
other. K 056
Exception No. 1: The manual means of system . .
activation shall be permitted to ba common with T.he. Meintenance Director removed  the
the automatic means If the manual activation divider wall in the Media Room stocego area.
By remaving this wall, the sprinkler head is
device is located between the control head or now free from any obstruction.
releasing devica and the first fuslble link.
Exception No. 2: An automatic sprinkler system. The Maintenance Director completed a facility
§8=D sprinkler heads. The Maintenance Director did
If there Is an automatic sprinkler system, it is not note any further concerns,
installed in accordance with NFPA 13, Standard
for the Installatlon of Sprinkler Systems, to The Maintenance Dircctor will complete
provide complete coveraga for all portians of the sprinkler head checks to ensure they arc free
bullding. The system Is properly malntained in from obstruction as part of the monthly
accordance with NFPA 25, Standard for the preventative maintenance plan,
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. It is fully Completed date: 02/11/2015
supervised. There s a reliable, adequate water
supply for the system. Required sprinkler
systems ara equipped with water flow and {amper
switches, which are electrically connecied to the
bullding fire alarm system. 19.3.5
This STANDARD is not met as evidenced by:
Based on observation and interview it was
determined the facliity falled to ensura the
sprinklers were Installed, in accordance with
National Fire Protectlon Association (NFPA)
Standards. The deficient practice has the
potential to affect ane (1) of three (3) smoke
compariments, residents, staff and visitors. The
facliity has the capacity for forty {(40) beds and at
the time of the survey, the census was thirty-six
(36). According to the Centers for Medlcare and
FORM CMS-2587(02-00} Previcus Versions Oacleta Event ID: 36M021 FocBity ID: 100886 If confinuation sheg! Page 8 of 15
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Medicald (CMS) Survey and Cerfification (S&C)
letter 13-55-LIfe Safety Code, the enforcemant
implication would be a fully sprinklered facility
with minor problems.

The findings include:

QObservation, on 02/04/15 at 3:53 PM, with the
Maintenance Director revealed a sprinkler head
was Installed within one (1) Inch of the wall
located in the Media Room slorage area.

Interview, on 02/04/15 at 3:54 PM, with the
Maintenance Director revealed he was aware of
the requirement; however,he had not noticed the
sprinkler head in the Medla Room.

The census of thirty-six (36) was verified by the
Administrator on 02/05/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exit Interview

K058

"6n 02/05/15,
Actual NFPA Standard:

Referance; NFPA 13 (1990 ed.)

5-5,5.2.2 Sprinklers shail be positioned In
accordance with

the minimum distances and special exceplions of
Sections 5-6

through 5-11 so that they are located sufficlently
away from

obstructions such as truss webs and chords,
pipes, columns,

and fixtures.

Table 5-6.5.1.2 Positioning of Sprinkiers to Avold
Obstructlons {o Discharge (SSU/SSP)

Maximum Allowable Distance
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8S=F

Continued From page 8

Distance from Sprinklers to of Deflector
above Boltom of

Sida of Obstruction {A) Obstruction {In.)
(B

Less than 1 it 0
1ft1olessthan 1 1t 6 In. 21/2
1ft6in.toless than 2 f 2
2fttolessthan 2 ft 6 In. 51/2
2ft8in.toless than 3 ft 712
Aftto lesathan 3 6 in. 9142
3ft6in,. toless than 4 ft 12

4 fitolessthan 4 i 6 n. 14

4 6 in. to lass than & ft 16172
5 ft and greater 18

For Sl units, 1 In. = 25.4 mm; 1 ft = 0.3048 m,
Note: For (A) and (B), refar to Flgura 6-8.5.1.2(a).
Referance; NFPA 13 (1999 ed.)

§-6.3.3 Minimum Distance from Walls. Sprinklera
shall be located a minimum of 4 In, (102 mm)
from a wall.

K 058

"NFPAM01 LIFE'SAFETY CODE 'STANDARD

Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 98. 3.4.4.1.

This STANDARD is not met as evidenced by:
Based on intervlew and record reviaw, it was

K144
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determined the facility falled to malintain the
generator by standards set by National Fire
Protectlon Association (NFPA). The deficiency
had the potentlal to affect thraa (3) of three (3)
smoke compariments, all residents, staff and
visitors, The facifity has the capacity for forty. (40}
beds with a census of thirty-six (38) on the day of
the survey.

The findings Include;

Generator documentation review, on 02/04/15 at
2:10 PM, with the Maintenance Director ravaaled
the faciiity did not have an annual load bank test
performed on tha generator.

Interview, on 02/04/15 at 2:11 PM, with the
Maintenance Director revealed he was not aware
of this requirement.

The census of thirty-six (36) was verlfied by the

STANDARD
K144

On 02/05/2015 the Maintenance Director|
contacted Vanpuard Generator Services and
requested a load bank test to be performed on
the generator. The test was scheduled for
02/13/2015.

On 02/13/2015 the load bank test was
performed on the penerator by Vanguard
Gengerator Services, There were no concerns
noted,

This test will become a part of the annual
monthly preventative maintenance plan on a
permanent basis.

Completed date: 02/14/2013

—p—

Administraior on 02/05/15. Tha findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exit interview
on 02/05/15.

Actual NFPA Standard:
Reference: NFPA 110 (1999 Edition).

