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{F 000} | INITIAL COMMENTS {F 000}
A Ravisit Survey conducted on 09/04/14 through . . L
00/06/14 determined F157, F184, F281, F282, Submission 9l‘tlus plan ol correction is not a
F323, F332, F502 and F514 had been corrected legal adnission that a deficiency exists or
07111114, as allegad. However, continued that this slgtement of deficiency was
non-compliance was determined at 483.25 at correctly (Elte‘d, nndols also not to be construed
F333 and F425; and, 483.75 at F490 and F520, as an admission of interest against the
with the highest Scope and Severity cited at a facility, the Adn}lnl_strator or any employees,
o agents, or other individuals who draft or may
{F 333) | 483.25(m)(2) RESIDENTS FREE OF {F 333) be discussed in this response and plan of
correction, In addition, preparation of this

s5=0 | SIGNIFICANT MED ERRORS
plan of correction does not constitute an

admission or agreement of any kind by the
facility of the truth of any tacts alleged or see
the correctness of any allegation by the
survey agency. Accordingly, the facility has
Jprepared and submitted this plan of
correction prior to the resolution of any

The facility must enaure that residents are free of
any significant medication errars.

Th.!s REQUIREMENT is not met as evidencad appeal which may be filed solely because of

by: ; the requirements under state and federal law

tr?:sr:;;:;";n;?lrmh Le;t:;: ;;:lr:\:.i :3:’: srev ew of thiat mandate submission of a plan of

i correct} ithi b

determined the facllity failed o ensure one (1} of diti on wnhm- (‘10) d:lys gflhu survey'as A

seven (7) sampled rasidenls (Resident #15) was rl:gu ttion to pa‘rl icipate l ! Tltlels, UL

free of significant medication errors. Resident Lk 1-h ¢ sx.lbn.ussmn ofthe plar! of

15 did not receive o (2) doses of Lyrica correction within this tnm.:frame should in no

{medication for nerve pain) and one (1) dose of way be consl.r ?ed or consn'iercd asan

Klonopin {medication for anxialy) as ordered by ngrccmem' e allc_gn.lmns of
noncompliance or admissions by the facility.

{he physician due to the medicalion not being

avaitabla for administration. This plan of correction constitutes a writien

allegation of submission of substantial
compliance with Federal Medicare

The findings include: .
Requirements,

Review of the facility's policy and procedure lilled,
“Madication Availabliity Protocol”, nol dated,
revealed If staff were unable to provide the
physiclan erdered medication, the physician
should be nolified and the nolificalion should be

LABORATORY DIRECTOR'S OR PROVIDERUSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE " (X8) DATE
~J. & )Y Ao bl
O Ed W) { A O gy DY Ado i
Any deficlency statement ending witll an asterisk {*) denutoi a doficlency which tho Instityion may be excusod from cotrecling providing It s detarmined that l ]
other safeguards provide sufficient protection 1o the patlents. (See instruclions.) Except fbr nursing homes, the findings slatad abova ara disclosable §0 days
foflowing the dala of survey whathar or not a plan of correction s provided. For nursing homes, the abova findings and plans of correclion are disciosabla 14
days {olfowing the date thase documents are made avaab'e to the lacilily. If deficiancles are cited, an approved plan of corraction is requisile ko continued

program participation
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documented. Additienally, when medications
were not available to be administered, the time on
ihe MAR should be circled and the omitted
medication documented on the Medication Noles
form. Any missed dose of medication except for
medicalion refusals required an incident report to
be completed, and the physician, residant's family
shou'd have been notified.

Racord review revealed the facility readmitted
Resident #15 on 08/14/14 with diagnoses which
Included Hypertansion, Diabetes Mellitus, Alcohol
Persistant Dementla, Maod Disorder, Depregsion
Disorder, Chronic Pain, and Neurcpathy in
Diabetes. Review of an Annual Minimum Data
Set(MDS) assessment dated 10/13/14, revealed
the facility assessed Resident #15's copnition as
moderalely impaired with a Brief Interview Mental
Status (BIMS) score of ten {10}, Indicating he/she

was Interviewable.

Raview of a Readmission Physician's Order,
dated 08/14/14, revealed an order for Lyrica fifly
{50) milllgrams (mg) two (2) times daily and
Kionapin ane-half {0.5) mg every evening.

Review of the August 20014 Madication
Adminisiration Recard (MAR}, revealed
documentation that the Lyrica 50 mg was not
administered to Resident #15 on 08/14/14 at &:.00
PM; and, on 08/15/14 al 9:00 AM. Further review
revealed Kienopin 0.5 mg was nol adminislered
at 9:00 PM on 08/14/14.

Review of the Medicalion Notes, dated 08/14/14
at 9:00 PM, revealed Lyrica 50 mg, and Klonopin
0.5 mp were unavailabla, and the pharmacy and
physician had been notified. Review of the
Nursing Notes and Physiclan's orders revesled

Lyrica fifty (50) mg and Klonopin
0.5mg wrilten prescription was
received on 08/15/2014 and was
administered as ordered for the 9pm
dose on 08/15/204 as indicated on
the Medication Administration
Record as noted by the Director of
Nursing.

On 09/08/14 an audit of all current
resident’s medications was
conducted by the Pharmacist or
pharmacy representative and all
medications were present In the cart.
In addition on 09/09/14 the Director
of Nursing conducted an audit of al)
medication Adminisiration Records
and noted that all medications were
documented and given per physician
order,

All Licensed Nurscs re-educated on
the facility policy of medication
availability to include that if
medication is omitted the nurse must
nolify the physician and complete n
medication error report and
document any further dircctions If
the physician gives further direction
and use of the Emergency drug kit
and Narcolic Emergency Drug Kit
(EDK and NEDK). . This re-
education will be completed by the
Director of Nursing or Assistant
Director of Nursing with no ticensed
staff working afler 09/13/14 without
having recetved this re-education.
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In addition a system of
{F 333} | Conlinued From page 2 {F 333) reconciliation has been added in
there was no documanted avidence of what the which the Assistant Director of
physician's instructions were when notified. Nursing will within 72 hours of
Additional review revealed on 08/15/14 at 9:00 admission or readmission validate
AM, the Lyrica 50 mg was unavallable; however, that all prescriptions for narcotics
there was no documentation that the physician or have been received and are present
the pharmacy had been nolified per the facility’s in the facility for that resident. The
policy and procedures. Assistant Director of Nursing was
‘ educated on this process by the
Interview with the Diractor of Nursing (DON), on Director of Nursing on 09/24/14.
09/06/14 at 11:15 AM and at 4:15 PM, revealed The facility contracted the services
an Incident repor was not complated for the of a new Medical Director on
medications that were not administered on 08/19/14 who has Drug
08/14/14 and 08/15/t4. The DON slated when Enforcement A
gency (DEA)
the nurse identified the Lyrica and Klonapin had rivilemes to writ A
not been received from the pharmacy an Incident P £es to write prescriptions for
report should have been completed. In addition, narcotics. N
the DON slated the Physician's diractions related 4. A pharmacy representative will
to the missed doses of medication should have audil all medication carts to
been documentad. The DON revealed the Medication Administration Records
medication had not been sent by the pharmacy weekly for twelve (12) weeks and
because tha pharmacy had not received the alternate auditors at least every two
original signed writlen script from the physician. weceks to assure medications are
available as ordered. The Director of
Interview with the Administrator, on 09/08/14 at Nursing, Assistant Director of
4:30 PM, ravealed the omitied doses of Nitrsing, Unit Manager or MDS
medicalion was a medication errar and the Nurse will audit all Medication
facility's policy and procedure should have beaen carts to Medication Administration
followed for medication errors which included Records three (3) times per week
notifying the physician as well as completing an for twelve (12) weeks to nssure all
incident raport. He stated this should have been medication are available as ordered
completed and it was not done. and that any medication omitied has
{F 425} | 483.60(a),{b) PHARMACEUTICAL SVC - {F 425} a medication error report completed
55=D | ACCURATE PROCEDURES, RPH and any directions if given from the
The facility must provide rouline and emergency Klé)s'iﬁ;a:f!:g:;c:: dc!ocur]lemed,
. its will be
drugs and biologicals to ils residents, or obtain reviewed with the Qualit
m:s'g ;gd;r:f':;:gw::e'?:]:i:g:ﬁ;! (r’nI: parmit Assurance Committee mgnlhly for
§483.75( i Y at least three (3) months for further
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recommendations as needed. Ifal
{F 425) | Continued From page 3 {F 425) any time concerns are identified the
. unlicansad personnel to administer drugs if State commiliee with convene to review

law permits, but only under the general
suparvision of a licensed nurse.

A facility must provide pharmaceutical services
(Including procedures thai assure the accurate
acquiring, receiving, dispensing, and
administaring of all drugs and biologlcals) to mest
the needs of each resident.

The facllity must employ or oblain the services of
a licansed pharmacist who provides consultation
on all aspects of the provision of pharmacy
gervices In the faclity.

This REQUIREMENT is not met as evidenced
by:

Based on cbservation, interview, racord review,
and revlew of the facility's policy and procedures,
it was delermined the facility failed to provide
phamaceulical services to meat the nseds of
one {1) of seven (7) sampled residents (Resident
#15); and, for one (1) unsampled resident
{Rasident F) related lo the unavailabliity of
medications for administration. Resident #15
was not administered two (2) doses of Lyrica
{(medication for nerve pain) and cne (1) dose of
Klonopin (medication for anxiely); and
Unsampled Resldent F had a physician's order
far Norco (pain madication); however, the Norco
was not available for administration.

The findings include:

and make further recommendations
as needed. The Quality Assurance
Committee will consist of a
minimum the Director of Nursing,
Administrator, Assistant Director of
Nursing, Social Service Director,
Maintenance Director and Dietary
Service Manager with the Medical
Director participating at least
quarterly

F425

ik

Lyrica fifty (50) mg and Klonopin
0.5mg written prescription was
received on 08/15/2014 and was
administered as ordered for the 9pm
dose on 08/15/2014 as indicated on
the Medication Administration
Record by the Director of Nursing.
An order was received on 09/05/14
to discontinue the Norco for resident
F due to nonuse as verified by the
Director of Nursing.

On 09/08/14 an audit of all current
resident’s medications was
conducted by the Pharmacist or
pharmacy representative and all
medications were present in the cart.
In addition on 09/09/14 the Director
of Nursing conducted an audit of all
medication Adminisiration Records

09/29/14
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physiclan’s order should be followed to include
administration of prescribed medication. If at any
time sizff was unable to follow the physiclan's
arder Including having medications available, the
slaffl should notify the physiclan for further -
guidance. Further review revealed the policy for
maintaining medications Included obtaining the
medicalion from the Emergancy Drug Kit (EDK)
or notifying the after-hours pharmmacy and request
for medications to be sent stat (immediately).
Additionally, the protoco! stated any missad dose
of medicatlon excluding refusals required an
incident repont for a medicallon error and the
physiclan, family, and Director of Nursing (DON}
should be notified.

1. Record review ravealed the facility re-admitted
Resident #15 on 08/14/14 wilh diagnoses which
included Hypartanslion, Diabetes Mellitus, Alcohol
Persistent Dementia, Mood Disorder, Depression
Disorder, Chronic Pain, and Neuropathy in
Dlabetes.

Review of a Physiclan's Order, dated 08/14/14,
ravealed an order for Lyrica 50 milligrams (mg)
two (2} imes dally and Klonopin ane half (0.5} mg
every evening. However, review of tha August
2014 Medication Administration Record {MAR),
ravealed Lyrica 50 mg was not administered on
08/14/14 at 9.00 PM and on 068/16/14 al 8:00 AM;
and, Klonopin 0,5 mg was not administered on
08/14/14 at 9:00 PM. Review of tha Madication
Noles, dated 08/14/14 at 8:00 PM, revealed
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' and noted that al! medications were
{F 426} | Continued From page 4 {F 425) documented and given per physician
Review of a facllity protacal titled, "Medication order.
Availability Protocol" not daled, revealed the 3. All Licensed Nurses re-

educated on the faciliny poncy of
medication availability to include
that if a medication is omitted the
nurse must notify the physician and
complete a medication error report
and document any further directions
iFthe physician gives further
direction and use of the Emergency
drug kit and Narcatic Emergency
Drug Kit (EDK and NEDK). This
re-education will be completed by
the Director of Nursing or Assistant
Director of Nursing with no licensed
staff working after  09/13/14,vithout
having received this re-education,
In addition & system of
reconciliation has been rdded in
which the Assistant Director of
Nursing will within 72 hours of
admission or readmission validate
that all prescriptions for narcotics
have been received and are present
in the facility for thet resident, The
Assistant Director of Nursing was
educated on this process by the
Director of Nursing on 09/24/14,
The facility contracted the services
of a new Medical Director on
08/19/14 wha has Drug
Enforcement Agency {DEA)
privileges to write prescriptions for

FORM CMS-2587{02.59) Pravioua Versions Obsolele

Lyrica 50 mg, and Kionopin 0.5 mg were narcotics.
unavailable, and the pharmacy and physician
were notified. On 08/15/14 at 9:00 AM, it was
documented Lyrica 50 mg was unavallsble;
Event ID:4FF212 Facity ID: 100060 I eantinualion shesat Page 5af 13
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) A pharmacy representative will
{F 425} | Conlinued From page 5 {F 425} audit all medication caris to

however, thera was no docurnentalion that the
physiclan or the pharmacy was naotified per the
facility’s policy and pracedures.

Inlerview with the Director of Nursing, on
00/06/14 at 11:15 AM and at 4:15 PM, revealed
Resident #15 had returned from a psychiatric
hospitallzation with new admission orders.
Howaever, the physiclan did not send the original,
signed preseription which ls required to oblain the
conlrolled substances, Lyrica and Klonopin, from
the pharmacy. She further stated she was
notified of the unavailable medications howevaer,
there was no documentation the staff followed
protocol lo obtain the unavailable medications.

Interview with the Pharmacy Registered
Nurse/Account Executive, on 09/08/14 at 2.55
PM, revealed the pharmacy coutd not fill an arder
for a conlrollad substance without a "hard copy”
of the physician'a order and the pharmacy did not
recalve the hard copy of the orders until 08/15/14.

2. Record review revealed the facility admitted
Unsampled Resident F on 08/12/14. Review of
the Admisslon Physician's Order, dated 08/12/14,
revealed an order for Norco (controlled narcotic
used for paln) 5-325 mg one (1) tablet every six
(6) hours ag needed (PRN) for pain.

Observation during 8 MAR to medicatfon cart
audit, on 08/05/14 at 5:00 PM, revealed
Unsampled Resldent F's Seplember 2014 MAR

—

Medication Administration Records
weekty for twelve (12) weeks and
alternate anditors at least every two
weeks to assure medications are
available as ordered, The Director of
Nursing, Assistant Director of
Nursing, Unit Manager or MDS
Nurse will audit all Medication
carts to Medication Administration
Records three (3) times per week
for twelve (12} weeks to assure al)
medication are available as ordered
and that any medication omitted has
a medication error report completed
and any directions if given from the
physician has been documented.
Resulls of these audits will be
reviewed with the Quality
Assurance Committes monthly for

at least three (3) months for further

recommendations as needed. Ifat
any time concerns are identified the
committee with convene to review
and make further recommendations
as needed, The Quality Assurance
Committee wil} consist ofat a
minimum the Director of Nursing,
Administrator, Assistant Director of
Nursing, Social Services Director,
Maintenance Director, and Dietary
Service Manager with the Medical
Director participating at least

09/29/14

revealed an order for Norco 5-325 mg ona (1) quarterly.
tablet every six {8) hours as needed (PRN) for
paln. Further observation of the medication cart
ravealed the Norco was nol avallable on the
medication cart.
Event D 4FT212 Faclity |D: 100089 If continuation shesl Page 8 of 13
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Coniinued From page 6

Inlervlew with the Pharmacy Registered
Nurse/Account Exacutive, on 09/06/14 at 2:55
PM, revealed the pharmacy had received the new
admission orders for Unsampled Resident F.
However, Noreo (narcotic) required an original
copy of the signed Physiclan's Order and the
pharmacy stated this waa why the medication
was nol dispensed. Further Interview revealad
the pharmacy faxed a request for the signed copy
of the medication order on 08/12/14, however,
they never received a response from the facility
and therefore did not dispense the medicalion.
Further interview revealed he was not aware of
any system in place to folfow up on the faxed
request sent lo the facilily.

Interview with the OON, on 09/06/14 at 4:15 PM,
revealed she was not aware of lhe issue of not
having the medication avallable.

Interview with the Administrator, on 08/06/14 al
4:30 PM, revealed there were audits being
performed by the pharmacy to ensure the
madications ware available for each resident
according to their Physician's Orders and this
should have been identified. He furlher stated, in
addilion to the pharmacy audits, audils wera
being performed by the Nursing Depariment to
ensure accuracy of the MAR and Physician's
Orders and this should have been kientified.
483,75 EFFECTIVE
ADMINISTRATION/RESIDENT WELL-BEING

A facHity musl be administered in @ manner that
enables It to use Its rasources effeclively and
afficienily to altain or maintaln the highest
practicable physical, mental, and psychosacial

{F 425}

{F 490

F490

1)
R-15"s Lyrica fifly (50) mg and Klonopin

4.5 mg written prescription was received on
08/15/14 and was administered as ordered for
the 9 pm dose on 08/15/14 as indicated on the
Medication Administration Record as

verified by the Director of Nursing. An order

was received on 09/05/2014 to discontinue
the Norco for Resident F due to nonuse ns
verified by the Directar of Nursing.

On 09/18/2014, the RDO made an
observation that the Administrator was
administering the facility in accordance with
professional standards and per job description
including ensuring a system was in place for
moniloring pltarmacy services and thai
medications were available and
documentation ol any omitted medications
accordingly.

All Licensed Nurses re-cducated en the
facility policy of medication availability to
include that if a medication is omitted the
nurse must notify the physician and complete
a medication error report and dacument any
further directions. If the physician gives
further direction and use of the emergency
drug kit and Narcotic Emergency Drug Kit
(EDK and NEDK). This re-education will be
campleted by the Director of Nursing or
Assistant Director of Nursing with no
licensed staff working after 09/13/14 without
having received this re-education. In
addition a system of reconciliation fas been
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{F 490} | Conlinued From page 7
well-being of each resident.

This REQUIREMENT Is not met as evidencad
by:

Based on Interview, racord revlew, and revisw of
the Administrator Job Description, it was
dstermined the facility falled to be adminlatered in
a manner {hat anabled it 1o use its resources
effectively and efficiently to atiain or maintaln the
highast practicable physical, mental and
psychosocial well-being for one (1} of saven (7)
sampled residents (Resident #15) and one (1)
unsampled residents (Resident F). The facllity
falled to have an effeclive system in place 1o
ensure madications were avallable and/or
administered according to the physiclan’s orders.
In addition, the Administartor falled to ensure the
facllity's Ptan of Correction was Implemented, as
alieged.

Resldent #16 did not recelve two (2) doses of
tyrica (medicalion for netve pain) on 08/14/14
and 08/45/14 and one (1) dose of Klonopin
{medicalion for anxiely) on 06/14/14 as ordered
by the physician dus to the facility not providing
the appropriate documenlation to the pharmacy
for administration.

Unsampled Resident F had a physiclan's erdar
for Norco {pain medication); however, the facility
failed to provide the appropriale documentation to
the pharmacy lo ensura the medicatlon was

The findings Include:

avallable for administration per the facility’s policy.

added in which the Assistant Director of

{F 460}|. Nursing will within 72 hours of admission or
* readmission validate that all prescriptions for
narcotics have been received and are present
in the facility for that resident. The Assistant
Director of Nursing was educated on this

2)

1)

process by the Director of Nursing on
09/24/14. The facility contracted the services
of a new Medical Director on 08/19/14 who
has Drug Enforcement Agency ( DEA)
privileges to write prescriptions for narcotics,

On 09/18/2014, the RDO made an
observation that the Administrator was
administering the facility in accordance with
professional standards and per job description
including ensuring a system was in place for
monitoring pharmacy services and that
medications were available as well and
documentation of any omitted medications
accordingly.

On 09/10/2104, the Regional Director of
Operations re-educated the Administrator on
the requirements of a functional Quality
Assurance process o include delegation of
action items for identified concerns including
oversight of the entire Plan of Correction and
implementation of systems and follow up to
assure corrections are made and reviewed
with the interdisciplinary team,
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Review of tha Job Description for the
Administrator {no date) revealaed the purpose was
lo direct the day to day funcilons of the facility In
accordance with current Federal, State and Local
standards, guidelines and ragulations that govern
nursing facilities to ensure the highest degres of
quality care can be provided to the residenis at all
fimes. Essential functions of the position
Included: Ensura excellent care for residents is
maintained by overseeing and moniloring patlent
care services delivered.

Raview of the facility's Plan of Correction for the
survey dated 06/13/14 with an alleged
cempliance date of 07/11/14, revaaled the
Director of Nursing (DON), Assistant Director of
Nuralng (ADON) or Unit Manager would complete
medication administration observations three (3)
times per waek lo assure medications were
adminlsterad correctly and to ensure medications
were available. In addition, the Plan of Correction
slated the Pharmacy would audit all current
residents' Medication Administration Records
{MARs) and compare to the medicalion available
in the medicatlon cart for each resident ona {1)
time per week for four {4) weeks then every two
(2) weeks for elght {8) weeks beginning on
06/08/14. Further raview revealed the DON,
Assistant Director of Nursing (ADON), Minimum
Data Sst {MDS) Nursa or the Unit Managers
would complete an audit of all MARS to ensure
professional standards of praclice for clinical
record documentation were followed five (5)
times per week for twelve (12) weeks. The
resulls of the audils would be forwarded to the
facllity QAP! commiitee for review.

1. Review of Resident #15 's August 2014 MAR
revealed the resident did not receive two (2)

STATEMENT OF DEFICIENCIES (Xf) PROVIDER/SUPPLIERICUIA (X2) MULTIPLE CONSTRUCTION 063} DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILDING [P A
R
185338 8. WING 09/08/2014
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GHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE
H T PEMBROKE, KY 42266
o4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION p=
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE couPLEnoN
TAG REGULATORY OR LS G IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE oaTe
OEFICIENCY)
4.) Starting the week of 09/28/14
F 480 i . :
{F 480} | Conlinued From page 8 (F 480}| The Regional Director of Operations or

Regional Nurse Consultant  will vist and
document weekly visits for (4) four weeks
then every ( 2) two weeks for eight weeks to
ensure the Administrator follows the
professional standacds ang job description
that identifies ensuring a system is in place
for monitoring pharmacy services to ensure
medications are available to be adntinistered
according to physician order and are
available as documentation of any omitted
medications accordingly. The results of these
audits will be forwarded to the facility
Quality Assurance performance Improvement
Committee for at least monthiy for three (3)
month. If at any time concerns are identified
the QAPI committee will consist of at &
minimum, the Administrator, Director of
Nursing, Assistant Director of Nursing,
Social Service Director, Dietary Services
manager and Business Office Manager with
the Medical Director attending at least
quarterly,

09/29/14
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F520
{F 490} | Continued From page 9 {F 490}
doses of Lyrica on 08/14/14 and 08/15/14 and 1)
one {1) dose of Klonopin on 08/14/14 as ordered
by the physician. An Ad-Hoc Quality Assurance meeting
(QPI) was conducted on 09/06/14 to review
tnterview with the Direclor of Nursing, on the remaining alleged deficient practice with
00/06/14 at 11:15 AM and at 4:15 PM, revealed the Administrator, Director of Nursing,
Resldent #15 had returned from a hospitalization Assistant Director of Nursing, Unit Manager
with new admission orders on 08/14/14; howevar, MDS Nurse, Social Service Director,
the physician did not send the original, signed Housekeeping Supervisor, Dietary
prescription which was required to obtain the Supervisor and , Maintenance Director. The
W""g“ed substances, Lyrica and Klonopin, from Regional Ditector of Operations observed the
the pharmacy. Ad-Hoc Quality Assurance meeting (QPI) on
2. Record review revealed Unsampled Resldent 2;%’:;;::3 (:‘::t:ds:le‘:: :{::IQP‘[. mctflingl was
F had a physiclan's arder for Norco; however, me‘et'n the id ‘?’r 4 need s funcuon.a' and
there was no Norco available in the medication ing the identificd needs of the fucility.
cart for the resident,
2)
Interview with the Pharmacy Registerad . .
Nurse/Account Executive, on 08/06/14 at 2:55 The Regional Dircctor of Operations
PM, revealed the pharmacy had recelved the new observed the Ad-Hoc Quality Assurance
admission ordess for Unsampled Resident F. meeting (QPI) on 09/06/14 and noted that the
However, Norco (narcotic} required an ariginal Ql’l meeting was established as a system thai
» | copy of the signed physicitan's order and the is functional and meeting the identified needs
pharmacy stated this was why the medicalion of the facility,
was not dispensed.
3}
Interview with the Administrator on 09/06/14 al
4:30 PM, revealed the facility had audits in place On 09/10/14, the Regional Director of
to identify when medicalions were not available Operations re-educated the Administrator on
for administration per physiclan's order and staff the requirements of a functional Quality
whe conducted the audits failad to identify the Assurance process lo include delegation of
medications were not available for administralion. action items for identified concerns including
He further stated the facllity's system had not oversiel : .
‘ g ' ght of the entire Plan Of Correction and
been effective in identifying the Issues; however, inml .
A plementation of systemns and follow up to
he was working to put new tools In place to . S
/ assure corrections are made and reviewed
moniter for the future. : S ., .
(F 520} with the Interdisciplinary Team. In addition

{F 520) | 483.75{0}(1) QAA

a syslem of reconciliation lias been added in
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. which the Assistant Director of Nursing will
{F 520} | Continued From page 10 {F 520} within 72 hours of admission or readmission
§5=0 | COMMITTEE-MEMBERS/MEET validate that all prescriptions for narcotics

QUARTERLY/PLANS have been received and are present in the
facility for that resident. The Assistant
Director of was educated on this process by

A facility must maintain a quality assessment and the Director of Nursing on 09/24/14. The
assurance commitlee consisting of the director of facility contracted the services of a I;ew
nursing services; & physician deslgnated by the Medical Director on 08/19/14 who has Drug
facility; and at least 3 ather members of the Enforcement Agency (DEA) privileges to
facillty's staff. write prescriptions for narcotics.
The qualily asseasment and assurance 4)
commiliee meets at least quarterly to Identify '
issues with respect to which gquality assessment I .

p quallty Starting the weck of 09/28/14the Regional

and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct Identified quality deflciencies.

