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Resident was free of Signiﬁcant medication . have been affected. Addihona”y the
- errors. On 01/03/15 Resident #1 was incorrectly ' Director of Nursing reviewed all
- administered an accu chek blood stick that was . medicati ts for the last 30
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: Review of the medical record for Resident #1 ; - :
) f : Following the training,

 revealed the facility admitted the resident on bea dnlwifi st eere;a;r:’:in?is:f;:trwi”

© 05/25/11 with diagnoses including Chronic Kidney . : hension of th X L pre

' Disease, Cervicalgia and Atrial Fibrillation. |  hension of the material. This will be

' Review of Resident #1's annual Minimum Data | completed by February 15, 2015. !
i . ._Review of the facility medication

[ = S0'S forloer bt -4 IOR A4 A 5 -4k
-Set-assessmentoaed 1z/uor rareveaicu e

: facility assessed the resident to be cognitively * administration policy is part of new
intact. i hire orientation for staff with med
: ’ © pass duties.

. Review of physician's orders dated 01/01/15

“ through 01/31/15 revealed staff was to administer
» an accu chek test once a week before breakfast

i for Resident #2. However, review of a facility

* The Assistant Director of Nursing has
- created an orientation packet for

3 investigation, dated 01/03/15, revealed thaton . agency staff. This packet includes the
. 01/03/15 at 10:00 AM, an agency nurse : facility policy for medication admin-

- administrated an accu chek by poking the right _ istration as well as the process for

! middle finger of Resident #1, instead of Resident . resident identification. Agency staff

: #2. will sign an acknowledgement of

receipt and understanding of the
packet material. The DON or ADON .
will confirm that licensed agency staff |

. Review of a written statement by the agency
- nurse, dated 01/09/15, revealed the agency nurse :
- arrived at the facility at 6:00 AM on 01/03/15 and

! that was her first time ever being at that facility. - being utilized have returned the

: The agency nurse stated she did not receive . acknowledgement. Packet distribu-

. report until 7:00 AM. The agency nurse stated - tion to agency staff will begin

. she had twenty (20) residents that day on the 200 ! | February 9, 2015.

} hall and three (3) of those twenty (20} residents

! had the same last name. The agency nurse { ; ; :

, stated during report she asked who had accu ’ :;\d ;Zi E gee%i;;?::;:rg r::;{:(:k

. cheks that needed done and only the last name
. of the residents’ were given. The agency nurse

- and present her findings to the QA

* stated at that time she only knew about the - Committee so that compliance or !
i couple Mr. and Mrs. of the same last name, : . need for additional training or system !
Resident #2 and Unsampled Resident A, who  modification may be determined. The

: share a room, and was not told about a third ‘ facility’s consultant pharmacist will

‘ resident with the same last name, Resident #1. conduct med pass reviews on a quar-

. The agency nurse stated that she was not told ‘ " terly basis. )

: specifically which resident of that last name was
o receive the accu chek and she highlighted the
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F 333 Continued From page 2 F 333
wrong resident with that last name (Resident #1). The review evaluations will be present-
~ The agency nurse stated she gathered supplies ed to the QA Committee so that
. and proceded into Resident #1's room. The compliance or need for additional
‘ agency nurse stated she infroduced herselfand training or system modification may
' told the resident what she was going to do before be determined. This will be done for

-she-began—The-agency-purse-stated-on-the : _the next 4 quarters

written statement she did not poke Resident #1's
finger.

i Review of the facility document titled " Elmcroft

* Senior Living Verbal/Coaching Form," revised

- October 2012, revealed the agency nurse

 realized she had the wrong resident, Resident #1, |
: after poking the residents finger. The agency '
. nurse signed and dated the form,

“Interview with the Director of Nursing (DON}), on \ . ] ;
: 01/15/15 at 11:00 AM, revealed she was not : : !
_made aware of the incident until 01/05/15 after
. arriving to work that morning and discovering a _
- incident report underneath her office door. The - ‘
i DON stated after reading the incident report she :
! questioned the nurse in charge during the : :
sincident, LPN #2. The DON stated LPN #2 told I
her that the agency nurse did not verify she had | : .
the correct resident when administrating an accu -
‘chek. The DON further stated that before any

: agency staff can work at their facility the agency

; staff has to be trained for two (2) hours of

. shadowing training. The DON stated the

i shadowing training consists of agency staff

| following a facility nurse for two {2) hours and ‘
seeing how the facility is ran and how the facility |
performs accu cheks, medication pass, meals, ! 5
" skin checks and note taking. 3

Interview with LPN #2, on 01/15/15 at 11:30 AM,
! revealed she was the charge nurse on duty for
the 200 Hallway on the date of the incident. LPN
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F 333 : Continued From page 3
 #2 stated the morning of 01/03/15 Resident #1's
| daughter approached her and stated that her ,
| family member, Resident #1, had called her upset '
" because an agency nurse was trying to draw
. blood from him/her. LPN #2 stated that herself

Hean - donunto
SOWR0

F 333

- Resident #1's room and that is when Resident #1

| stated that the agency nurse had stuck histher
finger and drew blood. LPN #2 stated she then

* immediately found the agency nurse and

" questioned her about the incident. LPN #2 stated

. the agency nurse told her that she stopped

' herself before administering an accu chek on

- Resident #1. LPN #2 stated that she did

' re-educate the agency nurse on the "5 Rights"

- and had the nurse sign a facility form. lt was

i during that time the agency nurse admitted to

. administrating the accu chek on Resident #1. »
LPN #2 stated that she had never seen or worked !
with the agency nurse before and was not aware :
if the agency nurse had received the two (2)

: hours of shadowing training.

. Interview with Resident #1, on 01/15/15 at 2:00
PM, revealed the agency nurse administrated the -
: accu chek on the resident's right middie finger the
' morning of 01/03/15. Resident #1 stated he/she
 was upset after the agency nurse administrated

| the accu chek and knew it wasn't correct.

' Resident #1 stated he/she never received

{ incorrect medication or care in the past while
living at this facility. ’

{ Review of the agency nurse time sheet for :
. 01/03/15 provided by the nursing facility revealed
! it was a copy of the time sheet and was tornat
. the top of the sheet. The agency name could not
be read. The time sheet was also faded, and hard |
. to read the “time in" time space. There was also a
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! hand written note on the time sheet that the
| facility had written on the copy.

" Interview with the Human Resource Director
5 (HRD ) of the nursmg agency the facility used, on

i OtH45H5at-3: 46 r'm revealed-the agency Hulacc‘;

" ime in" time was 6:00 AM on 01/03/15 and the :

"time out" time was 2:30 PM on 01/03/15. HRD | . :
' stated that their system showed that 01/03/15 at 1

' 65:00 AM was the first time the agency nurse had
. ever worked at that facility and the agency nurse
. did not receive any other day there to work or

! | train at that facility.

lntervnew with the DON, on 01/15/15 at 3:30 PM,
revealed she was unaware the agency nurse did
" not receive the two (2) hours of shadowing

trammg The DON stated she thought the agency
nurse's time sheet read 4:00 AM instead of 6:00

' AM. The DON stated the facility dropped the ball 5
- with this incident and she failed to ensure the : ’ ) [
. agency nurse received the mandated facility :
- training.
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