6-1.1*

The routine maintenance and operatlonal tasting
program shall be based on the manufacturers
recammendations, instruciion manuals, and the
minimum requirements of this chapter and the
authority having Jurisdiction

6-4.2"
Generator sels in Level 1 and Leval 2 service

FORM CMS-2567(02-89) Pravious Versions Obsolels

Event ID. 36M821

Faciity I0: 100868 if continuation shest Page 11 of 15



PRINTED: 03/08/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/EUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (%) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 04 COMPLETED

185410 SN 02/05/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, ZIF CODE —

300 BEECH 8T.

KUTTAWA, KY 42055

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}

RIVER'S BEND RETIREMENT COMMUNITY

K 144 | Continued From page 11 K 144

shall be exercised at least once monthly, for
minimum of 30 minutes, using ona of the !
following methods:

a. Under operating temperature conditions or at
not less than 30 percent of the EPS nameplate
rating

b. Loading that malntains the minimum exhaust
gas temperatures as recommended by the
manufacturer.

The date and time of day for required 1asting shall
be decldad by the owner, based on facllity
operations.

68-422

Diesal-powered EPS [nstallations that do not
meet the requirements of 6-4.2 shall be exercised
menthly with the available EPSS load and
exercised annually with supplemental loads at 25
percent of nameplate rating for 30 minutes,
followed by 50 percent of nameplate rating for 30
minules, followed by 75 percent of nameplate

Fating for 60 minLt&s, for & total of 2 contintiolis
hours,

K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147
88=D
Electrical wiring and equipment s in accordance
with NFPA 70, National Electrical Code. 8.1.2

This STANDARD is not met as evidenced by:
Based on observation and Interview, it was
determined the facility falled to ensura slectrical
witing was maintained in accordance with the
National Fire Protection Association (NFPA)
standards. The deficlency had the potential to
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affect one (1) of three (3) smoke compariments,
twenty-six (26) residents, staff and visitors. The
facililty has the capacity for forly (40) bads and at
the time of the survey, the census was thirty-six
{38).

The findings include:

1) Observation, on 02/04/15 at 2:35 PM, with
the Maintenance Director revealed a refrigerator
and microwave ware plugged into a power strip
located in tha Assistant Director of Nursing Office.

Interview, on 02/04/15 at 2:36 PM, with the
Maintenance Diractor revealed he was not aware
of the requirements for the proper use of
extension cords and power strips.

2} Observation, on 02/04/15 at 2:45 PM, with
the Maintanance Director revealed personal
electronics plugged into a power strip localed in

K147 NFPA 101 LIFE SAFETY CODE

STANDARD
K 147

On 02/04/2015 the Mhuintenance Director
removed the power strip focated in the
Assistant Director of Nursing Office. On
02/04/2015 the Maintenance Dircctor removed
the power strip with personal electronics
plugged inte it from room #2061, On
02/04/2015 the Maintenance Director removed
the extension cord located in resident room
#225.

On 02/05/2015 the Maintenance Director and
Assistant Maintenance Dircclor compleled a
thorough walkthrough of the facility to ensure
there were no other resident rooms or offices
with power strips or cxtension cords. Any
identified Issue was immediately resolved.

On 02/10/2015 the Maintenance Director and
Assistant  Maintenance  Director  posted

T T esldeint oo #2071

Interview, on 02/04/15 at 2:48 PM, with the
Malntenance Diractor revaaled he was not aware
of the requirements for the proper use of power
strips.

3) Observation, on 02/04/15 al 3:05 PM, with
the Maintenance Director revealed a refrigerator
was plugged inte an extension cord located in
resident room #225.

Interviaw, on 02/04/15 at 3.06 PM, with the
Maintenance Director revealed he was aware of
the requirements for the proper use of extension
cords; however he was not aware the extension
cord was in the residant's room.

Sl EEE (6 ety visually remind ~Tesidents; |
puests and staff of the requirement. The
Maintenance Dircctor will visually inspect all
rooms as part of the ongoing monthly
preventative malntenance plan.

Completed date:

02/11/2015
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The census of thlity-six (36) was verlited by the
Adminlstrater on 02/05/15. The findings were
acknowledged by the Adminlstrator and verified
by the Maintenance Director at the exit interview
on 02/05/15.

Actual NFPA Standard:
Refsrance: NFPA 101 (2000 Edition)

9.1.2 Electrlc.

Electrical wiring and equipment shall bs In
accordance with NFPA 70, Natlonal Electrical
Code, unless existing insiallations, which shall ba
permitted to be continued in service, subject to
approval by the authority having jurisdiction.

Referanca: NFPA 70 (1989 Edition) 400-8 {

K147

“Exiensions Cords) Usas Not Fermifiad.
Unless specifically permitted in 400.7, flexible
cords and cables shall not be used for the
following:
{1) As a substitute for the fixed wiring of a
structure
{2) Where run throtigh holes In walls, structural
cellings, suspended callings, dropped cailings, or
floors
{3) Where run through doorways, windows, or
similar openings
(4) Where attached to building surfaces

Reference: NFPA 99 (1999 edition) 3-3.2.1.2 (D)
Minimum Number of Receptacles. The number of
receptacles shall be determined by the Intended
use of the patient care area. Thera shall be

sufficient receptacies located so as to avoid the

FORM CMB-2567(02-88) Pravious Versiona Obsolsts

Event ID: 36M221

Facliity 1D: 100886

il conilnuation sheet Pags 14 of 15



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/06/2015

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0361
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA 0(2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 GOMPLETED
185410 UL 02/05/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COPE
RIVER'S BEND RETIREMENT COMMUNITY 300 BEECH ST.
KUTTAWA, KY 42055
*4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION EHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
147 Continued From page 14 K147
need for extension cords or multiple outlat
adapters.
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