Director of Operations will observe the
Quality Assurance process monthly,
including audit tools for at least (3) three
menths to assure the Quality Assurance
Performance Improvement Committee is
functional and meeting the identified needs

A Stale or the Secretary may nol require
disclosura of the records of such committea
except insofar as such disclosure is related to the

compliance of such committee with the of the facility. The results of these audits

requirements of this section, will be farwarded to the facility Quality
Assurance Performance Improvement

Good faith altempts by lhe committee to identify Committee at least monthly for (3} three

and correct quality daficlencles will not be used as , mouths. “{f at any tims concerns are identified

a basis for sanctions. the QAPI committee will consist of al a

minimum, the Administrator, Director of
Nursing, Assistant Director of Nursing,
Social Service Direclor, Dictary Services

I:_'s e manager and Business Office Manager with
Based on interview, record review and review of the ht/[e:hcal Director attending at leas!
the facllity’s Quallty Assurance Policy, it was Juareerty.
determined the facility failed to monitor its plans
i 09/29/14

of action to correct identified quality deficlencies.
The facility failed to identify, during their audits,
that medications were not avallable for one (1) of
seven sampled residents {Resident #15) and for
ane {1) unsampled resident (Resident F).
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The findings Include:

Review of the facllity's policy and procedure titied,
"Quallty Assurance Policy”, last revised 01/11,
revealed the Administralor’s purpose was to
ensure an interdisciplinary approach to all
residents' needs and lo provide the highest level
of care possible all the while keaeping the
Interdisclplinary Team (IDT), physician and
responsible party informed of their condition
changes and interventions implemanted as they
occur and when necessary, The Interdisciplinary
Team will meet at least weekiy and consist of at
minimum the Administrator, Director of Nursing or
Nursing Representalive, Social Services,
Therapy, Dietary and Activities,

Raview of the facility's Plan of Correction for the
survey dated 06/13/14 with an alleged
compliance dale of 07/11/14, revealed medication
administration cbservalions would be conducted
three (3) times per week lo assure madications
were administered correctly wera available. The
resufts of thesa audits would be forwarded lo the
facility's Quallty Assurance Performance
Improvement (QAP) Commillee for review al
least monthly for three (3) months. In addition,
tha Plan of Correction staled the Pharmacy would
audit all current residents' MARs and compare to
the madicaiion available in the medication carl for
each rasident ane (1) time per week for four (4)
weeks then every iwo (2) weeks for eight (8}
weeks beginning on 06/09/14, Further review
revealed the DON, ADON, Minimum Bata Sel
(MDS) Nurge ar the Unit Managers will complate
an audit of all MARs to ensure professional
standards of practice for clinfcal record

{F 520}
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Conlinued From page 12

documentation were followed five (5) times per
week for twelve (12) weeks. The results of the
audils would be farwarded to the facility QAP
commitlee for review.

1. Record review revealed Resident #15 did not
receive two (2) doses of Lyrlca (nerve medication)
on 08/14/14 and 08/15/14 and one (1) dose of
Kionopin (narve medication) on 08/14/14 as
ordered by the physician due to the fallure of the
facility to send the appropriate documentation to
the pharmacy to ensure medication was available
for adminlstration,

2, Record review revealed Usampled Resident ¥
had a physician's order for Norco (pain
medication). Howaver, the facllity falled to send
{he appropriate documentatlon to the phamacy
to ensure the medication was avallabla for
administration.

Interview with the Director of Nursing {DON}), on
09/06/14 at 4:15 PM, ravealed the audits were
completed by the pharmacy to compare the MAR
with the medication available in the madication
cart. In addition she stated that she and other
slaff completed the audits of medicalion
administration observations to ensure
madications were administered correctly and
ordered medications were available which was
done three (3) times per week; however, they
falled to identify the medication was not available.

Interview with the Administrator, on 00/06/14 at
4:30 PM, revealed the audits were in place and
the facllity should have idenlified the errors.

{F 520}
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DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
**Amended SOD** ' Submission of this plan of correction is not a
| logal admission that a deficiency exists or that
A Racertification, an Abbravialed Survey and an this statement of deficiency was comecily
Extended Survey wera conducted on 06/21/14 cgcd{. nlmd n:;_ ?I:o not Ioibc cgnsl;ufi:d as an
lhrough 06/13/14 with deficlencias citad at a pyriirsrt bl s i licy, the . |
Scopa and Severily of "L". AnAbbreviated A i S A O Ll o
Survey was conducted to investigale complainls disoasied i this o8 may e i
ponse and plan of
#Y21692, #KY21693 and #KY21727. Complalnt comection. In addition, preparation of this plan
#KY21682 and #KY21727 were substanllated of correction does not constitute an admission .
with related deliclencles and complaint #KY21693 or agreement of any kind by the facility of the :
was unsubstantiated. truth of any facts alleged or see the correciness
of any allegation by the survey agency, .
Immediate Jeopardy (IJ) was ldenfified In the Accordingly, the facility has prepared ani
areas of CFR 483,10 Resident Righis; F167, CFR submitted this plan of comection prior to the

resolution of any appeal which may bo filed
solely because of the requirements under state
end federat law that mandate submission of &

483.20 Resident Assessment; F281 and F282,
GFR 483.26 Qualily of Care; F333, CFR 483.60

Pharmacy Services; 425, and, CFR 483.76 v (hat ma
Adminisiration al F490, F514 and 520 at a plan of comrection within ten (10) days of the
Scope and Severlly of a"L". Substandard Quality survey as a condition to participate in Title 18
of Cara was Idenlifled at CFR 483,26 Quality of sid Thlo 19 programs. The submission of ihe
Care F333. Immediate Jeopardy was Identified e e fs 'i'""%am‘;’h"“'d
on 060214 and delermined lo exlst on 06/05/14, agrcoment with  the . allegations  of
JThG facliity was nolified of the Inmediale noncompliance or admissions by the facility.
eopardy on 06/02/14, This plan of comrection constitutes a writien
. allegation of submission of substantial
The facillty falled (o to have an slfective syslemin complimnce  with  Federal  Medicare
place to ensura medications were avallable and Requirements.

adminlstered according to the physician's orders
for elaven {11) of seventeen (17) sampled
resldents.

On 05/29/14, a Physlclan's Order was receivad
for Resldent #10 to receive Potassium forly (40)
millequivalents (meq) by mouth "Now" due lo a
Polassium level of 2.2 {normal 3.5 to §.0) and to
recheck the Potassium level In twenty-four (24)
hours. However, the nurse failed to transcribe

LABORATORY DIRECTOR'S OR FROV!DE%EPUER REPRESENTATIVE'S SLQNATUR . TITLE (%6} oATd, .
D. & duwartd Loldot e D G dsonsalitn oq/@q/p/.

Any daficlency stalement andind with an asterisk (4} no&s a defiolency which the institution mey be axcused fram corracling providing It Is dotardined Jhat T |
olher safaguards pravide suificlent profecilon to th Honbs. {Saa instruclions,) Except for nursing homaos, tha findings slated abovo are disclosablo 80 days
following the date of survey whathor or not a plan of correclion is pravided. For nurging homas, Ihe above findings and plans of coneclion ara disclosable 14
days (ollowing the date thaso documenls ara made avallabie to tho facllity. If dolicloncles aro clted, an approved plan of corraction ls raquisite to continved

program pailicipation,
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the arder onto the Madication Adminlsiration
Racord (MAR). The Potassium was not
administered until 06/30/14 af 8:00 AM. Residant
#10 was admitled lo the hospilal on 05/30/14 al
8:50 PM with a diagnosis of Acute Hypokalemia
{low Potassium) with fivids and Polasslum given
lo Increase lhe resident's Patassium leval,

On 05/21/14 at 10:67 PM, Licensed Praclical
Nurse (LPN) #6 assessed Resident #11 and
noled the resldant was experlencing laborad
breathing. A "stat" (Immedlately) ordar was
recelved to administer Solu-Medrol (sterold) 40
miligrams (mg} inlramuscularly (IM), Levaquin
{anliblotic) 500 mg Intravenous {IV) avery 24
hours and Prednisone (steroid) 40 mg by mouth
for two (2) doses and chast x-ray. However, the
Solu-Madrol, and Levaquin wera nol administered
unti! 06/22114 al 5:40 PM, seventoen {17) hours
later. The nurse failed fo obtaln the Solu-Medrol
from the EDK (emergency drug kil). The chest
X-ray resulls revealed "Defined Infillrative
shadows in the lefi Infrahilar and lower lobs
Buggestive of Pneumonia“. On 06/24/14 at 6:24
PW, the resident expired,

On 05/03/14, Resldent #12 was hospilalized due
to a selztre. The resident relurned o the facliity
on 05/05/14 wilh an arder for Keppra
{antl-convulsant) 500 mg twice dally. Record
review revealed no documented evidence
Resident #12 recalvad the Keppra from 05/06/14
through 05/08/14; the facility failed to provide the
resident six () doses of this medicalion. On
05/08/14, the resident experlenced another
selzure and was admiitad to the hospital, The
tesident relurned to the facilily on 05/13/44 with
an order {o increase Keppra to 1000 my twice a

day. Howaever, the order was not transcribed

F 000
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correclly and the residant only recalved 500 mg
twice a day from 05/14/14 through 06/31/14, fora
lotal of thirly five (35) Incorrect doses.

On 04/21/14, Resldent #14 was re-orderad
Pancrelipase {digeslive enzyme) 5000 unlts, one
(1) cap at meals and cne {1) belore bedtime. The
facility failed to provide Resident 214 thia
medicallion on 05/19/14, 05/21/14, 06/22/14 and
05/28114 (fourteen (14) doses) due o the
medicalion not belng avallable for administration
due to the resident's physician Madicaid Pravidor
number not being renewed.

On 05/20/14, Resident #15 was ordered to
raceive Fenlanyl {narcolic pain reljever) 25
micrograms (mcgyhr patch every sevenly-two
{72) houra, However, the resident was not
administered he Fentanyl paich on 05/05/14,
06/14/14 and 05/29/14 rasulling in tha resident
not having a paln palch In place for efght {8) days.
In addition, the surveyor observed the resident
did not have a Fenlanyl palch on 05/30/14. Tho
Fenlanyl palches wera not avallable for
adminislration on 06/30/14,

Resident #3 was orderad to receiva Norvasc
(anil-hypertensive) 10 mg avery day, The facitlly
falled 1o provide this medicalion for Resident #3
from 05/23/14 - 05/20/14, for a lotal of seven {7)
doses, dus to tho medication not belng available
for adminlstration,

Rasident #16 was ordered lo receive Torsemide
(dluretlc) 30 mg every day, Altopurinol {gout) 60
mg every day, Aspirin (heart) 81 mg every day,
Neurontin (Neuropathy) 400 mg lhree limes a
day, K-Dur (renal fallure) 40 imeq three times a

day, Clindamycin (antibiotic) 300 mg three times
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a day, Vancomycin (anliblolic) one gram/200 ce
IV and Percocet (narcotic paln med) 10/3256 mg
evary eighl (8) howrs, However, thers was no
documenled evidence Rasiden| #18 receaived
Torsemide 30 mg on 06/18/14, 05/26/114 and
06/31/14 (three doses); Allopurinel 50 mg on
06/14114 and 05/26/14 {two doses): Asplirin 81
mg on 06/1114 and 05/20/14 {lwo doses);
Neurontin 400 mg on 05/17/14 al 8:00 AM,
0520114 at 2:00 PM and 05/31/14 at 2:00 PM
and 10:00 PM {four (4} doses); K-Dur 40 meg
one dose on 06/01/14, 05/06/14, 05/08/14,
06/09/14, 06/13/14 and 05/19114, all three (3)
doses on 06/20/14, one (1) dosa on 06/27/14 and
wo (2) doses on 05/31/14 for a {otal of twalve
(12) doses; Clindamycin 300 mg on 06/02/14 and
06/00/14 at 5:00 PM (two (2) doses); Vancomycin
on 05/20/14 {one doss) and Percocel on 056/47/14
al 8:00 AM, 05/120/14 at 2:00 PM and 05/31/14 at
2:00 PM and 10:00 PM (four (4) doses).

Resident #13 was ordered to recalve Buspar
{anli-anxisly) five (6) mg per feading tube twice
dally. However, there was no documented
evidence the medication was administerad from
05/24/14 at 9.00 PM through 05/27/14 at 9:00
AM. The facilily falled o provide ihe resident six
(8) dases of (his medication,

Obsarvalion during = medicatlon pass revealad
Residant #17 had a blood sugar reading of 220
{normal 70-100), LPN #1 was observed to draw
up sevan (7} units of Insulin and prapared to
adminisler It to Resldenl #17, bul the licensed
staif wilh her stopped the LPN from administering
the medication. Review of tha Physician's Order
revealad the amount that should have given was
(ive (5} unils and not seven {7) unlts,

F 000
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An acceplable Allegalion of Campliance {AOC)
was received on 06/10/14, alleging the removal of
Immediate Jeopardy on 06/05/14. The State
Survey Agency validaled, on 08/12-13/44 thal the
Immediate Jeopardy was removed on 06/13/14,
The Scope and Severily was lowered 1o a "F" at
483,10 Resident Righls; F157, 463,20 Resident
Assessment; F281 and F262, 483,25 Quality of
Care; F333, 483,80 Pharmacy Services; F425,
and 463.76 Administration; F490, F51 4, and F620
while ihe faclily develops and implemenits the
Plan of Correction (POC) and the facllity's Quality
Assurance Commitlee monitors the affectiveness
of the syslemic changes. In addillon, F323
remained at a Scope and Severlly of a"G"; and,
F164, F332 and F602 remalned at a Scope and
Severlty of 8 "D",

F 157 | 483.10(b)(11) NOTIFY OF CHANGES

8ss1. | (INJURY/DECLINE/ROOM, ETC)

A facillly must Immediately Inform the residen,
consuit with the resldent's physician; and if
known, notlfy the resident's fagai reprasentalive
o an Inlerested family member when there is an
accident Involving the resldent which resulls in
injury and hes the polential for requiring physiclan
Intervention; a significant change In the resident's
physical, mental, or psychosocial stalus ({le, a
deterloratlon In health, mental, or psychosoclal
slalus in either life threatening conditions or
clinical complicalions); a need to alter freatment
significantly {i.e., a naed to disconlinue an
exisling form of irealmenl due to advsrse
conaequences, or {0 commence a new form of
trealment); or a declslon lo lransfer or discharge
the resident from the facikly as spacified in
§483,12(a).

F 000

v

F157

483.100)(11) NOTIFY OF CHANGES

{(INJURY/DE CLINE/ROOM, ET )

On 4/3/2014, (he physician was notified by a

LPN of a suspected injury of Resident

resulting in & new order to have an X-ray

F 157completed.

On 6/4/2014, the physician was notified by the
Director of Nursing (DON) of medications not
administered according to physicians ordey for
Residents 42, 3, 10, 11, 12, 13, 4, 15, and 16.

Resident #11 expired in the facility on May 24,
2014. Resident #12 was discharged home gn

May 31, 2014,

On 5/19/2014, 1he physician was notified by
DON the treatments for Resident #6 had not
been completed tceording to physicians order,

i
h Li

On 5/.?]/2014. the Director of Nursing, a
::onsu!tmg Dirgcior of Nursing, ond the

l

#1

FORM CMS.2687{02-96) Previous Varsions Obsalats Evant 1D;4FT21)
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Regional Nurse Consultant audited physiclan
F 157 Conlinued From page 6 F167| orders for the previous thirty (30) days to

The facility must also promplly nollfy the residant
and, if known, the resident's legal reprasenlative
or Interested family member when there Is a
change In room or roommale assignment as
specifiad In §483.15(e)(2); or a change in
resident righls under Federal or State law or
regulations as specifled In paragraph (b)(1) of
this section,

The facttily must record and pericdically update
the address and phone number of the resident’s
lagal reprasantative or Inlerested family member,

This REQUIREMENT Is nol met as evidenced

Based on Inlerview, observation, racord review,
and review of the facillty's policy and procedure, it
was determined the facliity falled to consult with
the physiclan for eleven (11) of seveniean (17)
sampled residents (Residents #1, #2, #3, #8, #10,
11, #12, #13, 14, #15 and #16), The facility
falled to consuit with the physicians when
medicallons were nol avallable for adminlstration
or when nol administered for Resldents #2, #3,
#10, #11, #12, #13, #14, #16 and #18; and, when
\realments were not provided for Resldent #8,
Tha physiclan was not notified when Resident #1
had an accldent, which resuiled in Injury.

The facllity failed lo nolify the physician when
Resident #10 did not receive & "now" dose of
Polassium 40 mililequivalents (meq) which was
ordered to ba administerad on 05/29/14, bul was
not given until 06/30/14, Resldent #11 dld not
recelve Solu-Medrol (sterold) 40 miliigrams {ma)
intramuscularly (IM) and Levaquin (anfiblolic) 500
mg infravenously (IV) which was ordered “sial" {to

be given Immediataly) on 05/21/14, bul wasn'l

assure all orders were comrect on the MAR.
Any discrepancy was clarified with the
physician and  written correclly on the
Physician Ordets,

On 6272014, two representatives  from
Omnicaro Phormacy completed a Medication
Administration Record (MAR) to Medication
Cart Audit for all current residents 10 ensure all
medications ate available for administration
per  physicians  order, Any  medication
identified as not available and not in the
emergency drug kit was sent sior (g the
pharmacy for immediate delivery,

On 6/73/2014, the DON audited TARs
(Treaiment  Administration Record) for aj)
current residents to ensure alf treatments were
completed per physicians order, Physician was
immediately notified for any treatment that had
nol been completed per physicians order, '

On 7/7/2014, the Director of Nursing audited
incidents for the previous thirty (30) days to
assure the MD had been notified of the
occurrence,  No incidents were identificd
where the physician was not notified,

—

! 2] yer.

| fici i
pot recyr;

On 6/172014, Regional Nurse Consultant
(RNC) re-educated the DON op “Medication
Availability™ protocal, which stales  the
procedure to follow for physician notification
when medications are not available to be
administered per physicians order, and post
test completed.

FORM CMS-2587(02-99) Pravious Versions Obsolelo
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F 1567 | Continued From page 8

given unlll 06/22/14. Resident #12, who had a
selzure disorder, did nol raceive Keppra
(anll-seizure medication) 500 mg by mouth twice
daily from 05/05/14 through 06/08/14 for a total of
six (8) doses and experlenced a salzure and
required hospllalization, Residant #14 did not
recelve a lotal of fourtaen (14) doses of
Pancrelipase (digeative anzyme) 5000 Units from
05/18/14 through 06/28/14; Resldent #16, who
had & diagnosls of Chronic Pain, did nol recelve a
Fentanyl {pain narcolic) palch 25
micrograms/hour (meg/hr), to be changed avery
72 hours, on 05/05/14, 05/26/14 end 05/29/14
which resulted in the resident going elght (8) days
withoul a pain patch in place. The residenl
presented with complaints of severe pain,
Resident #18 did not recelve Torssmide {diurelic)
30 mg dally, Allopurinol {Goul) 50 mg daily,
Aspitin (heart) 81 mg dally, Neurontin
(anticonvulsant) 400 mg by mouth three (3) times
daily, K-Dur (elacirolyle supplement) 40
milliequivalents three (3) times dally, Clindamycin
(antiblatic} 300 mg three (3) Uines daily for 10
days, Vancomycin {anliblotic) one (1) Gram twlce
daily for seven (7) days and Percocet {analgesic)
10-326 mg every elght (8) hours rouline an
mulliple occasions according lo the resident's
Medication Administraion Record (MAR),
Resident #3 did not recelve seven (7) doaes of
Norvasc (blood pressure medication) 10 mg
every day from 06/23/14 - 06/29/14. Resldent
#2's Diflucan (anlilungal) 100 miligrams {mg) by
mouth evary day for five (5) days for a yeasl rash
was not adminislered from 05/16-20/14; and, the
faclfily falled la nolify the physician when
Resldant #13 did not receive Buspar
{anti-anxlely) 6 mg per PEG tube twice dafly
rouline from 06/24/14 at 9:00 PM through
05/27/14 al ©:00 AM for a lotal of six (8) doses.

’

On 6/1/2014, the DON initiated re-cducation
F157 with Licensed Nurses on “Medication
Availability” and post test titled “Medication
Availability”, which states the procedure to
follow for physician notification when
medications are not  available to he
adminisicred per physicians order or physician
orders were unable to be foliowed including
treatments. This training will be completed
with all licensed nurses by the DON, The'
DON will re-cducate and validaie competency
with Assistant Director of Nursing (ADON),
MDS Nurse (MDS) or Unit Manager before
they initinie re-education with the licensed
nurses. No licensed nurse will work after
6/4/2014 without having had this re-education
and competency test,

On 6/13/20%4, the protocol titled “Medication
Availability” and post test were added by the

DON to the ncw hire packels for Licensed
Nurses to educate them during orientation on
the system in place to follow for physician
notification when medications are not available
to be administered per physicians ordes or
physician orders are unsble to be followed

including treatments , '

On7/7/2014 the DON re-educated att Certificd
Nursing Assistants of the chain of notification
required for all falls or incidents which
includes reporting incidents to the Charge
Nurse who would notify the physician, No
Certificd Nursing Assistants will work aller
G7A8/14  without having received  this

education,
H tl cili 5 i [
et a i Ik
i ar ined,
Facility 1D: 100080 It continualion shast Page 7of 188
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F 157 | Conlinued From page 7 F 467| Beginning the weck of 6/%14, Omnicare
Phermacy audited all current residents” MARs
Additionally, the facilly falled lo nokify lhs. and compare to the medication available in the
physlclan on 03/30/14, when Resident #1's legs medication cart for cach resident one (1) time
became tanglad in the melal piaces on the lilt per week for four (4) weeks on 6/9/2014
while being transferred with a lIft. The Slate 6/16/2014, 6/23/2014, and 6/30/2014 and then
Reglstered Nurse Alde (SRNA) fallad 1o nolify the will be completed every two weeks for cight
nurge 1o ensura the physiclan was notlfled of the {8) weeks by Omnicare to assure af}
Incldent. Resident #1 complalned of paln to the medications are available, Any deficiency
right foot; an x-ray was completed on 04/03/14 ideniified will be corrected immediately,
which Identified thal Resident #1 had sustained Beginning the week of 6/972014, the DON,
right acute nondlisplaced fraclures of the dista} ADON, MDS Nurse or Unit Manager will
tibia and fibula (log). audit Trealmr.nt. Administration  Records
The facilily's fellure to consult with the physician (TARs) five (5) times a week to ensure that
when medicallons were not avallable for Pringru-shis “"?:’P"‘i‘t‘_: pez physicians' order.
administration and when a resident had a incldent A redf :c;mcy ident | u;d will _I;; comected
with a IIft that caused possible injury caused or phnociniely o include  notification  of
physicien. The Director of Nursing or
was likely to cause serlous Injury, harm, Assistant Director of Nursin g
g or Unit Manager
impairment or death of a resident. Immediale will complete five questionnaircs
per week
Jeopardy was idenlified on 08/02/14 and with Centified Nursing Assistants for twelve
determined to axist on 06/05/14. The facllity was (12) wecks to assurc ongoing understanding of
notifled of the Immediale Jeopardy on 08/02/14, reporting of incidents involving cquipment or
falls to the Nurse, The results of thess audits
The findings Include: will be forwarded to the facility Quality
Assurgnce Performance Improvement
Review of the faclllty policy fitled, Medication Committee for review and recommendation for 07/11/14
Shortages /Unavallable Medicallons, last revised at least three months., If at any time concerns
on 01/01/13, revealed if medication was not arc identified the QAPI committee will
avallable for administrallon and if an emergency convene o review and anake  forther

rccommendctions as needed. The QAPL
commitiee will consist of at a minimum the
Administrator, Direclor of Nursing, Assistant
Director of Nursing, Social Services Director,

dalivery of medicalion was unavallable, the facilily
nurse should have contacled the atlending
physiclan 1o ablaln orders or directions. The

fachity should have collaborated with pharmacy ; . L
and the physician/prescriber to determina a a':"‘:'yef“;"f':l:";;‘:g‘? :mg_ Bu:mcss Ogjce
sultable therapeutic altarnale, - : qu;'ncr'y al Lirector altending

1. Record review ravealad the facility admitied
Resldent #10 on 06/16/14 with dlagnoses which
Included Diarrhea, Diabetes and Psychosis.

Review of tha residenl's medical record revealed
FORM CMS-2007(62-96) Pravious Varsions Obsolale Event ID:4FT2(4
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F 157 | Conlinued From page 8

a roullne laboralory test was conducled on
06/20/14 which revealed the rasident's Polassium
lavel was 3.2 millimolas/Litor {minolL), which was
low {normal value was bstween 3.5-5.60 mmioliL),

On 05/29/14 at 9:40 AM, Licensed Praclical
Nurse {LPN} #3 recelved an order from lhe
Physlctan to medicata the resident with
Polassium 40 meq by mouth (pa} "now" meaning
Immediataly. Raview of the May 2014 MAR
revealed lhe Polassium dose was not
administered until 06/30/14 at 9:00 AM by LPN
#4. Further review of Resident #10's medical
record revealed no documented evidence lha
Physiclan was made awarg that the dose of
Potasslum was not adminlsterad on 05/29/14, as

ordered.

Interview, on 05/31/14 at 3:00 PM with LPN #3,
revealed she forgot (o put the medlcatlon order
on the MAR and did not adminlster the Potassium
as arderad.

Revlew of a Laboralory Report, revealed a repeat
polasslum level was oblalned an 05/30/14 at 1:45
PM and the resull was 2.4 mmol/L (low). The
result was phoned lo the Physlclan's Assistant
{PA) at 8:08 PM by the lab staff. Review of a
Nurse's Note, revealed on 056/30/14 at 8:30 PM
an order was received to send the resident lo the
emergency room for evaluation. Revlew of the
Haspilal History and Phyalcal revealed tha
resldent was avaluated in the Emargency
Deparimenl on 06/30/14 at 8:69 PM and was
subsequently admiited into the hospital with a
diagnoses of Hypomagnesia and Hypokalemla.

Interview with Resldent #10's Physician, on
06412114 at 2:30 PM, ravealed he had not been

F 157

[
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made aware that the resident had nol receivad
histher Potassium. He slated Hypokalemla was
low Potassium and depending on how low, It
could be iife threalening. Me stated he axpacted
medicalions to be glven as ordered.

2, Closed record raview reveaiad Ihe facikily
admilled Residant #11 on 07/01/12 wilh
dlagnoses which Included Congeslive Heart
Fallure {CHF) and Chronic Obslruciive
Pulmonary Disease (COPD).

Raview of Nursing Noles, dated 05/21/14 at
10:67 PM, revealad LPN #5 assessed the
resident and noted the resident wag experiencing
labared breathing. The Advanced Practitioner
Reglsterad Nursa (APRN) was notlfied on
0512114 al 11:30 PM and "slat" {indicating
Immedialely) orders were recelvad to madicale
the resldent with Solu-Medro! {storald) 10 mg
Intrantuscularly (IM) and Levaquin 500 mg v
evary 24 hours.

Review of lhe May 2014 MAR and Nurae's Noles
revealed the medication was nol administered
uniit 05/22/14 at 5:49 PM; however, further review
of Resldent #11's madical record revealed no
documenled evidence the Physiclan was noliflad
{he medication was nat administered on 05/21/44
“stat", as ordered,

Review of the Nursing Notes, dated 05/24/14 al

6:24 PM, revealed the resident expired.

3. Record review revealed tha fachily admitled
Resident #12 on 04/30/14 with diagnoses which
included Posl Traumatic Selzures.

F 157
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11:45 AM, revealed the resident experlencad a
selzure and was sent o the hospltal and
admilted. Review of Nurse's Noles, dated
05/06/14 al 5:38 PM, revealed Reslden! #12 was
readmiitad to the facllity,

Reviaw of the Admission Orders, dated 06/08/14,
revealed to administer Keppra (antl-selzure) 500
mg by mouth twice dally,

Review of the May 2014 MAR revaalad the fiat
dose of Keppra should have bean administered
on 05/05/14 at 9:00 PM, but thare was no
documented gvidence the Keppra was given after
readmission lo the facllity on 06/06/13 through
05/08/14 {seven (7) doses) and thers was no
evidence the physiclan was notified the
medicellon was nol available for administration.

Review of the Nursa's Noles revealad on
06/08/14, lhe residenl experlenced anclher
selzure and was transporied back lo the
emargency raom and was admilled again.

Inlerview with the Diractor of Nursing (DON), on
06/01/14 at 10:10 AM, revealed there was no way
lo verify the resident was administered the
Keppra as ordered from 06/06/14 through
05/08/14.

4. Record review revealad lha facility admilted
Resldent #16 on 07/03/12 wilh the diagnosis of
Chronlc Pain. Review of a Quarterly Minimum
Dala Set (MDS) assessmenl, daled 04/02/14,
revaaled the facliily assessed Reslden! #15 as
cegnilively Inlact with a Brief Inlerview of Menial
Slalus (BIMS) score of fourteen (14) Indicating
lhe resident was Inlerviewable,
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Review of the May 2014 Physlclan Orders
revealed an order for Fentanyl paich 26 megihr,
lo be changed every 72 haurs,

Raview of the May 2014 MAR revealed the
residant did not recelve histher Fentanyl patch on
056/06/14, 06/14/14 and 05/28/14 {a total of elght
{8) days wilhout a pain palch), Howaver, furlher
review of Resldant #15's madical record ravealed
no documented evidence the Physiclan was
notified the Fentanyl patch was not avallable for
adminlsiration,

Intarview with Resident #15, on 06/30/14 at 11:30
AM, ravealed helshe was currently hurting "bad”.
The Assislant Director of Nursing, at that tims,
was obsarvaed lo assess lha rasident and verlfled
there was no Fentanyl patch In place.

Intarview with Licensed Practlcal Nurse (LPN) #3,
on 05/31/14 at 3:00 PM, revealed she had called
tha Advanced Practical Registered Nurse (APRN)
on 05/29/14 and was 1old the resldent had bean
on Fentany! for some lime and the APRN did not
wanl {o swilch {o Morphine as the Pharmacy had
recommended, LPN #3 stated she did not know
It the physlcian had been notlified when the
Fenlanyl palch was not avallable lo be
administerad on 05/05/14 and 05/14/14.

interview with the APRN, on 08/02/14 at 1:30 PM,
revealed she did not recall being made aware
Resident #15 had not been adminislered hlsther
Fentanyl palch three (3) differant limes in the
month of May. The APRN stated there had been
problems wilh Medicatd “kicking me and the
Physlclan” out of the system bt fell that was
tesolved,

F 167
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5. Record review revealed the faclllly admiited
Resident #13 on 07/01/12 wilh diagnoses which

Included Impulse Conirol Disorder,

Review of a Physlclan's Order, daled 06/24/14,

revealed an order {or Buspar 6§ mg per PEG
(tube feeding) tube twice dally routine,

Review of the May 2014 MAR revealed stalf
Inltlals were clrcled on the MAR for 06/24/14

through 05/28/14, Indicating the medlation was

not given, per the Direclor of Nursing, There was
no enlry for the 9:00 PM dose on 05/28/14. The
9:00 AM dose on 05/27/14 had a circled Inltial on

the MAR. Review of the back of the MAR

revealed the pharmacy was called on 05/27/14 at
9:00 AM lo Inquire aboul the medicalion and was
told It would be In thal night. Review of the May
2014 MAR revealed the medication was glven on
05/27/14 at 9:00 PM; however, further raview of
Resldent #13's Medical Record revealad thers
was no documented evidence the physiclan had

baen notlfied thal the medicallon was nol
avallable for administration.

8. Record review revealed lhe facllity admitted
Rasldent #14 on 10/11/13, with diagnoses which
included Diarrhea and Colon Resection. Review

of the Quarlerly MDS assessmenl, dated
04/24(14, revealed the facllily assessed the

rasident as cognilively Intact wilh a Brief Interview
of Menlal Stalus {BIMS} score of fourteen (14)
which Indlcated Ihe resldent was Interviewable.

Review of the Physician's Orders for May 2014,
ravealed Pancrelipase 6000 unit capsule al maals

and before badliime. Review of the May 2014

MAR revealed the resident did not recelve a tolal
of fourteen (14) doses of Pancrellpase (enzyme)

F 167
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5000 units on 05/18/14, 06/21/14, 05/22/%4 and
05/28/14. Howaver, there was no documented
avidence the physiclan was notified the
medication was not avallable for adminlstration.

Interview with Resident #14, on 05/28/14 af 2:28
PM, revealad the faclity had nat given him/her
the medicalion and he/she did not understand
why as he/she has bean on It for years. The
rasidant staled he/she was lold thal the medical
card would not pay for it.

Observation of the medication cart, on 05/28/14
at 2:55 PM ravealed there was no Pancrellpase
avallable 1o be administered.

Interview wilh the Director of Nursing (DON), on
06/28/14 at 3:35 PM, revealed she was currently
{nvestigating the sftuation and that he/she had
aulhorized the pharmacy to fill the medication and
bill i to Ihe facility,

7. Record review revealed the facliity admitled
Reslident #16 on 09/19/13, with dlagnases which
included Goul, Diabeles, Below iha Knee
Amputalion and Genesralized Paln, Revlew of a
Quarterly MDS assessment, daled 05/01/14,
revealsd the facillly assessed Residenl #18 as
cognitively intact with a BIMS score of fifleen {16)
which Indicated the resident was Intarviowabla,

Revlew of May 2014 Physician Ordars revealed
orders for Torsemide (dlurelic) 30 mg daily,
Allopurinol {Gout) 50 mg dally, Asplrin (heart) 81
mg dally, Neurontin (anticonvulsant) 400 mg by
moulh three (3) limes dally, K-Dur (electrolyle
supplement) 40 milllequivalents ihree (3) limes
daily, Clindamyeln (antiblotic) 300 mg lhree {3)
times daily for 10 days (lo end on 06/06/1 4),

F 167
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Continued
Vancomycl

for seven (7) days (wilh
and Percocet {analgesic) 10-325 mg every elgh
(8) hours rouline,

Review of the May 2014 MAR revealed the
following omlesions from the MAR: Torsemide 30
g on 06/18/14, 05/25/14 and 05/31/14 {three
doses). Allopurinol 60 mg on 05/14/14 and
05/26/14 (two doses); Aspliin 81 mg on 05/11/14
and 05/20/14 (two doses); Neurontin 400 mg on
056/17/14 at 6:00 AN, 05/20/114 at 2:00 PM and
05/31/14 al 2:60 PM
doses); K-Dur 40 maq
06/08/14, 05/08/14, 05/00/14, 06/13H4 and
06/19/14, all thrae (3) doses on 06/20/14, one (1)
dose on 05/27/14 and two (2) doses on 05/31/14
for a lotal of twalve (1 2) doses; Clindamycin 300
mg on 05/02/14 end 05/08/14 al 6:00 PM {two (2)
doses) ; Vancomycln on 05/20/14 (
Parcocel on 05/17/14 al 6:00 AM,
2:00 PM and 05/31114 at 2:00 PM and 10:00 PM
{four {4) doses).
16's medical record revealed no documented
evidence the Physiclan was

medleation:

Inlerview with Resldent #18, on 08/02/14 al 2:23
revaaled ihe resldant raportad the presence
in while not recelving histher medicalions as

PM,
of pa
ordered

8. Record review revealed the facllily admiited
Resident #2 on 07/01/12 with diagnoses which
Included Spina Biflda and Cbeslly. Review of lhe
Quarterly MDS assessmant, dated 03/18/14,
revealed the fachily assessed the ragident as

cognilively
which Indic

From pape 14

n {antibiotic) one (1) Gram twice dally
last dose on 06/23/14)

and 10:00 PM (four {4)
one dose on 06/01/14,

one dose) and

05/20/14 at
However, review of Resident #

nofiliad these
8 were nol adminlstered,

intact with a BIMS score of fiflean (16)
alad the resldent was Iterviewable.
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Review of the Order Sheet, daled 05/16/14,
revealed an order for Diflucan 00 mg by mouth
evary day for five (5) days lor & yeasl rash.
Review of the May 2014 Medicallon
Adminisiration Racord (MAR) revealed the
medicalicn was not given on 05/18/14-05/20/14,
Revlew of the Shipment Detall Report from tha
pharmacy revealed the medicalion was not
delivered until 06/19/14 at 11:57 PM, three (3)
days alter the medicalion was ordered, Further
raview of Resldent #2's medical record revealed
no decumented evidence the physician was
made aware the medicatlon was not available for
administration, as ordered.

Intervisw with Resldent #2, on 05/31/14 st 4:00
PM, revealed ha/she did not recelve histher
medlcalion,

9. Record review ravaaled the facility admittad
Resldent #3 on 07/01/12, with dlagnoses which
Included Hypertenslon {high blood pressure).

Review of a Physlclan's Order, daled May 2014,
revealed an order to administer Norvase (blood
pressure medication) 10 milligrams {mg) every
day. Review of the May 2014 MAR revealed this
medication was Inlilaled and circled from
06/23/14 through 05/29/14 (seven (7) doses)
which Indicaled the medicalion was nol given.
Howaver, further review of Resldent #3's medical
record revealed no documented evidence the
Physiclan was nalifled the medicallon was not
avallable for adminlstration.

10. Record review revealed the facliity admilted
Resldent #8 on 05/43/14 with diagnoses which

included Hypertenslon. Review of a Physiclan's
Evonl ID:4FT211 Faclily JD: 100069 If continvallon shesl Paga 18 of 166

FORM CMS-2607{02-99) Pravicus Versions Obsolelo

—



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINT

ED: 07/18/2014

FORMAPPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATELENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDEHTIFICATION HUMBER: COMPLETED

A BUILDING
185338 B, WING 08/13/2014
STREET ADDRESS, CITY, STATE, 2IP CODE

HAME OF PROVIDER OR SUPPLIER
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE

124 WEST NASHVILLE ST
PEMBROKE, KY 42266

Order, daled 05/13/14, revealed the Jackson
Pralt (JP) drain sles were to be cleansad with
normal saline/soap and pat dry every shift,
Rovisw of the May 2014 Treatmant Adminlstration
Record (TAR) revealed there was no
documented evidenca the lrealments were
completed on the 6:00 AM-8:00 PM shift on
06/13/14 through 05/18/14. Further recard raview
revealed thers was no documentad evidence iha
physliclan was nolified of the fallure to provide
these lreaiments,

Interview with LPN #1, on 05/28/14 al 3:25 PM,
ravealed the order for the cleansing of the JP
drain sile wes nol on tha original TAR and it
wasn't done,

Interview with the DON, on 05/29/14 at 1:10 PM,
revealed medicatlons could be ordered “STAT"
and the pharmacy could send medicalions from
the back up pharmacy as needed, The DON
further raported if a medicatlon or reatment
wasn't documented, It wasn't done and the
Physiclan should be nofified. In further interview,
the DON staled the Medical Director was made
aware on 05/27/14, by the Administrator, of the
concerns of medications not being avallable,

Interviaw with the Administralor, on 05/30/14 al
3:20 PM, revealed when staff was unabls lo carry
out a physician's order, he/she would expecl tha
staff lo report to the nurse In charge andfor lo the
Physiclan,

11. Review of the facliily poilcy titled, “Safs
Handllng and Movement Policy", last revised
10/31113, revaaled thal Injuries from palient
handiing and movement should be reported,
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Record raview revealed tha facitity admliled
Resident #1 on 02/13/14 with dlagnoses which
included Bi-polar Disorder, Post Traumalic Siress
Disorder, Chronic Paln, Paraplagia, Phantom
Limb Syndrome and Hypertension.

Review of the Admission MDS assessmant,
dalad 02/20/14, revaaled the faclity assessad
Resldent #1 as cagnllively Intact wilh a BIMS
scare of fMleen (15), which Indicated the resident
was lnterviewable.

Review of the facilily's final report of the
invesligation reveealed Resident #1 was
transferred by Stale Reglstered Nurse Assistant
{SRNA} #1 using a mechanlcai lift without
assislance on 03/30/14, While belng lransfarred,
the resident’s right foot became tangled, and due
to the resident's paraplegla, he/she was unable lo
feel pain 1o his/er lag. The SRNA did nol report
the Incident to nursing staff to ensure the
Physlclan was nollfied of the incldent. Resident
#1 had complalnts of foot paln and an x-ray of the
right foot was ordered on 04/03/14 and completed
©n 04/04/14 by the mobile x-ray service.

Raview of ihe Radlology Report, daled 04/04114,
revealed a reading of right acute nondlsplaced
fraclures of tha dislal tibla and fibula,

Interview with Licensed Practical Nurae { LPN} #7,
on 05/22/14 at 3:61 PM, ravealed she had been
nollfied by the DON the resident was having leg
pain. The LPN staled the physiclan was notified
and an order was recelved for a radlograph
{x-ray} of the righl foot. Tha LPN slaled the
physiclan was not notifled untll the residenl
complained of paln to the foot bacause the SRNA
had not riotified anyone of the fail with the fifl.
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Interviow with the Assislant Director of Nurses
{ADON), on 06/20/14 at 4:33 PM, revesled If
medications weren'l avallable from the pharmacy
he/she would expect the staff lo notify the DON,
ADON and the Physiclan.

Interview wilh lhe DON, on 05/20/14 at 1:10 PM,
ravealed If a medicatlon or treatment wasn't
documented, It wasn't done.

Inlerview with tha Administrator, on 05/20/14 at
$:10 PM and on 05/30/14 at 320 PM, revealed
when slaff was unable to carry out a physician's
order, ha/she would expect tha slalf lo report to
lhe nurse In charge andior lo the Physician. She
staled on 06/23/14, nurses slarted doing
adminisirative MAR and TAR reviews; and, a
conference call Quality Assurance meeling was
heid with the Medical Direclor on 08/27/14 related
to lha medicalions not being availeble for
adminlstration or nol administered. Further
Interviaw with the Adminisirator, on 06/02/14 at
4:30 PM, revealed she could not say the
Physician was nolified each time, aboul every
rasident who did not receive his/her medlcation

as ordered.

During {he Interview with the Medical Director, on
06/02/14 at 2:15 PM, he slated "nurses should
know lheir dutles, knaw what they are doing and
the supervisors should know whal Is going on,”
Ha stated, "Can'l well twenly-four {24) hours to
find oul a medication was nol glvan."

*The faclllty imptemented the following actions to
remove lhe Immediale Jaopardy,

On 08/04/14, the physictan was notlfied by the
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Director of Nursing {DON) of medicatlons not
adminislered according lo physlclan's Order for
Residants #3, #10, #11, #12, #13, #14, #16, #16
and #17,

On 06/31/14, the DON and a consulling DON and
the Reglonal Nurse Consullant {RNC) audiled
Physiclan Orders for the previous thirly (30) days
lo assure all orders were corract on the MAR,
Any discrepancy was clarified with the physlelan
and written correctly on the Physiclan Orders.

On 08/01/14, the RNC re-sducaled the DON on
"Medlcation Aveilabillty* protocol, which states the
procedura ta follow for physician noliflcation when
medicallons are no! available to be administered
as per the physiclans order, and post tast
completad,

On 06/01/14, the DON began education with
Licensed Nurses on "Medication "Avaliabllity" and
post lest littad "Medlcation Avallablily” which
states lhe procedure to fallow for physiclan
nolificalion when meadications are nol avaliable to
be administered per physician crder, This
Iralning wilt ba completed with al licensad nurses
by the DON. The DON will aducate and validate
compalency with the Asslslani Director of Nursing
(ADON), MDS Nurse or Unlilt Manager and the
llconsed nurses. No licensed nurse will work
afler 06/04/14 withowt having had this
re-education and competency tesl.

On 06/02114, two representatives from the
Pharmacy complelsd a Medication Admintstration
Record (MAR) to medicatlon cart audit for al
current residents to ensure all medications were
avallable for adminlstration per physiclan order.
Any medicatlon identiffed as nol avallable and not
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In the emergency drug kit was sent slal to the
pharmacy for Immediate delivery.

Beglnning the waek of 08/09/14, the Pharmacy
will audlt all currenl residants’ MARS and
compare to the medicatlon avallable in the
medication cart for each residant ona (1) lime per
waek lor four (4) weeks then avery two weeks for
elght (8) weeks lo assure all maedicaiions are
avallzble, Any deficlency identifiag will be
correctad immadiately. The results of this audil
will be forwarded to the faclllly's Qualily
Assurance Performance Improvemant (QAPI)
Commlitee for raview and recommendation
weekly untll the Jeoperdy Is removed and then
monthly for at least three (3) montha. )f at any
time concerng are ldenlifled, the QAP Commilles
will convene 1o review and make further
recommendations as needed. The QAPI
Commiltee will consist of at & minimum; the
Administrator, DON, ADON, Soclal Services
Direclor, Distary Services Manager and Business
Office Manager wilh the Medical Direcior
atlanding at ieasl quarierly.

An Ad-Hac Qualily Assurance meeling (QAPI)
was held on 06/03/14 to raview the alleged
deficlent practice and plan of removal with the
Medlcal Director, Adminisirator, Diraclor of
Nursing, MDS Nurse, Soclal Service Diractor,
Housekeeping Supervisor, Direclor of
Rehabilllation, Dietary Manager, Malntenanca
Diractor, and Admissions Coordinator with no
further recommendallons made.

The Slata Survey Agency validated the correclive
actions taken by the facility as foltows:
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On 06/12/14 at 10:40 AM, LPN #4 verifieq
through Interview he/she had received racent
Inservice lraining on medicatlon avallabillty. if a
medication is not in the medicalion cart drawer,
the emergency drug kit {EDK) should be checked
lo aee If the medicatlon is avaliable thers. If
unavaliable, the pharmacy should be called ang
the medlcation will be delivered anywhera from
ona-four hours for a “STAT" order. Whan there
are new medicalion orders for a resident, the
medications are antered in the computer and
then a copy of the order is faxed to the pharmacy
as well as a follow-up phone call lo the pharmacy.
It a medicalion is unavaliable the physiclan Is
notified. Normal pharmacy delivery is made on
the night shift, The MAR checks are done at the
and of shift for the opposie haliway. The DON
has also been completing MAR checks to make
sure that medications are nol missed. For
madicallon STAT orders, staff are to look In the
EDK, STAT from the pharmacy or if an urgent
need the resident would be sent oul to the
hospltal. The LPN slated medications have been
avallable recently for adminlsiralion. When a
madication supply for a resident gels down to 3-6
days, the sticker Is pulled and a fax Is sent lo the
pharmacy. If lhere Is an Insurance Issus, the
pharmacy will send madication for the resfdent
then will work to resolve the Issue, PN A4
verified he/she was provided recent education
regarding Care Plans. i staff is unable to follow
the resident's care plan, the physiclan should be
nolified as well as the DON.

On 08/12114 al 10:54 AM, RN #2 verified through
interview he/she has bean educaled regarding
medicallon adminstration and avallablifty. If a
medication Is not avallable on the medication

F 157
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should ba called and the physlclan notifled of any
Issuas. RN #2 revealed lhrough interview hefshe
was sllil In orientallon and was to receive
educatlon on 06/12/14 regarding medicallon
ordars fot a newly admilled resldent. She verliled
thare was a list of medications avallebla In the
EOX box for staff reference. RN #2 verified
{hrough Intervlew that he/she has racelved
education while in orlentation regarding Care
Plans. A computer based education program
was provided In reference (o care plans and the
Accunurse system. Furthsr Interview revealad
care plans wefe changed by the RN for new
orders or changes in care. The DON and Charge
Nurse are nolified of any changes in the care
plan. RN #2 verliled no problems with medication
avallabillly aince he/she starled working at the
facliity two (2) days ago.

On 06/12/14 at 11:02 AM, LPN #8 (MDS Nurse)
verifled through interview that she had receivad
insetvice lraining regarding medication
avallabllity. if a medication !s not available, the
EDK should be checked and the pharmacy
should be called. The physiclan should be
nolilled If a medicalion cannot be glven al the
ordered lime, She atated she was unaware of
any recent issues with medication avallabllity,
The process (o reorder medicalions Is fo pull the
slicker and fax Il to the pharmacy to gel the
medicallon delivered. An order has lo ba
received at the pharmacy by 5:30 PM In order to
racelve the medlcalion on the routlne avening
delivery. Medication orders for new residenis
should be faxed lo the pharmacy to assure
medicalion delivery, LPN #9 varified through
Interview he/she has received inservice training
regarding care plans to Include {hat care plans
are to be followed and if tha care plan cannol be ]
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followed the DON and the physician should be
nolified. It was reported thal nurses update care
plans and If a change Is made with the MDS
asgessment, revisions are made at thal ime by
the MDS nurse,

On 06/12/14 al 14:16 AM, LPN #3 verilied
through Inlerview that he/she had recelvad recant
educalion regarding medicalion avaiabillty and
caro plans, If there Is & new resident admlsslon,
the pharmacy should be called io gel the
medications. The EDK should be checked (o see
If the medication s avaflable In the box, If thers Is
a problem gelling a medicalion, the physician
should be nollfied, LPN #3 denied any recent
problems wilth medication avallability. To reorder
madications, lhe slicker should be pulled and
faxed to the pharmacy. As a routing, slaff should
be checking to make sura that medications are
available, LPN #3 reported that staff need to lake
the inlllative to gel medications bafore Ihe
resldent runs oul. The LPN staled the pharmacy
i3 good aboul gatling STAT medicallons to lhe
facilily. Staff should make sure lhat thay nofify
the physiclan for any new orders or changes
related lo madicatlons, LPN #3 verified thal
he/she has recelved educallon regarding care
plans. He/she reports thal staff need to go by the
care plan and If something Is unavallable, the
Charge Nurse should be made aware. If there Is
an intervention on the care plan that canno! be
{oliowed, slalf need to call the DON and the
physician. LPN #3 revealed lhat care plan
revislons were compleled by the RN,

On 06712114 at 11 :48 AM, SRNA #2 veilfied
through Interview that he/she has recelved recent
educalion regarding Care Plans, Slalf are to
access the Accunurse syslem 1o check care
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plans amd anyupdates, He/she also raports the
recelplol dailywriten care plans for the
residaniss. IF aproblem with a care planls
identiflecd or cannot be carrlad out, the SRNA
would noollfy the charge nurse. The SRNA cere
plan Is ypdated bythe DON,

On 08/12114 al 1200 PM, SRNA#3 verified
throughiinterview that he/she has racaived recent
educatlu regarding Care Plans, Inservice
tralning wasalso provided regarding (he
Accuntigze systemand how to relrlevs the plain of
care for as resident. He/she reveaied the
Accunuis.e syslern alerts staff when a resident's
plan of cmrahas changad. The DON updales the
care plan asneecled. Staff was required lo
complets a culzregarding educatlon material, "
staff s unzabls o fotow a plan of care, the SRNA
should noltitythe Chargs Nurse,

On 00/12/*14 at 12:03 PM, SRNA #4 verified
through hiterview that ha/she has recelved recent
educalion regarding Care Plans. If a care plan
changes im the Accunwrse system, staff will be
alertad regyarding the change, Stalf also racelved
a copy of the resident's plan of care. If the SRNA
Is unsutre aabout he plan of care, he/she shouid
nollfy lhe Charge Nurse, If the care plan ¢annot
be followed, thea SRNA should contacl the Charga
Nurse. SR:NAwas required to complele a post
teston the. corered hservice material,

On 06/12/1-4 et 12:08 PM, SRNA S verified
through Interviewihal he/she had recelved racent
education reegarding care plans and completed a
postlest, Furher Inlerview revealed ihe
education p:rovded covered the Accunurse
System and! howlo review the care plan. Staff
were (o nolitfy he C herge Nurse If the plan of care
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could not ba followed. Stalf shauld follow lhe
cheln of cornmand for reporting if the [ssue was
not resolved,

On 08/12/14 al 12:09 PM, SRNA #6 verifled
ihrough Interview that he/she had recelved sscenl
education regarding care plans, Stafl were to
check the Accunurse system headsel for any
change In the plan of care far the resident. Staff
are also alerted of changes {0 the plan of care
through the headset, It is reporied that staff also
receive a writlen copy of the care plan, If slalf is
unable to provide resldent care as oullined in the
plan of care, the Charge Nurse should be nolifled.

On 08/12114 al 12:30 PM, SRNA #7 verified
through interview that he/she had recelved recent
educalion regarding care plans and the
Accunurse syslem. Slaff should use the
Accunurse system to review raquirad care nesds
for a resident. If there was a concarn providing
care for the restdenl, the Charge Nurse should be
nolified. Staff recelved a copy of interventions for
aach resident daily. A post lest was compleled,

On 08/1214 al 1:37 PM, SRNA #8 verified
through Inlerview that hefshe recelved recent
educallon regarding care plans, If staff Is unable
lo foltow the plan of care, the Charge Nurse
should be nolified immediately. Access to the
resldenl's plan of cara s through the Accunurse
syslem and slaff received printed informalion.
The Accunurse system will alert stalf lo any
changes In a resident’s plan of care, SRNA#8
also verilied Ihat hefshe completed a post lest
after Inservice iralning,

On 08124 at 2:40 PM, the DON verifled
lhrough inlerview thal she began educalion with
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licensed slaff on 08/01/14 regarding medication
administratfon and avallability. The slaff was
raquired {o complate a post lest.

On 06/12/14 at 2:50 PM, RN #3 verliied through
Interview thal he/she had recelved recent tralining
on medication avallabllity and adminlstration.
Repoits {hat medicalion avallabliity was covered
lo include checking the EDK box, calling the
phatmacy and If unabla {o obtaln the medicallon
In a timely manner, the physlclan should be
notified. RN #3 slated thal medication avallabiily
was 100% belter. If a medication supply is
gelling low, the slicker should be pulled and
faxed lo pharmacy. Madlicallons were usually
reordered when a three (3) day supply Is left.
Stalf Is to nolify the physician If there are
problems obtaining a medicatlon or {f the resident
reluses a madication. RN #3 also verifiad the
receipt of educalion regarding cara plans. Staif
should always follow the care plan and if unable
should nolify the physiclan as well as the DON,
Care plans were updated by an RN and SRNA's
care plans were updated by the RN ar the DON.
SRNAs use the Accunurse syslem to access
information regarding a resident's pian of care. If
a SRNA is unable lo follow the care plan for a
resident, the Charge Nurse or Adminisiralion
should be notified.

On 06/12/14 at 3:08 PM, LPN #5 verified through
Interview ihat he/she had recelved recent
aducalion on medication avallabillty and
administration. A post last was compleled alter
raceiving Inservice Iraining. If 8 medicalion Is not
available, the EDK box should be checked and If
the medicatlon is nol availaile there, the
pharmacy should be called lo get the medication
STAT and the physiclan should bs called for
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additional orders, Reordering resident
medications should be done when thera Is a three
(3) day supply of the medication left. The sticker
should be pullad, placed on the reorder form and
faxed to the pharmacy. LPN #5 revealad thal
medicalion availability has Improved, The LPN
verilied lhat hefshe has received recant education
regarding care plang, If staff Is unable to follow
the plan of care for a resident, the Charge Nurse
should be nofified and will alert the DON and the
physician. The compuler or the Accunurse
syalem can be ullized to view the resldent's plan
of care.

On 068/12/14 at 3:34 PM, the pharmacy
reprasentalive verilied through intarviow that he
and Certified Pharmacy Technicians complated a
MAR to medicalion cart audite for all residents on
06/02/14 and 08/09/14.

On 08/12/14 at 4:20 PM, an Interview with tha
DON and the Administrator, revealed omissions
on the June 2014 MAR for Resldent #16 on
06/056/14 =t 3:00 PM of a dose of Lorlab and a
2:00 PM dose of Lyrica Indlcated the medications
ware not adminlstered by LPN #1. itwas
revealed that LPN #1 was terminated related i¢
the medication errors, On 06/11/14 at 5:00 AM, a
dose of Levolhyroxine was not documentled as
given by RN #4 and disciplinary aclion was
pending related o the omisslon on the MAR.

On 06/12/14 at 4:62 PM, the DON and the
Adminisirator were interviewed regarding
omiasions on tha June 2014 MAR for Resldent
#18. Reviaw of the June 2014 MAR reveaied no
documenitatlon for a 7:00 AM dose of Zantac on
06/09/14 and 6:00 PM doses of Depakole on
06/07/14 and 06/08/14,
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Interview on 06/12/14 al 5:16 PM wilh LPN #3
revealed that he/she had givan the Zantac lo
Resldent #18 on 06/09/14 bul falled to document
Iton the MAR. The LPN stated she had signed a
disciplinary actlon five (6) minutes prior o the
inlerview.

fnterview on 08/12/14 at 5:24 PM wilh LPN #4
revealed that he/she had glven the 5:00 AM )
Dapakote dosea to Resldent #18 on 08/07/14 and
06/08/14 but failed lo document the
adminislcation an the MAR. Further Interview
revealed the LPN recaived disciplinary aclion
thirly (30} minutes prior to the interview.

Interview with the DON on 06/12/14 al 6:48 PM,
ravealad that tralning and education ware
provided lo slaff as a part of a disciplinary acilon,

interview wilh the Adminislrator, on 06/12/14 at

§:60 PM, revealed that an additlonal, 3rd, MAR
check was added on 08/12/14 lo' include staff at
shift change checking MARs for omissions,

interview with Ihe Administrator, on 06/13/14 at
9:15 AM, revealed that an addlitlonal, 3rd MAR
check was Iniliated on 08/12/14, The Meadical
Direclor was nolified and participaled In a QA
mesling/conference call regarding the plan.

Interview with the Administrator, on 06/13/14 at
10:28 AM, revealed that LPN #4 had not worked
and had been out of lown and Ihat disciplinary
action was provided upon the first day of her
relurn lo work.

Interview with the Adminislrator, DON and
Reglonal RN, on 06/13/14 at 10:60 AM, revealed

FORM CMS-2567(02.99) Previous Verskons Obsolste Event ID:4FT211

Facliity 10; 100089 If conlinuation shest Pags 20 of 188



DEPARTMENT OF HEALTH AND HUMAN SERVICES

FRINTED: 07/18/2014
FORM APPROVED

does not require the faciilty to provide a privala
room for each raskient,

Excepl as provided in paragraph (e)(3) of this
seclion, Ihe residan! may approve or rafuse the
release of personal and clinlcal records to any
individuai outside Iha facility,

The residanl's right lo refuse release of personal
and clinical records does not apply when the
resident is transferred to another health care
Instilution; or record release Is required by law.

The facllity mus! keep confidential all information
containad In the resident's records, regardiass of

protected  for  personal  pivay  and
confidentiality of their clinical receeds. No
concerns were identified.

[+] ic wre

nof recur;

Beginning 5/28/2014, the DON reeducated alt
licensed nurses on protecting cagh residents'
right to personal privacy and confileatiality of
their clinical records. No licensed nurse wil
work afler 07/08/2014 without lew-ing this re-
education by the Dircctor or Nurstyg, Assistant
Disector of Nursing or Unit Manage:r.,
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FREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECYIVE ACTIONEIHOIL DBE COMPLETION
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DEFICIENCY)
F

F 167 | Continued From page 29 F16T) Gts, 483, 75000 PERSONIL
the medicalions for Resldent #18 were avaflable PRIVACY/CONFIDENTIALITY oF
on the cart for edminlslration. Staff inlerviews RECORDS
reveal that the medlcations were administered
and available on 08/07/14, 06/08/14 and 06/09/14 ve aclion e
and disciplinary aclion was adminlsiered the alteged deficient practice;
according lo the AOC. The number of plils
avaifable on the medication cart on 06/43/14 On 5/28/2014, the DON obsenad tbe dased
appeared lo be adequale based on the date of MARs of Resident #6 and 14 mB. ddemined
delivery, their right 10 personal  privecy  esd

F 184 | 483.10(0), 483,76(l)(4) PERSONAL F164| confidentiality of their clinical :records had

$8=D | PRIVACY/CONFIDENTIALITY OF RECORDS LG
The resldsnt has the right to personal privacy and C:i“ 5!2!(1{2014, ) ':2 and !;‘I;N #1 were re-
confidentiallty of his or her personat and ciinical ecucaled on protecting residents’ personal
racords, privacy ond confidentiality of their clinieal

Tecords, per Direcior of Nursing,

Personal privacy Includes accommadalions, is inl o bea
medical trealment, wrilten and telephone
communicalions, personal cars, vislts, and On 5/28/2014, thc DON observed dhe VAR s of
meetlings of family and resident groups, but this all residents to ensure residents riglus are

the form or storage methods, except when How the fcility plans o monitor_ s
reisase Is required by transfer to another perfonnance. to ensure that_sohejmns for the
healthcare Inslitulion; law; third party payment alleged deficient practice gro sustained;
|
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F 164 | Conlinued From page .30 F 184| Beginning the week of 6/26/2014, the DON,

conlract; or the resldent.

This REQUIREMENT fs nol met as evidenced

y:
Based on obsarvallon, Inlerview, and review of
1he facility's policy, it wers delermined the facility
falled to ensure each rasidenl’s right to personal
privacy and confidentisitliy of thelr clinlcal records
for two (2) of seventeen (17) sampled residents
(Resideni #6 and #14), Resident #8 and #14's
Medication Adminlstralvon Recard (MAR) was laft
open and in plaln visw onlhe medicallon cart,

The findings inciude:

Review of an undated piolicy, litled Medicatton
Administrallon, revealed (o pravide privacy as
appropriate.

Revlew of a policy tilled Qualily of Life - Dignity,
last revised Oclober 2009, revealed siaff shall
malniain an environmemt lh which confidential

clinlcal Information is prolected.

1. Observation, on 05/i8/4 at 10:47 AM,
revealed a medication cz2rion Hall #2 with the
MAR open and on lop of the car. Resldenl #6's
MAR was in plain viewof slaif and visilors that
were passing by the mediicatlon cart, Licensed
Practical Nurse {LPN) £2 was passing
medications and was In @& residant's room with the

door closed.

interview wilh LPN #2, am 05/28/14 at 10:60 AM,
revealed she did not nocanally leave the resident’s
MARs apen o view due tto resident privacy. She
staled, "It was a fluke en my parl’, the MAR

should never ba left in view. She staled she

ADON, MDS Nurse or Unit Msenager will
observe MARs five (5) times per week for
twelve (12) weeks to ensure resident’s righis
are prolected for personal privacy nnd
confidentiality of their clinfcal records. Resuks
of these observations will be forwarded to the
facility Quality Assurance Performance
Improvement Committee for review and
recommendation for at least three inonths. i
at any time concerns are identified, the QAP
commiitee will convene to review and make
further recommendations as needed. The
QAPI committee will consist of at a minimum
the Administrator, Director of Nursing,
Assistant Director of Nursing, Soctal Services
Dircetor, Dietary  Services Manager and

Business Office Monager with the Medical
Director attending at least quarterly,

07/11/14
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F 164 | Continued From page 31
usually coverad the MARs when sha was away
from the medication cart,

2. Observallon, on 05/28/14 at 11:15 AM,
revealed LPN #1 passing medicatlons, LPM #1
preparod Insulln for adminlstration to Resident
#14 and antered lhe resident’s room lsaving the
resldent's MAR exposed and In full view of
residents and staff that were in the area.

Interview with LPN#{, at the time, ravealed
rasldant informatien on MARSs was notl lo ba left in
viaw and she should have closed the MAR book
or covered the resldent's MAR,

Interview with the Asslstant Dirgclor of Nursing
(ADON), on 05/30/14 al 10:15 AM, revealaed she
oxpecled lhe residenls' MARs lo be kept privale
and nol [eft in full view of anyane passing by the
carl.

F 281 | 483.20(k)(3)(1) SERVICES PROVIDED MEET
$5al | PROFESSIONAL STANDARDS

The sarvices provided or arranged by the facllly
must maat professlonal slandards of quality,

This REQUIREMENT s nol met as avidenced

y:
Based on Interview, record review, and facility
pollcy review, and review of the Kentucky Board
of Nursing Advisory Opinion Stalemant, AOS #14,
it was delermined the facllily falled to provide
sefvicas, In accordance with acceptable
standards of praclice related lo following
physiclan’s orders, for len {10) of seventeen {17)
samplad residents (Residenls #2, #3, #18, #10,
#11,112, 113, 114, I15 and #18 }, and one (1)

F 164

IF 281
481.20(K)(3)()) SERVICES PROVIDED
81 MEET PROFESSIONAL STANDARDS

rrective ce i cOrte
the allepe jent ti

Resident #11 expired on 05/2472014 a1 the
facility.

Residemt #12 discharged home from the
facility on 05/31/2014.

On 6/4/2014, an observation of the MARs and
medication ohservation for Residents #2,1, 6,
10, 13, 14, 15, and16 and Resident A noted
medications were administrated us ordered ond
trentments were administered per physicions’
order for resident #6. These observations were

innde per Director of Nursing,
1 ]
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unsampled resideni (Unsampled Residenl A). Qther residents had the potential to be affected,

Physlcian's orders had not been consislently
followed related to madicallon administralion and
physiclan ordered treaiments. It was determined
the facilily falled to ensura medications were
adminislerad as prescribad by thelr physiclan and
according to acceptable standards of praclice for
nine (8) residents; and, the facllity faliad to
provide a irealment as per the Physiclan's Order
for a wound draln site for one resident.

On 05/28/14, the physictan ordered Rasident #10
to receive a "now" dose of Potassjum 40
mitiaquivalents {(meq)., Howaever, the facilily falled
to administer the medication until 05/30/14, The
resident was sent to the hospilal on 06/30/14 and
diagnosed with Hypokalem!a (low potassium).

On 05/21/44, the physiclan ordered Resldent #11
lo raceive Solu-Medro (slerold) 40 milligrams
(mg} Intramuscular (IM) end Levaquin (aniiblatic)
600 mg Intravenously (IV) every 24 hours "slat”
(immedialely), However, the facllity failed to
administer the medication until 05/22/14. The
resident expired on 05/24/14.

On 06/06/14, Resident #12, who had a selzure
disorder, was readmilled to the facilily wilh a
physiclen's order for Keppra (anil-selzure
medicallon) 600 mg twice a day. However, the
facliily felled to adminlster the medication from
05/05/14 through 05/08/14 for a lotal of six (6)
doses. The resident had another selzure on
05/08/14 and was hospllalized. The rasidenl
raturned to the faclllly on 05/13/14, with a
Physlclan's Order {o change the milligrams from
600 mg to 1600 mg twice & day., The facllily
administerad 500 mg (should have been 1000

my) twice a day from 05/13/14 through 05/31/14

On 5/31/2014, he Director of Nursing, a
consulting Dircctor of Nursing, and the
Regional Nurse Consullant sudited physician
orders for the previous thiny (30) days o
assure all orders were corregt on the MAR.
Any discreponcy was clarified with the
physician and written comrectly on the
Physician Orders.

On  6/22014, wo ropresenintives from
Omnicare Phannacy completed a Medication
Administratfon Record (MAR) to Medication
Cart Audit for all cument residenis to ensure all
medications are available for administration
per physicians  order.  Any  medication
identified as not available and not in the
emergency drug kit was scnt siat (o the
pharmacy for immedinte delivery.

On 6/3/2014, the DON audited TARs for all
current residents to ensure all freatinents were
completed per physicians' order, All
treatments were completed as ordered,

On 6/1/2014, Regional Nurse Consultant
(RNC) re-educated the DON on “Medication
Availability" protocol, which states the
procedure to follow for physician notification
when medications arc not available to be
adwinistered per physicians order, and post
test completed,
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with Licensed Nurses on "Medication
Availability” and post test titled “Medication
F 281 | Conlinved From page 33 F 281( Availability", which states the procedure to

(lolal of thirly five doses).

The physiclan ordered Resldenl #14 o receive
Pancrelipase 5000 Units every meal and prior lo
bedlime. Howaever, the facllily falled to administer
the medication on 05/19/44, 08/21/14, 06122114
and 05/28/14 for a total of fourlaen (14) missed
doses,

Resident #15, who had a dlagnosls of chronic
pain had & Physiclan's Order to recelve Fentanyl
Patch {narcolic paln relisver) 26 microgramsshaur
(mcg/hr), lo be changed evary sevenly-two {72)
hours. The facllity failed to adminisler the
palches on 06/06/14, 05/26/14 and 06/20/14
which resulted in the resident not having a paln
palch in place for elght (8) daya. The reslkdent
voiced complaints of gevere pain.

Tha physiclan ordered Resldant #186 to receive
Torsemida (dluretic) 30 mg dally, Allopurinal (for
Goul) 50 mg dally, Aspirin {salicylate) 81 mg
dally, Neurontin (aniiconvulsant) 400 mg by
mouth three (3) times dally, K-Dur (electroiyta
supplement) 40 meq thrae (3) imes dally,
Ciindamycln (antibiotic) 300 mg three (3) times
dally for ten {10) days (lo end on 056/09/14),
Vancomycin (antiblatic) one (1) gram twice dally
for seven (7) days (with last dose on 05/23/14)
and Percocet (2nalgesic) 10-326 mg avery elght
(8) hours routine. Howevar, the facilily falled {o
administer the medication consistently.

On 05/16/14, Resident #2's physiclan ordered
Ditiucan 100 ing by mouth every day for five (5)
days for a yanst rash, The facllily falled to
administer the medfcation from 05/49/14 through

05/22/14.

follow for physician notification when
medications are not available (0 be
administered per physicians order of physicion
orders were unable to be followed including
treatments.  This training will be completed
with all licensed nurses by the DON, The
DON will re-cducate and validate competency
with Assistant Director of Nursing (ADON),
MDS Nurse (MDS) or Unit Manager before
they initiste re-cducation with the licensed
nurses, No licensed nurse will work afier
6/4/2014 without having had this re-education
and competency iest,

On 6/13/2014, the protocol titled “Medication
Availability” and post test were added by the
DON to the new hire packets for Licensed
Nurses to educate them during orientation on
the system in place to follow for physician
natification when medications are not available
ar trealments are unable to be completed per
physiciens order,

Beginning the week of 6/9/14, Omnicare
Pharmecy sudited ol current residents’ MARs
ond compare to the medication available in the
medication cart for each resident one (1) time
per week for four (4) wecks on 6/9/2014,
6/16/2014, 6/23/2014, and 6/3072014 and then
will be completed every two wecks for cight
(8) weeks by Omnicore to assure all
medications are available. Any deficiency
identificd will be comected immediately.
Beginning the week of 6/9/2014, the DON,
ADON, MDS Nurse or Unit Manager will
audit Treatment Administration Records
(TARs) five (5) times a week for twelve weeks
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to easure that treatments are completed per
F 281, Continued From page 34 F281| physicians’ order. Any deficlency identified
The physician ordered Resident #3 lo recelve Will be comected immediately to include
Norvasc (blood pressure} 10 mg every day. The ‘m’]““‘“f“’;""““ﬁ:‘.'"”“.l":e”fhy"""“" The
faclity falled (o administer the medioation from ol Qe Aeoanes forwanded o the
05/23/14 - 05/29/14 for a total of seven (7) o Savnes,, Petibmance
missed dosas mprovement Committee for review and
4 recominendation for at beast three (3) months.
IT at any time concerns arc idcntified the QAPI
The physiclan ordered Resident #13 lo recalve committee will convene to review and ?nake
Buspar (anlianxisly) 6 mg per PEG {ube Iwice further recommendations as needed. The QAPI
daily routine. The faclilly failed to adminisler the committee will consist of at & minimum the
madicalion from 06/24/14 through 06/27/14, fora Administrator, Director of Nursing, Assistant
lotal six {6) missed doses. Director of Nursing, Social Scrvices Direstor,
Dietary Services Manager and Business Office

The Physiclen ordered Unsampled Resldent A {0 Manager with the Medical Director attending
recelve Amladipine Beaylate {blood pressure at feast quarterly.

madication) 10 mg Tablet, give one {ablet by
mouth delly. However, observallon of a

medication pass on 05/29/14 revealad the 011114
medication was not avallabla for adminlstration
and the physlclan order was not followed,

On 06/13/14, the physiclan ordered Rasldanl #8's
wound drainage silea lo be cleansed wilh normal
saline/soap and pal dry every shift. The facllity
failed to provide the treatments 06/13/14 thraugh
06/1814 on the 6a-Bp shilt,

The facility's fallure lo administer medicallon and
provide lrealment per professiana) standards of
quallly of care and per Physiclan's Orders has
caused or Is fikely lo cause serlous harm, injury,
Impalemeni, or death lo a resident. immediate
Jeopardy was Identifled on 06/02/14 and
delermined to exist 05/06/44, The facilily was
nolified of he Immediate Jacpardy an 06/02/14.

The findings Include:

Interview with the Adminislralor, on 08/02/14 at
4:36 PM, revealed the (acility based their
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standards of practice on lhe I{entucky Board of
Nursing as well as the facllity's policy, tilled
Medicatlon Shorlages/Unavailable Medications.
Review of the facilily palicy and procedure titled,
"Medicalion Shortages/Unavailable Medications"
last revised 01/01/13, revealed actions to take
lipon discavery that the facllily has an Inadequate
supply of medication lo administer to a resident
Included slaff taking Immediate actlon to oblain
lhe medication. If a medication shorlage was
discovered during normal Pharmacy hours, the
nurse should call the pharmacy to delormine lha
slatus of the order. If the medicalion has nol
been ordered, ptace the order or raorder for the
next scheduled dellvery. If the next available
delivery causaes delay or a missed dose In the
resident's medicatlon schedule, ablain the
madicallon from the Emergency Medication
Supply lo administer the dose. If the medlcation
was not available in the Emergency Medicalion
Supply, notify the pharmacy and arrange for an
emergency delivery. If a medication shortaga
was discovered aller normal pharmacy houre,
staff should oblain the ordered medication from
the Emergency Medication Supply and if It was
not avallable In the Emergency Medicalion
Supply, the nurse should call the pharmacy's
emergancy answaering service and request to
speak wilh Ihe registarad pharmacist an duly lo
manags the plan of acllon. Tha aclion may
include emergancy dellvery or the use of an
emergency (back-up) third parly pharmacy. If an
emergency delivery Is unavailable, the nurse
should contact the altending physiclan to obtain
orders of direclions. If the nurse was unable to
obtaln a respanse from the atlending

physiclan/prascrlber In a timely manner, the nurse
should nolily the nursing supervisor and contact
the facilily's Medical Direclor for ordersidirection |
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while making sure to expfain the clircumstances of
the medicallon shorlage, When a missed dose ia
unavoldable, the nurse should documant the
missed dose and the explanation for such missed
dese on the MAR or Treatmenl Administration
Reacord {TAR) and In the Nurse's Notes per facllity
policy. Such documentation should include a
descripllon of the circumstances of the
medicalion shortage, a descriplion of he
pharmacy's response upon noiification and lhe
actlon(s) laken,

Reviaw of the Kenlucky Board of Nursing
Advisory Oplinlon Statemant, AOS #14, [ast
revised 10/20/10, revealed "Reglstered Nursing
Praclice” and "Licensed Praclical Nurse" ware
expected to administer medication and treatment
as prescribad by physiclan, physician asslstant,
denlist or advanced practice registered nurse.
Compaonents of madicatlon adminlatralion
Include, but are nol limlled to: Preparing and
giving medication in the prescribad dosage, route,
and frequency, Including dispensing
medications",

1. Record review ravealed the facifity admitled
Resident #10, on 05/16/14, wilh diagnoses which
Included Dlarrhea and Diabeles.

Reviaw of rouline laboratory lest resulls,
conducled on 056/20/14, revealed iha resident's
Potasslum level was 3.2 milimalesi/Liter {mmol/L)
and the normal value was beiween 3.6-5,50
mmol/L. On 05/21/14, the resldenl was placed on
intravenous flulds (IVFs} at 756 milhour to end on
06/27/14 and B "now" dose of Potassium 40
miitequivilant (imeq) was administered. The
Polasslum level was rechacked on 05/22/14 wilh
a result of 3.5 mmollL,
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Review of a Physlclan's Order, daled 06/29/14 at
8:40 PM, revealad an order from the physiclan lo
meadicate the resldant with Potassium 40 meq
"now”. Review of the May 2014 MAR revealed
the Polassium dose was not administered on
06/29/14, according to the physiclan's order.
Further review revealed the Potassium was not
administered untl 05/30/14 at ©:00 AM by LPN
#4,

Interview with Licensed Praclical Nurse (LPN) #3,
on 056/31/14 at 3:30 PM, revealed she was
responsible to iranserlbe Physiclan's Qrders onto
{he MAR and (o adminlstar medicatlons per the
Physician's Orders, She slaled she should have
placed the medication order on the MAR and
administered the medication at thal ime because
il was a "now” order but she forgot,

Record reviaw revealed a repeal polaasium level
was cbtalned on 06/30/14 at 1:46 PM and the
resull was 2.4 mmoliL {(normal 3.6 lo 5.0). The
Iab result was phonad lo the Physiclan's Assislant
{PA) at 6:09 PM by the lab stalf. An order was
recelved at 8:30 PM ta send the resident lo the
emergsncy room for evaivallon. The resident
was evaltsated In ihe Emergency Dapariment on
056/30/14 at 8:60 PM and was subsequently
admllied into the hosplial with diagnoses of
Hypomagnesemla and Hypokalemla.

2. Closed record review revealed the facility
admitled Resident #11 on 07/01/12 with
diagnoges which Included Congeslive Heart
Fallure (CHF) and Chronic Obstructive
Pulmonary Disease (COPD).

On 06/21/14 al 10:67 PM, per Nursing Notes,
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|.PN #6 assessed the resident and noted the
rasldent was expariencing labored brealhing.
The Advanced Praciitioner Reglstered Nurse
{APRN) was notified on 08/21/14 at 11:30 PM and
"slal" orders ware recelved to madicale the
resident with Solu-Medrol 40 mg Intramuscularly
{IM), and Levaquin 500 mg IV every 24 hours,
Revlew of the May 2014 MAR and Nursing Noles,
revealed the medication was not adminlstered
slal on 05/21/14 as per the physiclan’s order but
was administered on 06/22/14 at 6:49 PM
approximalely asventeen (17) hours later.

Further revlew of the Nurse's Noles, daled
06/24/14 at 8:24 PM, revealed the resldent was
noled to have a fixad faclal expression,
Cardiopulmonary resuscilelion(CPR) was Initiated
and continuad untll Emargency Madical Services
(EMS) artived. Resuscltalion was unsuccessful
and the resident explred.

Interview conducted with the Adminisiralor, on
06/30/14 at 3:20 PM, revealed lhe oncoming
licensed staff falled to obtaln the slal Solu Medro|
which was in the EDK box and adminlster the
medicatlon.

3. Record review ravaaled the facility admitted
Resident #12 on 04/30/14 with a dlagnosis of
Posl Traumatic Selzuras,

According lo a Nurse's Nole, dated 05/02/14 at
7:27 PM, Rasident #12 had a selzura at 11:45 AM
(same date). Review of a Nursaa Nole, daled
06/0514 at 6:63 AM, revealed a new ordar was
received from the APRN to lranaport the resident
to the emergency room for evaluation and
treaimenl, The resident was transported by

Emergency Medlcal Services (EMS) at 6:46 PM.
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Resldent #12 was admiited 1o the hospital,
Raview of a Nurse's Nole, daled 05/08/14 al 5:38
PM, revealad Resldent #12 was readmitled to the
facliity with readmisslon orders lo adminlster
Keppra 600 mg by mouth (wice dally.

Raview of the May 2014 MAR revealed the order
was handwrillen on the MAR as Keppra
{levetracetam) 500 mg by mouth twice datly and
lo recelve tha first dose &t 9:00 PM on 05/05/14.
Howaever, further review reveaied thera was no
documentiation on the MAR thal the Keppra was
adrninlstered iwice dally per the physlclans order
after the resident's readmisslon to the facliity on
05/05/14 through 05/08/44 (a lotat of seven (7)
doses) and no documentalion as to why the
medication was not administered according fo the
physiclan's order or If the pharmacy was nolilted.
Further review of the Nurse's Noles revealed an
06/08/14, {ha resldent experienced another
selzwre and was lransported back to the
emergency room and was admilted again.

intarview with the Administralor, an 08/01/14 at
10:30 AM, revealed after raviewing the MAR thal
it appeared the Keppra wasn'l given,

Review of the Admission Orders, dated 05/13/14,
ravealed an order for Keppra 600 mg tablels,
1000 mg twice dally on readmission; however,
review of the May 2014 MAR revaealed the
resident recelved Keppra 600 mg twice a day
from 05/13/14 through 0531714 (hirly-five
{356)doses) Instead of the 1000 mg twice a day
per physictan's order.

Inferview wilh the Advanced Praclical Reglstered
Nurse (APRNY), on 06/02/14 at 1:26 PM, revealed
on (6/13/14 tha discharge medicatlons wera
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wriltsn by tha APRN for Keppra 1000 mg PO
fwice a day.

Intarview wilh the Direclor of Nursing, on
06102114 at 1:45 PM, revaaled the Keppra dosage
given 05/14/14 through 06/31/14 was Incorract.
The MAR was printed to read Keppra 600 mg by
mouth twice a day Inslead of Keppra 1000 mg by
moulh iwica dally.

4, Record review revealed the facility admitted
Restdent #15 on 07/03/12 with a diagnosls of
Chronic Pain. Revlew of a quarterly MDS
assessment, dated 04/02/14, revealed the facilily
assessed Rasldent #15's cognllion as cognitively
Intact with a Brief Interview of Mental Status
{BIMS) score of fourteen {14} which Indicated the
resident was Interviewable.

Raview of the May 2014 Physiclan Qrders
revealed an order for Fentanyl (analgesic} patch
26 megihr, to be changed every 72 hours,
Howaever, review of the May 2014 MAR revealed
the raaidant did not racelve histher Fentanyt palch
every three (3} days as ordered on 05/05/14,
05/14/14 and 05/29/14 which resulled In the
resident nol having a paln palch In place to
control hisfher pain for a total of elght () days.

Interview with Resident #16, on 05/30/14 at 11:30
AM, revealed he/she was currenily hurling "bad".
Assessmenl at the Uima, by the Assislance
Director of Nursing revealed lhere was no
Fantany| patch in place. Resident #16 was
unawsre he/she did not have a palch In place.
The resident stated the palch helped as he/she

always had pain.
Interview with LPN #3, on 05/31/14 at 3:00 PM,

F 281
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ravaaled Resldant # 15 did not have the
prascribed Fenlanyl palches available in Ine
medication cart drawer on 05/29/14 and another
time at the beginning of the month. Sha slaled
she called the pharmacy and was {old the
Fantanyl patch was not covered by the fesidenl’s
insurance but Morphine was coverad. LPN #3
stated she called the ARNP, who sald lhe
rasident had been on the Fentanyl for some {ime
and she wanted hinvher to have the Fantanyl
palch. LPN #3 stated Resident #16 had "Hit me
al the door complalning of paln and had never
complained of pain like that before and that's how
| knew [l was missed." She slated, “the
pharmacy whl not send a medication i I's not
covered by insurance and the residenls go a day

or two without",

5. Record review ravealed the facillly admilted
Resident #14 on 10/41/13 with dlagnoses which
included Diarrhea and Colon Reseclion. Reviaw
of the Quarterly MDS asseasmen, daled
04/24/44, revealed the facliity assessed Resident
#14 as cognilively Intact with a BIMS score of
{ourteen {14) which indicated {he resident was

Interviewable.

Review of ihe May 2044 Physiclan's Order,
revealed an order for Pancrealgia 5000 unils at
meals and before badlime. Howevar, review of
the May 2014 MAR revealed the resident did nol
racalve a tolal of fourteen (14) doses of
Pancrellpase (enzyme) 5000 unils on 05/19/14,
05/2114, 05122114 and 05/28/14 per the

physiclan's orders.

Interview with Resldent #14, on 05/26/14 al 2:25
PM, revealed heishe had not eceived the
medicallon and he/she did not know why as

F 281
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helshe had recelved this medicatlon for years.
The resident staled he/she was told that the
medical card would not pay for it

Interview with the DON, on 05/28/14 at 3:35 PM
revealed she was currently investigaling the
situation and hefshe had authorized the
pharmacy lo fill the medication and bill it o the

facillty.

6. Record review revealad the facllity admilled
Resldent #13 on 07/01/12 with diagnosis of
Imputse Conlrol Disorder. Review of a
Physician's Order, dated 05/24/14, revealad an
order lo administer Buspar {antlanxiely agent) 5
my per PEG lube twice dally rouline. Review of
tha May 2014 MAR revealed staff Iniiials were
circled on the MAR for 06/24/14 through 06/26/14
which Indicaled the madicalion was not given,
with no anlry for the 8:00 PM dose on 06/28/14.
The 9:00 AM dose on 05/27/14 had an Inltlated
clrcle on the MAR. Howsver, review of the back
of the MAR with LPN #2, revealed the pharmacy
was called on 06/27/14 al 9 AM 1o Inquire about
lhe medicatfon and was taold it wauld be In that
night but there was no documentatlon Indicating
the pharmacy had been celled prior to this or
documentation as lo why the medication was not
given. Revlew of the May 2014 MAR revealed
he medicalion was given on 05/27/14 at 8:00

PM.

7. Record review ravealed the facilily admitiad
Resident #16 on 08/19/13 with dlagnoses which
Included Gout, Diabeles, Below lhe Knea
Ampulation and Generalized Pain. Review of a
Quarlerly MDS assessmenl, daled 06/01/14
revealed lhe facilily assessed Residant #16 as

cognllively intact with a BIMS scare of fifleen (15)
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which Indlcaled the resident was Interviewable.

Review of the May 2014 Physiclan's Orders
revealed orders for Torsemide {diuretllc) 30 mg
daily, Allopurinel (for Gout) 50 mg dally, Aspirin
(saficylale) 81 mg daily, Neurontin
{antlconvulsanl) 400 mg by mouth three (3) imas
dally, K-Dur (elecirolyle supplement) 40
milllequivilant three (3) times daily, Cliindamycin
(entiblotic) 300 mg lhrae (3) limes dally for 10
days {lo end on 06/09/14), Vancomycin
(antiblotic) one {1) Gram twlice dally for seven (7)
days (with last dose on 06/23/14) and Percocet
{analgesic) 10-3256 mg every elght (8} hours
routine. Review of lha May 2014 MAR revealed
{he boxes ware blank and there was no
documentation to Indlcata If the medicatlon was
given or not on the MAR for these madicalions on
these dates:; Torsemide 30 mg on 06/18/14,
06426114 and 06/31114, Allopurinol 50 mg on
05/14/14 and 05/26/14, Aspirin 81 mg on
051114 and 05/20/44, Neuroniin 400 mg on
05/17/4, 05/20/14 and 05/31/14, K-Dur 40 meq
on 05/01/14, 05/08/14, 05/08/14, 05/00/14,
06/13114, 05/49/44, 06/20/14, 05/27/14 and
05/34/14, Clindamycin 300 mg on 05/02/14 and
05/08/14, Vancomycln on 05/20/14 and Parcocel
on 05/18/14, 05/20114 and 06/31/14.

Interview wilh Resident #16, on 06/02/14 at 2:23

PM, revealed the rasident repcried the.presence

of paln whils nol recelving histher medicallons as
ordered.

Inlerview with lhe DON, on 05/29/14 al 1:10 PM,
revealed if a medication or {reatment wasn't
documented, It wasn't done.

8. Observallon of a medication pass performed
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by Licensed Practical Nurse {LPN) #3, on
05/29/14 at 8:40 AM, revealad Amlodpine (bleod
pressure medicallon) 10 mg was not
administered to Restdent #18 as ordered
because the medicalion was not available In the
maedication cart.

Review of Residenl #18's Physlclan's Crdets,
dated 05/2014, revealed Amlodipine Besylale 10
mg Table), give one {ablet by moulh dally,

Review of tha May 2014 MAR ravealed
Amiodipine 10 mg on 05/15/14, 05/16/14,
05/1914, 05/23/14, 06/24/14, 05/26/14, 06/26/14,
056/27/14, 05/28/14 and 05/28/14 (lotal of ten
dosas) was initial and circled. There was no
documentation on the back of the MAR o
indicale the rationale for the madication not being
administered or If the pharmacy was nolifled,
Additionally, Resldent #18 did not receive
Pantoprazole 20 mg elaven (11} times per the
May 2014 MAR. The MAR revealed Inilials
clrclad Indicating not receivad on 06/12/14,
0513114, 08116114, 06/16/14, 06/19/14, 0672314,
06/24/14, 06/26/114, 06/26/14, 05127114 and
06/28/43. The back of the MAR revealed six (8)
days documentatlon for Panloprazole not
avallable on May 131h, 23rd, 24th, 26th, 281h and
27lh, The live (6) remaining missed doses had
no documentation lo Indicale the reason the
madicatlon was not adminislered, There was no
documentation indicaling if pharmacy was noflfied
the medicatlon was not avaliable for
adminlatrallon.

Interview conducled with LPN #3, on 05/29/14 al
9:30 AM and 10:25 AM, revaaled she was nol
aware the resident was oul of this medicallon

untll she was dolng the medicatlon pass. She

F281
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slated she would check the Emergency Drug Kit
{EDK) box to aea if It would be In there lo give,
then call the pharmacy lo ses whal Ihe lssue was.
LPN #3 reveaied aRer checking wilh the
Pharmacy she was Informed the last ime
Amlodipine was delivered was on 04/06/14,

9. Record review revealad the facility admilted
Resident #3 on 07/01/12 wilh a diagnosis of
Hypartanelon, Review of @ Physiclan's order,
daled May 2014, revealed an order to administer
Norvasc (biood pressure) 10 milligrams {mg)
avery day. However, revlsw of the May 2014
MAR reveaied this medicalion was initjaled and
clrcled from 06/23/14 {hrough 05/26/14 {saven {7
doses) which Indicated the medication was not
given and no documentalion on Ihe back of the
MAR to [ndicate why it was not given and if the
pharmacy had been notified.

10. Reacord revisw revealed the faciily admitted
Resident #2, on 07/01/12, with diagnoses which
included Spina Bifida and Obesily. Review of the
Quarterly Minimum Data Set (MDS) assessmenl,
daled 03119/14, revealed the facilily assessed
Resident #2's cognition as cognitively intact with a
BIMS score of fifleen (16) Indicating the resident
was Interviewable.

Review of the Physliclan's Order, daled 05116114,
revealed an order for Diflucan 100 mg by mouth
every day for flve {6} days for a yeast rash,
Howaever, a review of the May 2014 Medicallon
Adminlslrallon Record (MAR) revoaled the
maedicalion was not Inlllaled/documented as given
on 06/19/14 through 06/22{14 and there was no
documenlation Indicating the pharmacy was
nollfied.
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lnlerview with Licensed Practical Nurse (LPN} #1,
i on 06/28/14 at 11:16 AM, verified the medicallon
was nol available for adminlstralion and that it
wae nol avallable for adminisiration the lasl lime
she passaed medications a {few days ago,

Inlerview with Res(dent #2, on 05/31/14 at 4:00
PM, revealed he/she had not recalved the
tnedication.

11. Record review revealed the facillly admilled
Resident #8 on 05/13/14 with diagnoses which
included Hyperlenslon. Review of a Physiclan's
Order, dated 06/13/14, revealed the Jackson
Pralt {JP) drain sites were to be cleansed with
normai saline/soap and pal dry avery shilt.
Howavaer, review of lhe May 2014 Treatment
Administralion Record {TAR) revealed no
documented evidence the treatmants were

' parformed on the 6a-6p shifl on 05/13/14 through
06/18/14.

Intorview with LI?N #1, on 05/28/14 at 3:25 PM,
revealed the order for lhe cleansing of the wound
drainage slta was nol on the orlginal TAR and she
did not do it. He/she reporied that the TAR was
corrected the following Monday morning
(05/19114).

Post Survey [nlerview conducted on 07/02/14 at
3:30 PM wilh LPN #4 revealed nurses should
follow the slx (6} rights of medication
administration relaled to right resident, right
madication, right time, right dose, right route, and
right lo receive. The LPN staled when they
Identify a medication Is gelling low they have lo
peel off the slicker fram the label and send it lo
the pharmacy. The LPN revealed the medication
should come in thal night's tote unless there were
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Insurance or prescription Issues and then the
pharmacy would fax a paper staling the
medicallon could nol ba delivered. The LPN
staled if a medicalion was not available for
administration the pharmacy would be calied and
the Unit Manager would be notified. She slaled
she would document by Inltlaling the MAR and
circling her Initials and write the reason not given
on the back of the MAR. The LPN staled the way
she would find out If a medicalion was In the EDK
box was by gstling the list of medicalions that
was In the box and see I it was on the Hst,

Post Survey Inlarview conducled on 07/02/44 al
3:45 PM with LPN #3 ravealed nurses should
follow the eight (8) rights of medication
administration related to right resident, right
medicalion, right time, right dose, right route, right
documentation, right to refuse and rightlo
recelve. The LPN stated when they identily a
medication Is geliing iow, they remova the slicker
on the box and place i on a fax sheat and fax {o
the pharmacy. The LPN revealed if a medicalion
was nol avallable to administer the pharmacy
would be called and the Physiclan would ba
nolified. She stated she would go on the
computer and document In the Nurse's Notes
which medicallon wera not given and would inltal
and circle her Initials on the MAR. The LEN
staled she would look at the Hst kept in the EDK
box lo Idenlify if a medicallon was in the box,

Interview with the DON, on 056/20/14 at 1:10 PM,
revealed if medicalions ware nol avallabie for
administratlon for a resident, tha pharmacy
should be called. She staled medicalions could
be ordared STAT and lhe pharmacy could send
them from the back up pharmacy as negded.

The DGN further reported that if a medication or

F 281
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lrealment wasn't documented, it wasn't done.

A Post Survey Interview with the DON, on
07102114 al 9:20 AM, ravealed the nurses should
hava Initisled and circlad the box on the MAR I
the medication was not avatlable for
administration and should have documented on
the back of lhe MAR why the medicalion was nol
given. In addltion, she staled the nurses should
have notifiad tha pharmacy the medicatlon was
nol avallahle for adminiatralion and documanted
the pharmacy was nolified on the back of the
MAR, The DON slaled some of the residenls'
medicalions were not available due {o the
physician's Medicald number nol belng renewed
but others were because tha nurses had (alled lo
order the medicalion.

Interview with the Administralor, on 05/30/14 at
3:20 PM, revealed the [acility had been having a
problem with some of the resident’s medicalions
not being dslivered from lhe pharmacy duetoa
Physician needing to updatle his provider numbar.
She stated lhe prolocol was for the pharmacy lo
continue o send the medications until the
problem was resolved and the facllily was
currently working with the pharmacy on that.
Howaevar, when staff was unable o carry out a
physlelan's order, he/she would have expected
ihe stalf to report lo the nurse In charge, and
stated staff should have called the pharmacy and
checked the EDK box o ensure medicalions
wera avallable for adminlalration.

A Post Survey interview with the Administrator, on
07/04/14 at 9:45 AM, revealed the staff should
have documented on the MAR why a medicalion
was not given and If the madication was nol
avaitable for administralion the slaff should have

F 281
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decumented ihis on the back of the MAR and
also documenied thal pharmacy was mada
aware.

*The facillty Implemanted the following actions to
ramove the Immediate Jeopardy:

On 08/04/14, the physiclan was nolifled by the
Director of Nurging {DON) of medicalions not
administared according to physiclan‘s Order for
Resl;‘!:ms #3, 10, #11, 12, #13, #14, #115, #16
and #17.

On 05/31/14, the DON and a consulting DON and
the Reglonal Nurse Consullant (RNG) audiled
Physiclan Orders for lhe previous thirly {30) days
to assure all orders wara corract on the MAR.
Any discrepancy was clarified with the physician
and wrllten correclly on ihe Phyalclan Orders.

On 06/01/14, the RNC re-educaled tha DON on
“Medication Avallabliity” protocol, which slales the
procedure fo follow for physiclan nollfication when
madications are nol avaitatie lo be adminlstered
a3 per lhe physlcians order, and post test
completad.

On 08/01/14, the DON began educalion wilh
Licensed Nurses on "Medicallon Availability" and
post lest titlad "Medlcation Avallabllity" which
slales the procedure to follow for physician
nolification when medicatlons are not avallable lo
be administered per physiclan order. This
Irainlng will ke compleled with all licensed nurses
by the DON. The CON will educale and valldate
competency with the Asslstant Director of Nursing
{ADON), MDS Nursa or Unit Manager and the
licensed nurses. No licensed nurse will work

F 281
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aller 06/04/14 wilthoul having had this
re-educallon and compelency tasi.

On 06/02/14, two represeniatives from the
Pharmacy completed a Medlcallon Administration
Record (MAR) to medication cart aud)t for all
current rasidents te ensure all medications were
avaliable for adminisiration per physlcian order,
Any medicallon identifled as nol avaltable and nol
in the emergency drug kit was sent alal to the
pharmacy for Immediate delivery.

Beginning the week of 06/05/14, the Pharmacy
wilt audit all current residents’ MARs and
compare to the medication avallable In the
medication carl for each resident one {1} time per
week for four (4) waeks than every two weeks for
slght (8) weeks to assure all medications are
available. Any deficlency ldentlfied will be
corrected immadiately. The resulls of this audit
wiil be forwarded to the faclity's Quallly
Assurance Performance improvement (QAPI)
Commitles for review and recommandation
weekly unill the Jeopardy s remeved and then
monthly for at least three (3) months, If at any
lima concerns are identillad, the QAPI Commillee
will convens lo review and make furlher
racommendalions aa needed, The QAPI
Gommittes will consist of al @ minimum; the
Adminlsirator, DON, ADON, Social Services
Diractor, Dletary Services Manager and Business
Office Manager with the Medical Director
altendlng al least quarlerly.

An Ad-Hoc Quallly Assurance meeting (QAPI)
was hald on 06/03/14 lo review the slleged
deficlent practice and plan of removal with the
Medical Director, Adminisirator, Direclor of

Nursing, MDS Nurse, Soclal Servica Director,
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Housskeaping Supsrvisor, Director of
Rehabilitation, Distary Manager, Maintenance
Diractor, and Admisalons Coordinalor with no
further racommendallons made.

The State Survey Agancy validalad the corraclive
&cfions laken by the facillly as follows:

On 08/12/14 al 10:40 AM, LPN #4 verified
through Interview he/she had received recent
Inservica tralning on madicalion availablilly. If a
medicalion Is not in the madication cart drawer,
Ihe emergency drug kit (EDK) should ba checked
{o s0e If the medicalion s available there. If
Unavallable, the pharmacy should be called and
the madication will be delivered anywhere from
one-four hours for a "STAT" order. When there
are naw medicallon ordars for a resldent, the
medicallons are entered In the computer and
then a copy of the order Is faxed to the pharmacy
as well as a follow-up phone call to the pharmacy.
If a medication Is unavallable the physician Is
notified. Normal pharmacy delivery is made on
the night shifl. The MAR checks are done al the
end of shift for the opposile haliway. The DON
has also bean completing MAR checks to make
sure that medicatlons are not missed, For
madicatlon STAT orders, staff ara to fook in the
EDK, STAT from the pharmacy or if an urgent
need the resident would be sent out to the
hospilal. The LPN staled medicatlons have been
avallable recently for adminisirallon. Whan a
medication supply for a resldent gels down to 3-6
days, the sticker is pullad and a fax Is sent to the
pharmacy. i lhere Is an Insurance issue, the
pharmacy will sand medicetion for tha resldent
then will work lo resolva the lssue, LPN #4
varified he/she was providad recent educalion
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regarding Care Plans. I staff is unable {o follow
(ha resident’s care plan, the physiclan should be
notilled as well as the DON.

On 06/12/14 at 10;64 AM, RN #2 verified through
interviaw hefshe has besn aducaled ragarding
medicalion adminlsiration and avallabiilty. Ifa
maedicallon Is not avallable on the medicallon
cart, the EDK should be checked, the pharmacy
should be called and the physiclan notified of any
issues. RN #2 revealed through Interview he/she
was siliil in orlentation and was to receive
educallon on 08/12/14 regarding medicallon
ordera for a newly admliled realdent. She verified
there was a list of medications avallable In the
EDK box for staff raference. RN #2 variffed
through Interview thal he/she has recelved
education while In orlentation regarding Care
Plans. Acompular basaed educalion program
was provided in referance to cara plans and the
Accunurse system. Furlher Interview revealed
care plans ware changed by the RN for new
orders or changes In care. The DON and Charge
Nurss are notliied of any changes In the care
plan. RN #2 verified no problems with medication
availabliity since hefshe starled working al the
facilily two (2} days ago.

On 08/12/14 at 11:02 AM, LPN #9 (MDS Nurse)
verifled through Interviaw that she had recelved
Inservice tralning regarding medication
avallabllty, i a medicallon is not avaitable, the
EDK should be checked and the pharmacy
should be called. The physician should ba
nelified If a madication cannot be given at the
ordared lime. She staled she was unaware of
any recent [ssues with medication avallablily.
The process to reordar medicalions Is to pull the

slicker and fax It to tha pharmacy to gal the
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medicallon delivered. An order has lo be
received at the pharmacy by 5:30 PM in arder to
receiva he madication on the routine evening
delivery. Medicalion orders for new residents
should be faxed lo the pharmacy to assure
medicalion delivery, LPN #9 verlfied through
Interview he/she has racelved Inservice training
regarding care plans o include that care plans
are lo be followed and il the care plan cannot be
followed the DON and the physician should be
nolified. Itwas reporied that nurses updale care
plans and If a change is made with the MDS
assegsmanlt, revisions are mads at that ime by
the MDS nursa.

On 08/12/14 at 11:15 AM, LPN #3 verilied
through Intervlew thal he/she had racelved receni
sducation regarding medicalion avallability and
care plans, If there Is a new resident admission,
the pharmacy should be called to oblaln the
medicallons. The EDK should be checked to ses
i the medication fs available in the box. if there is
a problem gelling a medication, the physiclan
should be noliffed. LPN #3 denied any recenl
problems with medication avallabliily. To reorder
medications, the sticker should be pulled and
faxed to the pharmacy. As a rouline, staff should
be chacking lo make sure that medications ara
avaliable. LPN #3 reporied that staff need to take
the initiative to gal medicaticns belore the
sesidant runs aut. The LPN staled the pharmacy
is good about gelling STAT medications to the
faciiity. Staff should make sure thal they notity
the physiclen for any new orders or changes
related {o medicalions. LPN #3 verlfied that
helshe has received educallon regarding care
plans. He/she raporis {hal slaff need fo go by the
care plan and If something Is unavallable, the
Charge Nurse should ba made aware, If there Is

F 281 | Continued From page 53 F 281
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an Intervention on the care plan that cannol be
followad, staff need to call the DON and the
physiclan. LPN #3 revealed lhat care plan
revisions ware completed by the RN.

On 06/12114 al H1 :46 AM, SRNA #2 verifled
through interview that he/she has received recent
aducalion regarding Care Plans, Staff are to
access the Accunurse system lo check care
plans and any updales. He/she also reporis the
recelpt of dally wilten care plans for the
rasidents, If a problem with a care plan la
Identified or cannat be carrled out, the SRNA
would notlly the charge nursa. The SRNA care
plan Is updated by the DCN,

On 08/12/14 at 12:00 PM, SRNA#3 verified
through interview that he/she has recelved recent
educalion regarding Care Plans, Inservice
training was also provided regarding the
Accunurse systam and how lo relrieve the plan of
cara for & resident, Ha/she revealad the
Accunurse system alerts slaff when a resident’s
plan of care has changed. The DON updates the
care plan as neaded. Staff was required to
complete a quiz regarding educalion matsrial. If
slaff Is unable to follow a plan of care, lhe SRNA
should notify the Charge Nurse.

On 06/12/14 at 12:03 PM, SRNA #4 verifled
through Interview that he/she has recelved recent
educatlon regarding Care Plana. If a care plan
changas in the Accunurse system, slaff will be
alerted regarding the change. Staff also recelved
a copy of the rasident's plan of care. If tha SRNA
Is unsure about tha plan of care, hefshe should
nolify tha Charge Nurse. if the care plan cannot
be followad, the SRNA should contacl the Charge
Nurse. SRNA was required to complele a post
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tast on the covered Inservice materlal,

On 06/12/14 al 12:06 PM, SRNA #5 varifiad
through interview that he/she had recelved recent
educallon regarding care plans and completed a
post tesl. Further interview revealed lhe
educallon provided covered the Accunurse
Syslem and how to review the cara plan. Staff
were lo nollfy the Charge Nurse If tha plan of care
could not be followed. Slaff should follow lhe
chaln of command for reporling if the [ssue was
nol rasolved,

On 06/12/14 at 12:08 PM, SRNA#6 verified
through interview Ihat he/she had recelved recent
educallon regarding care plans, Staff were to
check the Accunurae syslem headsst for any
change In the plan of care for the resident, Staff
are also alerted of changes to the plan of care
through the headse!, Itis reporled that stalf also
receive a wrillen copy of the care plan. If siaff Is
unable lo provide residenl care as oullined in the
plan of cara, the Charge Nurse should be notified,

On 08/12/14 at 12:30 PM, SRNA #7 verified
through interview that he/she had raceived recent
aducallon regarding care plans and the
Accunurse system, Staff should use the
Accunurse syslem o review required care needs
for a resident. If there was a concern providing
cara for the resident, the Charge Nurse should be
nolifled. Siaff received a copy of Intervantions for
each resident dally, A posl test was completed.

On 06/12/14 at 1:37 PM, SRNA #8 verified
through interview that he/she recelved racent
educalion regarding care plans. {[ staff is unable
to foliow the plan of care, the Charge Nurse
should be notfled Immediately. Accass lo the
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rasldent's plan of care Is through {he Accunurse
syslem and slaff recelved printed Information.
The Accupurse sysiem will alert staff to any
changes In a rasident's plan of care, SRNA#8
also verllied that he/she complated a post test
aftar Inservice lraining.

On 06/12/14 al 2:40 PM, 1he DON verifled
through Intarview that she began education with
licensad staff on 08/01/14 regarding medication
adminlstration and avallabllity. The ataff was
raquired to complele a post test.

On 06/1214 a1 2:60 PM, RN #3 verlfied through
interview that he/she had received racent training
on medication avallability and adminisiratton.
Reports thet medicallon avallabllily was covered
to includa checking the EDK box, calling the
pharmacy and if unable to obtain the medicalion
In a imaly manner, the physlctan should be
nolifisd. RN #3 stalad thal medicatlon availablily
was 100% bslter. If a medication supply Is
geliing low, the sticker should be pufled and
faxed lo pharmacy. Medicallons were usually
reordarad when a three (3) day supply Is laft.
Stalf Is to notify the physician if there are
problams obtalning a medicalion or if the resldent
reluses a madicalion. RN #3 also verified lhe
recaipt of education regarding care plans. Slaff
should always follow the care pian and If unable
ghould notify the physician as well as the DON.
Care plans weare updaled by & RN; and, SRNA's
care plans wera updated by the RN or the DON.
SRNAs use the Accunurse systam lo access
Informatlon regarding a resident'’s plan of care. If
a SANA is unable lo follow the care plan for a
rasident, the Charge Nurse or adminisiratlon
should be notifled.
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On 0611214 al 3;08 PM, LPN #5 verified through
Intervisw thal he/she had recelved recent
educalion on medication avaliability and
administration, A post test was completed aftar
receiving Inservice lraining. If a medicalion is not
available, the EDK box should be checked and If
the medication Is not availabla there, the
pharmacy should be called to gel the medicalion
STAT and tha physiclan should be called for
additlonal orders. Reordering resident
medlcatfons should be done when thera Is a threa
(3) day supply of the medicallon left, The slicker
shouid be pulled, placed on lhe reorder form and
faxed o the pharmacy. LPN #6 revealed hat
medicallon avaiiabliity has Improved. The LPN
varified that he/sha has received receni educallon
regarding care plans. If staff Is unable lo follow
the plan of care for a resldent, the Charge Nurse
should be notifled and will aler! the DON and the
physiclan. The computer or the Accunurse
sysalam can be utiized to view the resident's plan
of care,

On 06/12114 at 3:34 PM, the pharmacy
raprasenlative verllied through Interview that he
and Cerlified Pharmacy Techniclans completed a
MAR to medication cart audils for all residents on
06/02/14 and 06/09/14,

On 08/12/14 al 4:20 PM, an intarview with the
DON and the Adminislrator, rovealed omissions
on the June 2014 MAR for Residant #16 on
08/06/14 ai 3,00 PM of a dose of Lortab and a
2:00 PM dosa of Lyrica Indicated tha medicallons
were nol administerad by LPN #1. It was
revealad that LPN #1 was terminated related lo
ihe medicatlon errors, On 08/11/14 al 6:00 AM, a
dose of Lavothyroxine was nol documentad as
given by RN #4 and disciplinary aclion was
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.| administration on the MAR. Further Inlerview

pending related to the omisslon on the MAR.

On 08/12114 st 4:62 PM, the DON and the
Administrator were Inlerviewed regarding
omisslons on the June 2014 MAR for Resident
#18, Revlew of the Juna 2014 MAR revealed no
documentatlon for a 7:00 AM dose of Zanlac on
08/09/14 and 5:00 PM doses of Depakole on
06/07/14 and 06/08/14.

Interview on 06/12/14 at 6:15 PM, with LPN #3
revealed that he/sha had given the Zantac to
Resident #18 on 06/09/14 but falled lo document
it on the MAR. The LPN stated she had slgned a
disciplinary aclion five (5) minutes prior o the
inlerview.

Interview on 06/12/14 at 5:24 PM, with LPN #4
revealad that he/she had given the 600 PM
Depakote doses to Resident #18 on 06/07/14 and
06/06/14 bul falled to document the

revealed the LPN receivad disclplinary aciion
thirty (30) minutes prior lo the interview.

Interview with the DON on 06/12/14 at 5:48 PM,
revealed thal iralning and educatlon were
provided lo stalf as a part of a disciplinary action.

Interview with the Administrator, on 06/12/14 al

5:50 PM, revealed that an additiona), 3rd, MAR
chack was added on 08/12/14 lo Inclide staff al
shift change checking MARs for omisslons.

interview wilh the Administralor, on 08/13/14 al
9:15 AM, revealed that an additional, 3rd MAR
check was Initlated on 068/12/14. The Medical
Director was nolliied and participated in a QA
meeling/conference call regarding the pian.
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Interview with the Adminlsirator, on 08/43/14 al
10:28 AM, revealed that LPN #4 had nol worked
and had baen oul of town and that disciplinary
aclion was provided upon the first day of her
return lo work.
Interview with the Adminisirator, DON and
Reglonal RN, on 06/13/14 at 40:60 AM, revealed
the medicatlons for Resident #18 ware avaliable
on {he carl for administration. Staff Interviews
raveal that the medlcations were administered
and avalfable on 08/07/14, 06/08/14 and 06/09/14
and dlsciplinary action was adminlslered
according to the AO(i. The number of pllls
avallable on the medicatlon cart on 06/13/14 E282
3.200k)(3)(H) SERVICES BY QUALIFIED
appeared {0 be adequate based on tha dale of o
delivery, PERSONS/PER CARE PLAN
F 282| 483.20{k)(3)() SERVICES BY QUALIFIED F 282( The comective setion socomplished to comeet
s8=L| PERSONS/PER CARE PLAN he alteged deficient practice:
The services provided or arranged by the facllity On 4/16/2014, SRNA #1 was terminated from
must be provided by qualified persons in employment.
e Neulpnit Resident #11 cxpired on 05/24/2014 in the
care. facility,
On 6/3/2014, the care plaus of ihe following
This REQUIREMENT (s not met as evidenced residents were reviewed and revised, as
. indic_aled, by en lnterdlsqlpiinary Team
Based on observation, Intarview, record review, s I sl L e
and review of the facilily's policy and procedures, D‘;&::ﬂf‘;::"m;“:’ !(hat 3] l'i‘“ tet:e':l‘l’::'::;
It was determined lhe facllily fallad {o ensure care were in place s indicated o include
was provided in accordanca with the pfan of care . . .
for eight (8) of seventesn (17) sampled resldents T aleations fer physicions” orders
(Residents #1, #3, #10, #11, #13, #14, #156 and PR
#18). On 6/3/2014, an obscrvation by the Director of
Nursing noted thai resident # | was being
Residen! #1,who was a parapleglc, was care transferred per the plan of care.
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planned to be lransferred by one siaff manually;
however, on 03/30/14, State Reglstered Nurse
Alde (SRNA) #1 transferred Resldent #1 with a
iit, The resldent was not assessed or care
planned for the use of the lift. Resident #1's foot
bacame caught between two steei pleces of the
fift and the resldent sustained fractures Involving
the distai libla and fibila,

Resldents #3, #10, #11, #13, #14, #15, and #16
ware care planned {o racelve medicalions as
ardered; however, lhe facllily failed lo admintster
the medications.

Rasldent #10 did not recelve a now dosa of
Polassium on 06/29/14 and was hospitalized with
a dlagnosls of Hypokalemia. Resident #11 did
not recelve Solu-Medro (slerold} intramuscular
(IM) and Levaquin (antiblotic) Iniravenous (IV)
untll 05/22/14 allhough the order was recelved as
a "slal® order on 05/21/14. Resident #13 did nol
receive a total of six (8) doses of Buspar
(antlanxialy) 6 mg. Reslidant #14 did not recejve
a lotal of fourtean {14) doses of Pancrelipase
{digesiive enzyme) 5000 Units from 05/19/14
‘through 05/26/14. Resident #16, who had a
diagnosls of chronic pein did not receive Fentanyl
(narcotlc pain) paiches as prescribad on
(5/06/14, 06/26/14 and 05/29/14 which resufled
in the resident golng elght (8) days without a pain
paleh In place. Resident #16 did nat consistenlly
recaive Torsemida (diurelic), Allopurinof (gout),
Aspirin (heart}, Neurontin (Neuropathy), K-Dur
{Ranal Fallure), Clindamycin (antiblolic),
Vancomycin (antiblotic) and Percocel (pain)
according %o the resident's Medlcation
Adminlslralion Record (MAR). Resldenl #3 did
not recelva savan {7) doses of Norvasc (blood
pressure medicalion),
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On 6/3/2014, the care plans of all current
residents were reviowed and revised as
indicated by an Interdisciplinary Team
(consisting of DON, MDS, Dietary Manager,
Social Service Director (SSD} and Activities
Director) and validated ihat all interventions
were in place a3 indicated o0 include
administer medications per physicians’ orders,
Any intervention identified on the care plan
and not in place was immedintely

implemented,

The measures or systemic changes were made
efici 1

not yecur

On 6/3/20)4, Repional Nurse Consultant
(RNC) re-educated the DON on development,
revision and implementation of the care plan 1o
include administration of medications per MD
orders and documentation of omission of
medication as well as the requirement to
follow the care pian, including the nursing
assistant reporting to a nurse and the nurse
reporting lo the Physician if unable to make n
determination. e
On  6/3/2014, DON re-cducated an
Interdisciplinary Team consisting of DON,
MDS, Dietary Manager, Socisl Service
Director (SSD) and Activities Director on
devclopment, revision and implementation of
the care plen to include administration of
medications per MD orders and documentation
of omission of medication,

On &3/2014, the DON began re-educaiion
\yilh all Certified Nursing Assistants and
licensed nurses regarding following the care
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The facility's fallure to provide care according to
the resident's care plan hes caused or s likely to
cause serlous harm, Injury, Impalrment, or death
to a resldent. Immediate Jeopardy was idenlifled
on 068/02/14 and delermined lo exisl 05/05/4.
The {acllity was nolified of the immediate
Jeopardy on 08/02/14.

The findings Include:

Review of an undaled policy, lillad Resldent
Comprehensive Care Plan, revealed the care
plan should be viewad as an Inlerdisciplinary
approach to managing the acute and chronic
neads of the resldent living In the facliity and
should always have realislic goals and
approaches/inierveniions to address the
residents' needs.

1. Record review reveaied the facility admilled
Resident #1 on 02/13/14 with diagnoses which
included Paraplegla and Chronic Paln, Review of
the Admisslon Minimum Dala Ssl {(MDS)
Assessmeni, daled 02/20/14, revealed the facllily
assessed Resldent #1 as cognitively Intact with a
Brief Interview for Menlal Stalus (BIMS) of fitaen
(16) which Indioated the resident was
interviewable. The facilily also assessad the
rasident as requiring the extensive assistance of
two (2) staff for transfers.

Review of the Comprehensive Care Plan for
Aclivilles of Dally Living, dated 04124114, revealad
an inlervention for one (1) person physical asslst
manually. ‘Further review revealed thera was no
intervention lo use a M for transfers.

plan and what actions to take when the care
F 282|Plan can not be followed including notification
of the physician if the Nurse is unable to itiake
a determination. This training  will be
completed with all licensed nurses and
Certificd Nursing Assistants by the DON. The
DON will re-educate and validate competency
with Assistant Director of Nursing (ADON),
MDS Nurse (MDS) or Unit Manager before
they initlate re-education with the licensed
nuises and CNAs. No licensed nurse or
Certified Nursing Assistant wiil work after
6/4/2014 without having had (his re-education
and competency lest.

On 6/13/2014, the protocol for following the
care plan and what actions 1o take when the
care plan can not be followed including
notification of the physician If the Nurse is
unable to make a determination and post fest
were added by the DON to the new hire
packels for Licensed Nurses and CNAs (o
cducate them during orientation on the syslem
In place to follow the carg plan for each
resident to include administer medications per
MD orders.

How the fhcility plans (g monitor jis
n jons f

€| i j )

Beginning the week of 6/9/14, The DON,
ADON, MDS, or Unit Manager will audit five
(5) records per week for twelve (12) weeks to
ensure all interventions care planned are in
place 1o include administer medications per
physicians® order. The results of (hese nndits
will be forwarded to the facility Quality
Assurance Performance Improvement
Committee for review

[ 55 e .
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Revisw of the facllity's final report of the
Invastigation, dated 04/10/14, rovealed Resldent
#1 was lransferced by Stale Reglsterad Nurse
Asslstant (SRNA) #1 using a mechanical lift
wilhout essistance. Further review of the
Invesligalion reveeled while being iransferred, the
resident's right foot baecame tangled In the metal
frame of the lifl. Due lo the rasidenl's paraplegla,
he/she was unable lo feel pain to the lag. The
rasident’s family member, who was present to
take the resident out for the day, witnesssd and
assigled the SRNA to unfangle the residenl's leg.
The incldent was not reporied by tha SRNA,
Record revisw revealad an x-ray of the right fool
was orderad on 04/03/44 and compleled on
04104114 by the moblle x-ray service which
revealad the resident had a right fractured tibia
and fibula. Following the investigation, it was
determined tha SRNA did not follow the resldent’s
plan of care and did nol have assislance
aperaling a mechanlcal lift.

Revlew of a Physlclan's Order Shesl, daled
04/04/14 al 8:30 PM, revealad en order was
received from the physiclan 1o send lhe resldent
to the amargency room for avaluatlon of the
fraclured liblaftibula, An x-ray of the right lower
leg on 04/04/14 et 10:30 PM, revealed a
radioiogist Interpretation of diffuse savere
osteopenia with oblique camminuted, minimally
displaced (racturas Invalving the distal tibla and

fibula.

inlervlew wilh Resldent #1, en 05/21/14 at 8:00
AM, revealed while baing transferred with the lift,
histher leg got caught. The resldant reporied
hefshe should have been transferred using two
{2) asslst,

for three (3) months. If at any time concems

£ o¢ are identified the QAPl committce will
convene fo review and make further
recommendations a#s needed. The QAPI
commillee will consist of at a minimwm the
Administrator, Director of Nursing, Assistant
Director of Nursing, Soctal Services Director,
Dictary Services Manager and Business Office
Manager with the Medical Director attending
at least quarterly,

17/11/14

FORM CMS.2567(02.49) Pravious Varskine Obsolele Evant 1D: 4FT211

Facllity iD: 100069 If continugtion shest Page 63 of 158




PRINTED: 07/18/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0301
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERIGLIA MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION L IDENTIFICATION NUMBER: ﬁmwmo :Xa)goag*glsg%\gev
185338 B. WING - 08/13/12014
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
124 WEBT NASHVILLE 8T
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KV 42288
Payin SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 1%8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LEC JDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 282 | Continued From page 63 F 262

A lelaphone Inlerview with a family member, on
06/22/14 at 10:22 AM, revealad on 03/30/04,
hefshe was at the facility lo take the resfdent out
forawhlle. Further interview revealad the staff
persan plcked himvher up with the Iift and caught
the resldent’s leg between the two (2) steel
piaces, He/she had lo raige the lift to get the
resident's foot out. She further stated the staff
was working alone.

interview with the Administrator, on 06/21/14 at
11:10 AM, reveated the resident was not care
planned for the use of a lift, according to the care
plan the reskdent was to have the manual
assistance of one person,

2. Racord review revealsd the facllity admitied
Resident #10 on 06/16/14 with dlagnoses which
included Dlarrhes, Diabeles and Psychosls.
Review of the Admiasion MDS assessment,
dated 06/23/14, revealed the faclity assessed the
resident to have severe cognllive Impalrment.

Revlew of the Comprehensive Care Plan for
Alteration In Nulrition, daled 05/16/14, revealed
"Meds/labs as orderad",

Raview of a Physiclan’s Order, dated 06/28/14 at
§:40 AM, revealed an order from the physiclan
wrillen by Licensed Praclical Nurse (LPN) #3, lo
medicate the resident with Potassium 40 meq
"now" {immedialely) and recheck Potasslum ievel
four (4) to twanly-four {24) hours after
administration.

Review of the May 2014 Medfcalion
Adminisirallon Record (MAR) revealed the
Polassium was nol adminlsiered unill 05/30/14 at
9:00 AM by another nurse, Licensed Praclical
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Nurse (LPN) #4. Interview with Licensed
Practical Nurse (LPN) #3, the nurse who recelved
the order, on 05/31/14 at 3:30 PM, revealed she
forgot to pul the medicallon order on the MAR
and did nol administer the Potasslum as ordared.
The missed potassium dose was not
administerad until 05/30/14 at 9:00 AM by LPN
#4,

Raview of a Laboratory Report for a rapasl
Potassium level which was obtalned on 06/30/14
al 1:46 PM ravealsd the result was 2.4 mmol/L
{normal 3.6 10 6.0). The rasult was phoned lo the
Physiclan's Assistant (PA) at 6:09 PM by tha lab
slaff. An order was raceived at 8:30 PM {o send
the resident lo the emergency room for
avaluation, Record review revealed lhe resident
was evaluated In the Emergency Depariment an
05/30/14 at 8:69 PM and subsequenlly admilted
into the haspital with a diagnosis of Hypokalemla
{low Potassium).

3. Record review revealad the facllily admilled
Resldent #1% on 07/01/42 wilh dlagnoses which
Inciuded Congestive Heart Fellure and Chronic
Obstructive Pulmonary Disease {COPD).

Ravlew of the Comprehensive Care Plan for
Nutrilion related to COPD, dated 06/03/14,
revealed an Intervantion lo provide "madicallon
and trealment as ordered”,

Review of a Nurse's Note, daled 05/21/14 at
10:67 PM, revealed LPN #6 assessed lhe
rasident and noted the resident was exparlencing
tabored breathing. The Advanced Praclice
Registarad Nurse (APRN) was notlfied on
0621114 at 11:30 PM and an order was recelved

to medicate the resident with Solu-Medrol 40 mg

F 282
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suggestive of Pneumonla.

intramusgcularly (IM), Levaquin 600 mg IV evary
24 hours, Prednisone 40 mg by moulh times two
(2) doses, DuoNeb every 4 hours, check vital
signs every 4 hours, a chest radiograph {x-ray)
and a complete blaod count (CBC} stat.
However, review of the May 2014 MAR and
Nurse's Notes revealed 1he resident did nol
recalve lhe Solu-Madrol 40 mg IM and the
Levaquin 600 mg IV untll 05/22/14 at 6:48 PM
{next day) after It was taken (rom the emergency
drug kit (EOK) by LPN #1.

Review of the radlology raport of tha chest x-ray,
daled 05/22/14, revealed defined Infiltrative
shadows in the eft Infrahilar and lower lobe

4, Record review sevealed the facllity admitled
Residont #16 on 07/03/12 with dlagnoses which
Included Chronic Pain.

Review of the Comprahensive Care Plan for Paln,
dated 04/02/14, revealed an intervention fo
*adminlster paln medicalions as ordered",

Review of the May 2014 Physlclan Orders
revealed an order for Fentanyl palch 26 mcglhs,
{o be changad evary seventy-two (72} hours.
Review of the May 2014 MAR revealed the
rosldent did not racelve histher Fenlanyl patch on
05/05/14, 05/14/14 and 05/26/14 which caused
the resident lo go without a palch In place for

alght (8) days.

5. Record raview revealed the facilily admiited
Resident #14 on 10/11/13 wilh diagnoses which
Included Diarchea and Colon Resection. Review
of the Quarlerly MDS assessment, dated
04124/14, revealed the facility assessed Residant

c
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#14 as cognilively intact with a BIMS score of
lourteen (14) indicaling the resident was
interviewable,

Revlew of the Comprehenslve Care Plan for Risk
for Allaration in Nulrition, dated 04/24/14,
ravealed an Intervention to racelve medicallons
as ordered. Review of the May 2014 Physician's
Ordar revesled an order for Pancrelipase
{digeslive enzyme) 6000 units {o be taken at
meals and before bediime.

Review of the May 2014 MAR revealed the
resident did not recelva Pancrelipase on
05/19/14, 05/24/14, 05/22/14 and 05/28/14 lor a

tolal of fourteen (14) missed doses,

Interview with Resldent #14, on 05/28/14 at 2:26
PM, ravealed he/she had been missing the
madication but did not understand why as he/she
has been on it for years. The resident slaled
hefsha was lold that the medical card would not
pay for lhe medication.

tnterview with the Director of Nursing (DON), on
06/28/14 at 3:36 PM, revealed she was
invesligating the sitvation and that she had
authorized the pharmacy to il tha medicatlon and
bill It to the facilily.

6. Record ravisw revealed the facilily admilled
Resldent #13 on §7/01/14 with dlagnoses which
Included (mpulse Control Disarder.

Review of the Comprehensive Care Plan relalad
to Jmpulse Conlrol, dated May 2014, revealed an
Intervention lo glve medicalions as ordered,

Raview of Ihe Physlclan's Order, dated 06/24/14,
FORM CMS 2567{02.00) Previous Verslans Qusolate Evant I0.4FTIN
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revealed an order was received from the APRN
for Buspar & mg per Perculansous Endoscoplc
Gaslrostomy {PEG) lube twice daily routine.
Reviaw of the May 2014 MAR revealed the
madicalion was not given 06/24/14 through
06/27/14 at 9:00 AM,

Intarviaw, on 06/02/14 at 2:38 PM, with the
Pharmacy Account Reprasentative, revealed the
Buspar order was recelved on 06/24/14 and If I|
was faxed before 3:30 PM, It would have been
dellvered that night. He slaled afler 3:30 PM, a
call should have been placed as well as the fax lo
hava the medication avallabla. Further intarview
ravealed for normal dellvery, the medicalion
would have been deliverad on the night of
05/28114.

7. Racord raview revealed the facllily admitted
Rasident #3 on 07/01/12 with dtagnosis which
included Hypertenslon. Review of the Annual
MDS assessment, dated 04/10/44, revesled he
resident had a Bsief Intervlew of Menlal Status
(BIMS) score of fourieen (14) and was assassad
by the facliity to be cognitively Intact.

Review of the Comprehensiva Care Plan for
Hypertenslon, daled 04/10/14, revealed lhe
resldent shoukd receive medlcallons as ordered.
Reviaw of {ha Physiclan’s order, dated May 2014,
ravealed an order lo adminlsler Norvase (bloed
pressure) 10 milllgrams (mg) every day.

Review of the May 2014 MAR revealed the
Nomvasc 10 mg. wes Initlaled and circled lrom
0512314 lhrough 06/28/14 (seven doses) which
Indicated the medication was nol glven.

8. Record review revealed the facillly admilied

F 282
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Rasldent #16 on 09/19/13 with dlagnoses which
Includad Gout, Diabetes, Below lhe Knee
Amputation and Generalized Pain. Review of a
Quarterly MDS assessment, dated 06/01/14,
revaaled the facility assessed the resident as
cognllively Intact with a BIMS score of fifteen {15)
which indicatad the residenl was Inlerviewable.

Review of the Comprehensive Care Plan for
Alleralion Of Comfort, iast revised on 05/27/14,
revealed an Intervention for "medicatlons as

ordered",

Revlew of May 2014 Physlcian's Orders revealed
orders for Torsemide 30 mg daily, Allopurine) 60
mg dally, Asplrin 81 mg daily, Neurontin 400 mg
by mouth three {3) imes dally, K-Dur 40 meq
{hrae (3) imes dally, Clindamycin 300 mg three
{3) times daily for 10 days (to end on 05/09/14),
Vancomycln one {1) Gram twice dally for seven
(7) days (wilh last dose on 05/23/14) and
Percocet 10-326 mg every eight (8) hours rouiina,

Revlsw of the May 2014 MAR revealed the
following omisslons from the MAR: Torsemida 30
mg on 06/18/14, 05/26/14 and 05/31/14,
Allopurinol 50 mg on 05/14/14 and 06/26/14,
Aspirin 81 mg on 06/11/14 and 05/20/14,
Netironlin 400 mg on 05/17/14, 06/20/14 and
05/31/14, K-Dur 40 meq on 05/01/14, 05/06/14,
06/06/14, 06/09/14, 05/13/14, 05/19/14, 06120114,
05/27/14 and 056/31/14, Cilndamycin 300 mg on
06/02114 and 05/08/14, Vancomycin on 05/20/44
and Percocel on 06/18/14, 05/20/14 and
05/31/14.

interviaw wilth Realdent #16, on 08/02/14 at 2:23
PM, revealed hefshe reporied the presence of

pain while not recelving hisfher medications as
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orderad,

Intarview with the Adminisirator and Director of
Nursing {DONY}, on 06/02/14 at 4:30 PM, revealed
ihe care plan Inlerventions were developed from
assessments and the DON was {o ensure the
care was provided per the plan of care and was
monitored by tha Administralor.

A Posi Survey interview with the DON, on
07/0214 at 9:20 AM, revealed licensed siaff
conducled rounds lo ensure care plans were
belng followed and If they Idenified any concerns
It should be reparted to her.

A Post Survey interview with the Adminisirator, on
07/02114 at 9:45 AM, revealed the licensed slaff
and Unlt Managers on Lhe floor observe lo ansure
staff are following the care plans and
Adminlstrative staif conduct clinfcal rounds to
enaure slaff are fallowing the care plans. In
addition, she staled the Adminislrative staff
Inlerview staff to ensure they have lhe supplles
they need to provide the residenls’ care according
to the care plan. No one had identified the
medicallons were not avallable for adminisiralion
during interviews.

*The facillty implementled the following actions lo
romove the Immedlate Jeopardy:

On 06/0414, (he physician was notifisd by the
Director of Nursing {DON) of medicalions not
adminlstered according to physiclan's Order for
Ra:ld?nts #3, #10, #11, #12, #13, #14, #15, #16
and #17.

On 06/31/14, the DON and a consulling DON and

lhe Reglonal Nurse Consultant (RNC) audited

F 282
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Physlclan Ordera for the pravious thirty (30} days
lo assure all orders were correct on the MAR.
Any discrepancy was clarlfled wilh the physiclan
and writlen correctly on the Physlclan Orders.

On 06/01/14, the RNC re-educated the DON on
"Medication Avallabllity" pratocol, which stales the
procedure to follow for physiclan notification when
madicallons are not avallable lo be administerad
as per the physicians order, and post leat
completed,

On 08/01/14, the DON began educalion with
Licensed Nurses cn "Medicalion Avallebilily” and
post lesl tiled "Medication Availabllity” which
states the pracedura (o follow for physiclan
nolificallon when medications are not avallsble to
be adrinistered per physician order. This
training will be complsied with all licensed nurses
by the DON. The DON will educate end valldale
compelenoy wilh the Assislant Director of Nursing
(ADON}, MOS Nurse or Unil Manager and lha
licensed nurses. No llcensed nurse will work
after 06/04/14 wilhout having had this
re-aducation and compelency test,

Cn 06/02/14, two rapresentalives from lhe
Pharmacy completed a Medication Adminfalration
Record (MAR) lo medicatlon cart audit lor all
current resldents to ensure all madicallons were
avallable for administration per physiclan order.
Any medicatlon Identifled as not avaliabie and not
In the emergency drug kit was sent slat to the
pharmacy for Immedlate dellvery.

Baginning the week of 06/08/14, the Phermacy
will audii all current residents’ MARs and
compara to the madlcallon avallable In the
medicallon carl for each resldent one (1) fime per
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waek for four (4) weeks then every two weeks for
elght {8) waeks to assure all medications are
available, Any deficlency Identifled will be
correcled Immedialely. The resulls of this audit
will be forwarded to the tacllity's Quality
Assurance Performance Improvement (QAPY)
Commilise for revisw and recommendalion
waekly uniil the Jeopardy is removed and then
monihly for at leas! three (3) months, If at any
lime concerns are Identified, the QAPI Committea
will convena to review and make furiher
recommendations as neaded. The QAPI
Commitles will consist of at s minimum; the
Adminlstrator, DON, ADON, Soclal Services
Director, Dielary Services Manager and Business
Office Manager with the Medical Director
atlending at least quarterly.

An Ad-Hoc Quality Assurance mesting (QAPY)
was held on 06/03/14 to review lhe alleged
dellclent practice and plan of remaval wilh the
Medical Direclor, Administrator, Direclor of
Nursing, MDS Nursa, Soclal Service Director,
Housekeeping Supervisor, Diractor of
RehablHlation, Dietary Manager, Maintenance
Direclor, and Admissions Coordinator wilh no
{urther recommendations made,

The Slate Survey Agency valldated the corrective
actions laken by the faclilly as foliows:

On 06/12/14 al 10:40 AM, LPN #4 verified
through Interview he/she had recelved recent
Inservice training on medication avallabliity. if s
medication Is not In the medicallon cart drawer,
the emergency drug kit (EDK) should be checked
to see If the medicallon is available there. [
unavaltable, the pharmaocy should be called and
the medicallon will be delivered anywhare from
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ona-four hours for a "STAT" order. When there
are new rtedication orders for a resldent, the
medicalions are enlered in the computer and
then a copy of the order Is faxed to the pharmacy
as well aa a follow-up phone call {o ihe pharmacy.
Ii a medicatlon is unavallable the physiclan Is
nolified. Normal pharmacy defivery Is made on
the night shift. The MAR chacks ara done at the
end of shiit for the opposite hallway. The DON
has also been completing MAR checks to make
surs that medications are not miased. For
medication STAT orders, staff are to look In the
EDK, STAT from the pharmacy or if an urgent
need the resldent would ba sent oul to the
hosplial. The LPN stated medlcations have been
avallabla racently for adminisiration. When a
medlcallon supply for a resldent gets down lo 3-6
days, the sticker Is pulled and a fax Is sent to the
pharmacy. |f there Is an [nsurance issue, the
pharmacy will send medicallon for the resident
then will work to resolve the [ssue. LPN #4
verifiad he/she was provided recenl education
regarding Cara Plans. If stalf Is unable to follow
ihe resldent's care plan, the physician should be
nalifled as wall as the DON.

On 068/12/14 at 10:54 AM, RN #2 verifled through
Interview hefshe has bean educaled regarding
medication adminlsiration and availabliily, If a
madicallon Is nct avallable on the medication
cart, the EDK should be checked, the pharmacy
should be called and the physiclan noliffed of any
isauas. RN #2 ravaaled {hrough Interview he/she
was sl In orlentatlon and was lo recelve
educafion on 06/12/14 regarding medication
ordera for a newly admilled resldent. She verified
there was a list of medications avallable In the
EDK box for slaif referance, RN #2 varifled
through Interview thal he/she has recelved [
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educallon while in orlenlation regarding Care
Plans. A computer based education program
was provided In reference to care plans and ihe
Accunurse eystem. Further Interview ravealed
care plans were changed by the RN for naw
orders or changes In care. The DON and Charge
Nurse are notified of any changes in the care
plan. RN #2 verifled no problams with medicallon
avallabllity slnce hefshe started worklng at the
faclity two (2) days ago,

On 08/12/14 at 11:02 AM, LPN #9 (MDS Nurse}
verlfied through Inlerviaw that she had recelved
Inservice lralning regarding medlcation
avaflabilily. 1fa medication Is not available, the
EDK should be chacked and the pharmacy
should be called. The physlician should be
notiled if a madication cannot be glven at the
ordered tfme. She staled she was wnaware of
any recani Issuea with medicalion avaliabllity,
The process to reorder medicationa Ie to pull the
slicker and fax it fo the pharmacy to get the
medication delivered. An order has (o be
recelved al the pharmacy by 5:30 PM In order to
racelve the medication on the routine evening
delivery. Madication orders for naw residents
should be faxed to the pharmacy to assure
medicatlon delivery. LPN #8 varilled through
interview hefshe has raceived Inservica lralning
regarding care plans {o Include that care plans
are to be followed and If the care plan cannot be
followed the DON and the physiclan should be
nolified. It was reported that nurses update care
plans and If a change Is made with tha MDS
assegsment, revislons are made at that time by
the MDS nursge,

On 06112114 at 11:16 AM, LPN #3 verifled
through intarview that he/she had recelved recent

F 282 | Confinued From page 73 F 282

FORM CM3-2687{02.90) Provious Verslons Cbselele Evenl 1D:4FT211

Fociity 10: 100009 H contlnuation sheel Page 74 of 186



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

PRINTED: 07/18/2014
FORM APPROVED
OMB NO, 0938.0391

STATEMENT OF OEFICIENCIES {X1) PROVIDERJSUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

186338

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

{X3) DATE SURVEY
COMPLETED

08/13/2014

NAME OF PROVIDER OR SUPPLIER
CHRISTIAN HEIGHTS NURSING AND REHABILITATION GENTE

STREET ADDRESS, CITY, STATE. ZiP CODE
924 WEST NASHVILLE ST
PEMBROKE, KY 42266

(LS
PREFIX
TAG

BUMMARY STATEMENT QOF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L3SC IDENTIFYING INFORMATION)

2] PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS.REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)

F 282

Conlinued From page 74

education regarding medication avalability and
care plans. If there Is a new resident admisslon,
the pharmacy should be called ta get the
medications. The EDK should be checked lo see
if tha medication Is avallabla in the box. If thera ls
a problem gelling a medication, fhe physkian
should ba nofified. LPN #3 denled any recant
problems wilth medicallon avallabliity. To reorder
maedicalions, tha sticker shouid be pulled and
faxed lo the pharmacy. As a routine, staff should
be chscking lo make sure that medications are
availablé. LPN #3 reportad that staff naed o take
the initlalive lo get medicalions befora the
reskient runs out, The LPN stated the pharmacy
i3 good about getting STAT medicalions to the
facilily. Staff should make sure that they nolify
the physiclan for any new orders or changes
relaled to medications, LPN #3 verified that
hafghe has recelved aducation ragarding care
plans, He/she reports that slaff need lo go by the
care plan and If something is unavailable, the
Charge Nurse should be made aware. If there Is
an intarvanlion on the care plan that cannot be
followed, staff need to call the DON and the
physiclan, LPN #3 revealed thal cara plan
ravislons ware completed by the RN.

On 06/12/14 at 11:48 AM, SRNA#2 verlfisd
through Intervlew thal he/she has recelvad recenl
educallon regarding Care Plans. Siaff are to
access the Accunurae syslem to check care
plans and any updates, He/she algo reporis the
receipt of daily wrilten care plans for the
residents. If a problem wilh a care pian Is
klenlified or cannol be carried out, the SRNA
would nollfy the charge nurse. The SRNAcare
plan Is updated by the DON,

On 06/12/14 at 12:00 PM, SRNA#3 verified
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Accunurse system and how 1o relrieve the plan of
cara for arasldent. He/sha revealed the
Accunurse syslem aleris staff when a resldent's
plan of care has changed. The DON updates the
care plan as needed. Slalf was required to
completa a quiz regarding education matertal. If
slaff Is unable to follow & plan of care, the SRNA
should nolify the Charge Nurse.

On 061214 at 12:03 PM, SRNA#4 verified
through interview (hat he/she has recelved recent
educalicn regarding Care Plans, If a care plan
changes In the Accunurse system, stalf will be
alerled regarding the changs. Staff also recolved
& ¢opy of the resident's plan of care, If the SRNA
Is unsure about the plan of care, he/she should
nolify the Charge Nurse, If lhe care plan cannot
be followad, the SRNA should conlact the Charge
Nurse. SRNA was required lo complele a posl
lest on the covered insarvice material,

On 08/12/14 at 12:08 PM, SRNA #6 verillad
through Intarview that hefshe had received recent
educalion regarding care plans and completed a
post test. Further Interviaw revealed the
educatlon provided coverad tha Aceunurse
System and how Lo review the care plan. Stalf
were o nolify the Charge Nurse If the plan of care
could nol be followed. Stalf should foliow the
chaln of command for raporiing If the Issue was
nol resolved,

On 06/12/14 at 12:08 PM, SRNA #/8 veriliad
through Interview that he/she had recelved recent
aducation regarding care plans. Slaffl wero to
chack the Accunurse system headsel for any
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Ihrough interview that he/she has recelved recent
education regarding Care Plans. Inservice
lraining was also provided regarding Ihe
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change In the plan of care for the resident, Sfalf
are also alerted of changes to the plan of cara
through the headset. |t Is reporied that staff slso
recelve a wriilen copy of the care plan. If staff Is
unable to provide residenl care as oullined in the
plan of care, the Cherge Nurse should be notified.

On 08/12/14 at 12:30 PM, SRNA #7 verified
through Interview that he/she had received recent
aducatlon regerding cara plans and the
Accunurse system. Staff should use the
Accunurse syslem lo review required care needs
for a resident. if there was a concern providing
care for he resident, the Charge Nurse should be
notiflad. Siaff recelved a copy of Interventions for
each rasideni daify. A post test was completed,

On 08/1214 at 1:37 PM, SRNA#B verifled
through Intarview that he/she received recent
educalion regarding care plans. If staff Is unable
to foliow the plan of care, the Charge Nurse
shauld ba nolllied immediately, Accees fothe
resident’s plan of cere Is through the Accuntirse
system and slaff received printed Information,
The Accunurse system will alert slaff lo any
changes [n a resident’s plan of cara, SRNA #8
also verlfiad that he/she complated a post lest
aflar Inservica training.

On 06/12/14 al 2:40 PM, he DON verltied
through [nterview that she began education wilh
licensed siaff on 06/01/14 reparding medicallon
administration and availabliily, The stalf was
required {o complale a posl lesl.

On 08/12/14 at 2:50 PM, RN #3 verlited through
Interview that he/ehe had racelved recent tralning

on madication avaliablity and administration.
Reporis thal medicatlon avallablily was covered
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{0 include checking the EDK bax, calling the
pharmacy and if unable to oblain the medication
In & imely manner, the physiclan should ba
nallfied. RN #3 siatad that medication availability
was 100% balter, if 3 madication supply Is
gelling low, the sticker ahould be pulled and
fexed to pharmacy. Medicallons were Usually
reordered when a three (3) day supply Is loft,
Staff is to notify the physiclan If there are
problems cblaining a medication or If the resident
refuses a medicatlon. RN #3 also verified the
receipt of educallon regarding care plans. Staff
should always foliow the care plan and §f unable
should notify the physiclan as well as the DON.
Care plans were updaled by a RN; and, SRNAs
care plans were updated by the RN or the DON,
SRNAs use the Accunurse system o access
Information regarding a reskdent's plan of care. If
a SRNAIs unable to follow the care plan fora
resldent, the Charge Nurse or adminlstration
should be notiled,

On 06/12/14 at 3,08 PM, LPN #5 veriflad through
Interview thal he/she had racelvad receni
aducatlon on medioalion avallabliity and
adminlatration. A post test was completed after
racelving inservice training. If a medication ls not
avaflable, the EDK hox should be checked and |f
the medication is not avallable there, lhe
pharmacy should be called (o gel Ihe medication
STAT and the physician should ba called for
addillonal orders. Reordering resideni
medicallons should be done when there Is a three
(3} day supply of the madication left. The sticker
should be pulled, placed on lhe reordsr form and
faxed lo the pharmacy, LPN #5 ravealed that
medication availabillly has Improved, The LPN
verifled that he/she has recelved recent education
regarding care plans. If staff Is unable to follow
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the plan of care for a resident, (he Charge Nurse
should be nolifled and wil alert the DON and lhe
physiclan, The compulsr or the Accunurse
systam can be ulilized to view (he resident's plan
of care,

On 068/12/14 &t 3:34 PM, the pharmacy
representative verified through Interview that he
and Certilied Pharmacy Techniclans completed
MAR to medication cart audits for alf regldenls on
05/02/14 and 06/00/14.

On 06/12114 al 4:20 PM, an Interview with the
DON and the Administralor, revealed omisslons
on the June 2014 MAR for Reslden| #15 on
06/06/14 at 3:00 PM of a dose of Lorlab and a
2:00 FM dose of Lyrica indicaled the medicalions
were not adminlstered by LPN #4. |t was
revealed that LPN #1 was ferminated relaled lo
the madication errors. On 08/11/14 at 6:00 AM, a
dose of Levothyroxine was not documented as
given by RN #4 and disciplinary action was
pending related 1o Ihe omission on the MAR.

On 08/12/14 at 4:52 PM, the DON and the
Administralor were Interviewed regarding
omisslons on the June 2014 MAR for Resident
#18. Roview of the June 2014 MAR revealsd no
documentatlon for a 7:00 AM dose of Zantac an
06/09/14 and 6:00 PM doses of Depakote on
08/07/14 and 06/08/14,

Inlerview on 08/12/14 at 5:16 PM with LPN #3
revealad that he/she had given the Zantac to
Resident #18 on 06/09/14 but falled to document
it on the MAR. The LPN staled she had signed a
disciplinary aclion five {6) minutes prior to the
Interview, ,

FORM CMS.2567(02-98) Pravious Verslons Obsolele EvantID:4FT24 Facikity ID: 100008 If continuation shest Page 790l 186

i —————



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

PRINTED: 07/18/2014
FORM APPROVED
OMB NO. 0938-0391

Interviaw on 068/12/14 at 6:24 FM wilh LPN #4
ravealed thal he/she had given the 5:00 PM
Depakole doses to Residant #18 an 06/07/14 and
08/08/14 but falled to document lhe
adminlstration on the MAR. Further Interview
ravesled tha LPN recelved dis¢iplinary action
thirty (30) minutes prior {o the interview.

Interview with ihe DON on 08/12/14 al 5:48 PM,
raveatad that fraining and education were
providad {o sleff as a parl of a disciplinary action.

Inlerview with the Administrator, on 08/12/14 a)
5:50 PM, revealed that an addllonal, 3rd, MAR
check was added on 06/12/14 fo Inciuda slaff al
shift change checking MARs lor omisslons,

Interview wilth the Adminisirator, on 06/13/14 at
9:15 AM, ravealed ihat an addltional, 3rd MAR
chack was Initiated on 06/12/14, The Medicat
Director was notified and pariicipated In a QA
meeling/confarence call regarding the plan.

Interview with the Adminisirator, on 08/13/14 at
10:28 AM, revealed that LPN #4 had not worked
and had been out of town and that disciplinary
action was provided upan the first day of her
relurn to work.

(nterview with the Administrator, DON and
Reglonal RN, on 06/13/14 at 10:60 AM, revealed
the medicallons for Resident #18 were avallable
on Ihe carl for adminlstration. Staff Interviews
reveal lhal the medicalions were administered
and avaifable on 06/07/14, 06/08/14 and 08/09/14
and disclplinary action was administered
according to lha AOC, The number of plils
avallable on the medication carl on 06/13/14
appeared (o be adequate based on the date of
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F 3231 483.25(h) FREE OF ACCIDENT F 323 mmwm_mmw
53=G | HAZARDS/SUPERVISION/DEVICES thie alleged defici tice:
The facillty must enstire that the residenl . ,
enviranment remains as free of accident hazards g:liﬁf:::?d “": .3 "ﬁ?:f’ d"r N“'?"j"g observed
as Is possible; and aach resldent recelves il ke e "" en Il N l';‘s fesident # | was
adequate supervision and assistance devices to level ::'T:u Pcvl; j p pien of care with comeet
prevent accidents. pervision.
)| oten

On 4/712014, the Direcior of Mursing observed
al} mechanical lift transfers and noted that the

T‘I::is REQUIREMENT s not met as evidenced correct level of supervision was provided. The

Based on Interview, record review, and review of number of observations were ten in total and

the facifily's policy and pracedure, i was were done by the certified nurses aides.

determined the facliity failed lo ensure one (1) of

sevenleen (17) sempled sesldents {Resident #1) m r ati n

was provided adequate supervision to prevant . th I
practice will not recur:

accldents during a transfer with a machanical liit.
Beginning 4/4/2014, all nussing stalT were re-

On 03/30/14, Slate Registered Nurse Alde
(SRNA} transfarred Residant #1 with a educated on the rcquirc.mcnl for lwo persons to
mechanical Ifl without assistance, as per facllily provide assistance with 2 snechanical lift |
poticy and tha resfdent’s right foot became stuck transfer, This compelency lest and education !
betwaen the (2) two metal bars on the lift. The was added 1o the General Oricntation progran
SRNA falled to report the inciden!. On 04/03/14, and no nursing staff wlll‘ work after 07/07/14
tha resldent compiained of pain to the right foot without having had this re-education and
compctency lest, This education was

and an x-ray was ordered. The resldent was
diagnosed with a fractured tibiaffibula. The
resldent had not been assessed or care planned
for tha uge of a machanical lift. —_—

The findings Include: an Asur 1
c ien c 1

Rewview of the facllity's policy litled Sale Handling The Dircctor of Nursing, Assistant Director of

and Movemen! Pollcy, last revised 10/31113, Nursing or Unit Manager will complete five
(5) observations per week of a mechanical lift

Facilty 10: 100069 If continustion sheel Page 81 of 188

conducted per the Director of Nursing. This
will be completed annually.
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reveaied all patient transfers with mechanical llfis
will ba done with a minimum of two (2) persons or
as specifiad In the patlent's plan of care,
Addilionally, the policy ravealed Ihat injurles from
palient handiing and movement should be
reported.

Record review revealed the facllity admilted
Resident #1 on 02/13/44, with dlagnoses which
Inciuded Paraplegia and Chronic pain. Review of
the Admission Minimum Dala St (MDS)
assessment, dated 02/20/14, revealed the facliity
assessed Resldant #1 as cognilively Intact with a
score of filteen (16) which indicated the resldent
was Inlervlewable, Further review revealed tha
facility assessed the resident lo require the
extensiva assislance of two (2) slalf for transfers,
Further record raview revealed no documaniad
evidence of an assessment for the use of a
mechanical lift for Resldent #1,

Review of the Comprehensive Care Plan for
Aclivilles of Dally Llving (ADL), dated 04/24/4,
revealed Residant #1's lave| of physical
functioning requirad for translers to be a one
person assist and there was no intervention for
staff to use a mechanical lift for lransfers,

Raview of the facilly's Flnal Report of the
lnvestigation, dated 04/10/14, revesled the
resident was lransfarred by State Reglstered
Nurse Assistant (SRNA) #1 using a mechanical
Iift withoul asslstance, Whila being transferred,
the resident's right foot bacame tangled and due
lo the resident's perapiegla, the resident was
unable to feel pain to histher leg. The resident's
family member was present and witnessed and
assisted lhe SRNA to untangle the residenl's leg.
The incident was not reported by the SRNA. An

ransfer (¢ Assure staff use the carrect {evel of
F 323supervision. The resulis of these audits will be
forwarded to the facility Quality Assurance
Performance  Improvement Commiltee for
review at least manthly for three (3) months. It
Bt any time concerns are {dentified the QAPI
committee will convene to review ond niake

further recommendations as needed. The QAP] ¢
commillee will consist of at a minimum the '

Administrator, Director of Nursing, Assistant
Director of Nursing, Social Services Director,
Dietary Services Manager and Business Office
Manager with the Medical Director attending
al least quarterly,
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x-1ay of lhe residant's righl foat was ordered on
04/03/44 and completed on 04/04/14 by the
mobile x-ray service, Following the investigation,
1t was determined the SRNA did not {ollow the
resident's plan of care and did not have
asglstance with operating a mechanlcal Ui, as
requirad by facllity policy. The SRNAwas
lerminated on 04/1614.

Raview of the Radiology Report, daled 04/04/14,
revealed (he resident had nondlsplaced fraciures
of the righl dista) tibla and (ibwla, The physiclan
was notifled of the result on 04/04/14 at 3:00 PM
by Licensed Practical Nurse #7. Orders were
recelvad lo make an orthapedic appolntment
which was scheduled for 04/10/14 at 1.00 PM,
An order was recelved from the physiclan on
04104714 at 6:30 PM to send the rasident to tha
emergency room for avaluation of the fraclured
tibjaffibula. An x-ray of the right lower leg done
on 04/04/14 at 10:30 PM revealad a redicloglst
Interpretation of diffuse severe osteopenla with
oblique commiinuted, minimally displaced
fraclures Involving the distal libla and fibula.

Inlerview wlih Resident #1, on 056/21/14 at 8:00
AM, revealed he/ghe was lransforred by a
machanical Uit resulting in & leg fracture and
deformily lo the resident’s leg. Further inlerview
revealed the resident had no sensalion &o he/she
could nol feet any pain. He/she elated while
being lransferred, histher leg got caught. The
resident staled he/she should have been
transferred using two {2) siaff,

A telephone interview with the family member, on
0522114 at 10:22 AM, revealed on Sunday,
03/30/44, he was al the facllily to take the
restdant out for a while. Ha stated tha slaff

F 323
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person plcked the rasident up with the It and eI oAk
caught the resident’s lag batween the two (2) ERROR RATES OF 5% OR MORE
glael places. He revealed (he sialf person had lo ,
raise the fift to get the resident's foot out, He Ihe correciive action accomplished to correst
stated the staff person"v.ras working afone and he the afleged deficient practice;
was nol sure if the staff normally used a lift with . .
the resident. Further intervisw revealed lhere On 6/472014, the Director of Nursing observed
was no obvlous injury and he didn't know the insulin administration for resident ¥ 17 end
resldent was hurt. He slated he was not sure if noted the correct amoust of insulin was
the staff peraon reporfed the incldent. administered.
Atelephona Interview wilh Licensed Praclical On 6/12/2014, LPN # | was lerminated from
Nurse {LPN) #7, on 05/22/14 al 3:51 PM, employment.
revealed she was made aware the residenl was L
reporiing pain; hawever, record raview revealad On 6/4/2014, the DON abserved medication
there was no documented evidence of tha ndmmis!ral[on for Remdenl_# 10 and noted that
resident's complaints of pain. The physician was medications  were  available  and  that
nolified on 04/03/14 at 513 PM and an order medications were administered per physictan
recalved for an x-ray of the right foot, order.
interview with the Director of Nursing, on On 06/04/14, the DON observed medication
05/23/14 at 10:48 AM, revealed the faciflly did administration for Resident #18 and noted that
conduct assessments of staff lo ensure they were medications  were  available and  that
competerd with the use of the lift, Further medications were administered per physician
Interview revealad the Interdisclplinary Team order.
{IDT) detarmined which it was lo be used for
which resident. h e 1
Interview with the Adminiatrator, on 05/21/44 at On 6/4/2014, Ditector of Nursing abserved
11:10 AM, revealed Resident #1 sustalned an medication administration on  all current
injury to the right lower leg while being transferred residents to ensurc medications were available
by SRNA #1 using a mechanical lit. The and administered per physicians order.  All
Adminisirator revealed the rasident was not care medications were available and given per
planned for the usse of a Iift. physicinn‘g order. On 67212014, two
F 332 483,26{m)(1) FREE OF MEDICATION ERROR F332| representalives  from  Ominicare  Pharmacy
ss=0 ! RATES OF 5% OR MORE completed 0 Medication  Adninisiration
Record (MAR) to Medication Cart Audit for
Tha facilily must ansure that il Is lres of all curcent residents to ensure all medications »
are avallable for administration per physicians

FORM CM3-2567{D2-99) Provious Varslons Obsolate

Evenl 10.4FT214
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maedicatlon error rales of five percent or greater.

This REQUIREMENT s nof met as evidenced
by-

Based on observallon of medication pass,
Interview, record review and review of the facllity's
policy and procedures, it was determined the
facliity falled lo ensure It was free of a medlecation
arrof rate of five percent (6%) or greater, Atolal
of thirly {30} opportunities ware observed with two
{(2) ;rrora abserved resulting n an arror rale of
8.7%.

Licensed Praclical Nurse (LPN) #1 was observed
to draw up seven (7) unils of Novolin regular
Ingulin (for Resident #17) instead of the five (6}
units as per the physlclan's order for sliding scale
insulin. The LPN was about to administer lhe
seven {7) unils of insulin when LPN (#8), who

was In orientalion and shadowing LPN #1,
polnted oul the resident should only recelva five
(5) units. In additlon, observallon revealed
Resident #10's Amlodipine (bioad pressure
medicalion) 10 milligrams (mg) was not avaitable
for adminisiralion,

The findings Include:

Review of a faciity policy and procedure, litled
General Dose Praparation and Medicatlion
Administrallan, las! revised 01/01/13, ravealed
slaff should verify aach lime a madication Is
adminislered thal It Is the correct medicalion, al
the correct dose, at the correct route, at the
corract rate, at the correct time, and for lhe
correct rasident,
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order. Any medication identified as not
F 332 Conlinued From page 84 F 332 available and not in the emergency drug kit

was sent stat to the pharmacy for immediateI

delivery

or chan (]
fo ensure that the alleged deficient practice will
ot recur:

Qb 6/2/2014, Homan Resource Manager (HR)
initiated  Silverchair Learning  Education
(Electronic  Education  System)  with all |
Licensed  Nurses regerding  Medication |
Administration “MED — Medication Pass”.
This training will be completed by all licensed
nurses with no licensed nurse working afer
07/0702014  withowt having hed this re-
cducation and competency test.

On 6/2/2014, Human Resource Manager (HR)
initiated Silverchair Learning Education with
all Licensed Nurses upon hire 1o be completed.

This will include the “MED - Medication
Pass” training and competency test,

Beginning the week of 6/9/14, The DON,
ADON, MDS Nurse or Unit Mannger will
observe medication adminisieation to ensure
medications were available and administered
per physicians order three (3) times a week for
twelve (12) weeks. Beginning the week of
6/9/14, Omnicare Phormacy audited all current
residents’ MARs and compare fo the
medication available in the medication cart for
each resident one (1) time per week for four
4 (1) weeks on 6/9/2014, 6/16/20)4, 612372014,

FORM CMS-2467(02.99) Fravious Varsions Quiolete Evant ID:4FT211
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+
90 ! SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENCY MLIST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAQ cnoas-nzrenegg;o Egmm’nnorame oate
ICIENCT)
"and wawvid and then will be completed
F 332( Conlinued From page 86 F33 every wwo wecks for cight (8) wecks by
1. Observatlon of a medicalion pass performed Omnicare to assure all medications are
by ucensd Pfﬂc“oal Nurse (LPN) #3 on Hvﬂilhlc. Any dcﬁciency [den“ﬁcd “’i“ bc
05/20/14 af 8:40 AM, reveated Amiodipine (biood correcled immediately. The resulis of these
pressure medicallon)10 mg was not adminislerad sudits will be forwarded 1o the fﬂfgg{o Sh
R 8.
LS Commiltee for review weekly until the
Review of Resldent #18's May 2044 Physlclan's Jeopardy is removed and then ot least monthly |
Ordars revesled an order for Amiodipine Besylate for three (3) months. If rt any time concems |
10 mg table), give one (1) tablat by mouth dally. 2::“ v;g:““?:" r:';'fchA‘:: ; "‘:l‘::"i"‘;"“}ul:;’":: _'
Interview conducted with Licensed Practicat recommendetions 8s needed. The QAPI |
Nurse (LPN) #3, on 06/29/14 at 9:30 AM and committee will consist of at & minimum the
10:25 AM, revealed she was not aware lhe A(_iminislrator, D_ircclor c_if Nursing, Assistant
residant was out of this medigﬁﬂon un(ljil sI:ue was g!"::‘“fs‘:r:;:;“‘&S-nggg:“;nﬁ“g“;" D"’é‘lii'_‘"v
doing lhe medicatlon pass. She stated she would iclary oervices ia usiness Lilice
checgk the Emargencprrug Kit (EDK) box to see Manager with the Medical Director atiending
If the medication was avallabla to adminlster, then ot least quarterly.
call the pharmacy lo see why the medicallon was
not avallable. LPN #3 revealed after checking
wilh the Pharmacy she was Informed Ihe last time
Amlodipine was dellverad was on 04/36/14, '
Review of the May 2014 MAR revealed the
resident had not recelved the medication for nine
(8) days prior to this observation.
2. Observation of a secand medication pass -
performed by LPN #1, on 06/28/14 al 11:00 AM,
reveaied LPN #1 oblained a 229 bleod sugar
reading for Resldent #17 and drew up seven (7) 0711714

unils of Regular Insulin and preparad to
administer it to the resident. LPN #8, whowas in
orlentatlon and shadowing LPN #1, Informed LPN
#1 that she {thought the Insulln amount should be
five {5) units and nol the seven (7) unlts LPN #{
had prepared. LPN #1 then ra-checked the
resident's MAR and determinad (he rasident was
to have five {6} and nat seven (7} unils of insulin.

| Review of Residenl #17's May 2014 Physiclan's

FORMCMS-2667{02.99) Previous Veisions Obsolels

Event [D:4FT211
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recommendations as nceded. The QAP
F 332 Continued From page 86 F 332 committee will consist of at a minimum the
Orders revealed Ihe amount of Regular Insulln to Admninistrator, Director of Nursing, Assistant
be administered when the blood sugar reading Director of Nursing, Social Services Director, ,
was betwean 101-260 would be five (6) units. 3"““‘7 5"}";‘&”&“’3" :‘“3 Business 0""“ 112004
anager with the Medical Director atiending
Intesview with LPN #1, on 05/29/14 al 11:00 AM, at least quarterly.
revealed she had another resident's shiding scale F133
insulln orders and had drawn up and prepared lo 483.25(M)(2) RESIDENTS FREE OF
administer the wrong amount of Insulin to SIGNIFICANT MED ERRORS
Resldent #17. She slatad she would have to fill
out a medicatlon error repon. The comective getion_scconiplished to correct
the alleged deficlent practice;
Interview canducled with the Director of Nursing Resident 4
(DON), on 0/26/14 at 1:10 PM, revesled she fhaliyy, | CPired on 0512472014 at the
expecled nurses lo go by the orders on the i
resident's Madication Adminisiration Record and "_“’]‘f"“' # 12 discharged home from the
thought the nurse would have double checked. acility on 05/3172014.
F 333 483.26(m){2) RESIDENTS FREE OF F 333} 0n 64/2014, the Direc
y tor of Nursing ob:
§8aL | SIGNIFICANT MED ERRORS medication administration for R:ssi':!gen(:ls:g f‘:
10, 13, 14, 15, and 17 and Resi
The feciily musi ensure that residents are free of thet all medications were n’::;;‘::;’: ::“ d“‘:l'g:
any significant medicatlon errars. m:dicntimu were administered per physicians
arder,
Ot | ial
Thia REQUIREMENT Is not mel as evidenced On 6122014, two represcntatives  from
by: Omngcgre P'hammcy completed a Medication
Based on cbservalion, interview, record raview, Administration Recard (MAR) to Medication
and revlew of the faclllly's policy and procedures, Cant Audit for all current residents to cnsure ail
i was determined the faclity failed o ensure nine medications arc available for administration
(9) of seventeon (17) sampled residents 1 .!!‘:‘dy’i""’ onder. Any - medication
(Reskients #2, #3, #10, #11, #12, #14, #15, #13 ettty gt weilable and not in the
and #17) and one (1) unsampled residsnt ph"ﬁa:;"ror e dlilat:;sl‘ sent stal to the
(Resldent A) were free from signlficanl clivery.
medication errors. On 6412014, Ditecor of Nursing obscrved
medication adminisivati
Resident #10 did not recelve a “now" dose of residents to m,m":::imm‘;“wﬂ' Mhireien
Polasslum that was ordered on 05/29/14, untll and administered per physicians order, All
1
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F 333] Conlinued From page 87 F 333 medications were availgble and given per
05/30113 and required hospllalization for Physicians order.
Hypokalemia, The measures or systemic changes wer mage
Resident #11 did nol secelve Solu-Medro {sterold) m!..t:m : fet '
Intcamuscular (IM) "stat" {immediately), and
Levaquin (antiblolc) Intravenously (V) “stal” as On 6/1/2014, Regional Nurse Cansultant
orderad on 06/21/44 until 05/22/14, (RNC) re-educated the DON on “Medication
Avaiability" pratocol, which states (he
Resldent #12, who had a selzure disordar, did not procedure to follow for physician notification
recelve Keppra (anll-selzurs medication) for six when medications are not available 10 be
(6) doses and experianced a selzure raquiring administered per physicians order, and post
hospltalization, Additionally, after returning fo the test completed,
facility on 05/43/14, with a physiclan's order to
change the Keppra milligrams (mg) from 500 mg On 6/1/2014, the DON began re-education
{0 1000 mg twice a day, the resident only “’“"“a Licensed  Nurses ~ on “Medication
receivad 500 mg for  tolai of thirty five {35) Ava bilil)“ nd_ Post test titled “Medication
doses. ?mi::bll:gr w::clil '::::les t:;:_ L::_ucef.lum|1 lo
[ physici notification when
dicalions are not available 10 e
Resldant #14 did nol recelve a total of fourteen s . )
{14) doses of Pancralipase (digestive anzyme) g’,’;‘,',‘,:'?;f‘,; bﬁm?:,ﬁ:ﬂaa’ﬂh °:ﬂ°;}m1::':
S000 Units from 06/18/14 through 06/28/14 due nutses by the DON. The DON will re-edueate
to the Physician’s Medicald number belng axplred and validate competency with Assistant
and the pharmacy no! sending the medicatlon. Director of Nursing (ADON), MDs Nurse
{MDS) or Unit Meanager before they injti t
Resident #15 who had dlagnoses of chronlc paln cducation with the licensed nurse:’l:io Ii::.'::;
did nol recelve Fentany! patches as prescribed on nurse will work afler 6/4/2014 without having
05/05/14, 05/26/14 and 05/2911 4, for a tolal of had this re-education gnd compelency test,
alght (8) days,
H he _facility_p} nitor
Reslident #3 did not recelve seven {7} doses of rformance o ensure that lions for the
Norvasc (blood pressure medication), alle 21 practice are sustained;
Rasident A did nol receive ten (10) doses of Beginning the week of 6/9/14, Omnicare
Amlodipine (anll- anglna) and eleven {41) doses ﬂm"‘: n;“'iﬂ::"“‘ "’: “::c"' ’:‘f!"".'"
of Panloprazole (gastrolrtestinal madicaton), available i do ﬁ::im‘i’m :m"'ror‘"c';g]':
resident one (1) time per week for four (4)
Resldeni #13 did not recaive Buspar (antl-anxiely ks th h
medicatlon) for a total of aix (6) dosas, Necks fhen every two wecks for cight (8)
Evort ID:4F 7214 Facibly ID: 100069 If continuatton ahes Page 88 of 188
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Reeldenl #2 did nol recslve four (4) doses of
Diflucan (yeast rash) from 05/19/14 through
05/22114,

Addllionally, during & medication pass
observation, Licensed Practical Nurse {LPN) #1
was observed lo draw up seven {7) units of
Novolin regular ingulin instead of the five (6) units
as per {he physiclan's order for sliding scale
insulin for Resident #17. The LPN was about to
adminlster the seven unliis of Insulln but another
LPN (#8), who was In shadowing LPN #1 pointed
out the residenl should only recsive five (6) unils.
A second medicatlon pass revealed Resldent #18
did not receive Amlodipine {anll-hypertensive) 10
mg and had nol received the medication for nine
(9) days prior.

The facllity's tallure to ensure resldenls were free
from aignificant medicatlon errors caused or was
fikely to cause serlous Injury, harm, Impalrment or
dealh of aresident. immediate Jeopardy was
Identltied on 06/02/14 and determined to exist on
056/05/14. The facllily was notified of tha
Immediate Jaopardy on 08/02/14.

The findings Include:

Reviaw of the facility pollcy and procedure lillad,
*Medication Shortages/Unavallable Medlcations”
last revised 01/01/13, revealed actions lo take
upon discovery that the facillty has an Inadequala
supply of medication to adminisler {o a resident
Included staff taking Immediate actlon to oblain
the medication, if a medication shortage was
discovered during normal Pharmecy hours, the
nurse should call the pharmacy to detarmine the
stalus of the order. If the medicallon has not
been ordered, place the order or reorder lor the

correcied immediately. The DON, ADON or
Unit Manager will complete  medication
administration abscrvations three limes per
week for welve (12) weeks 1o assure
medications sre administered carvectly and
medications are avallable, The results of these
audits will be forwarded (o the facility Quality
Assurance Performance Improvement
Committee for roview at Jepst monthly for
three (3) months, If at any time concemns aro
identified the QAP] commiltee will convene to
roview and moke furtlier recommendations as
needed. The QAP! committce will consist of at
a minimum the Administralor, Direcior of
Nursing, Assistant Director of Nursing, Social |
Scrvices Director, Dietary Services Muonager ¢
and Business Office Manager with the Medica!
Director attending a1 Icast quarterly,

!

!
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Confinued From page 89

nex! schaduled delivary. If the next available
delivery causes delay or a missed dose In the
resident’'s medicalion achadule, oblaln the
medicatlon from the Emergency Medication
Supply to adminisler the dose. If the medicalion
was not avallable In the Emergency Madication
Supply, natify the pharmacy and arrange for an
emergency delivery. If @ medication shortage
was diecovered aller normal pharmacy hours,
staff should oblaln the ordered medlcation from
the Emergency Medication Supply and if it was
not avallable In the Emergency Medleation
Supply, the nurse should call the pharmacy's
emergency answaring service and request to
speak with the registered pharmaclist on duly to
manage the plan of aclion, The aclion may
Inctude emergency dellvery or the use of an
emergency (back-up) third parly pharmacy. If an
emergency delivery Is unavallsble, the nurse
should contact the altending physiclan to oblain
orders or directions. If the nurse was unable to
oblaln a response from the altending
physiclanfprescriber In a timely manner, the nurse
should notify the nursing supervisor and contacl
the faclity's Medice| Director for orders/diraction
while making sure to explaln the clrcumslances of
the medication shorlage. When a missed dose Is
unavoldable, the nurse should document the
missed dose and the explanation for such missed
dose on tha MAR or Treatment Administrallon
Record {TAR) and In the Nurse's Notes per facilily
policy. Such documentation should Include a
description of the clrcumstances of the
medication shortage, a descripiion ¢f the
pharmacy's responsa upen nollfication and the
action(s) taken.

1. Record review revealad Resldent #10 was
admllled on 05/16/14 with dlagnoses which

F 333
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Canlinued From page 50
included Psychosls, Dlarchee and Diabetles.

Raview of a Laboratory Report revealad a routine
laboratory tesl was conducted on 06/20/14 and
ravealad the resldent's Potassium level was 3.2
milimolesfLiter {mmol/L} and normal value was
betwaen 3.5-6.60 mmobiL. On 06/21/14, the
resident was placed on intravenous Fluids (IVFs)
at 76 mithour to end on 05/27/14 and a "now"
dose of Polasslum 49 millequivalenta {meq) was
administered, The Potassium level was
rachecked on 05/22/14 with a result of 3.5
mmolA..

On 05{29/14, Licensad Pracilcal Nurse (LPN) #3
racelved an ordar to administer Polassium 40
meq by mouth now and racheck Potasslum level
in twenly-four {24) hours. Howaever, review of the
May 2014 MAR revealad the order for the
Potassium 40 maq was not documanted on the
MAR unlil 06/30/14 al 9:00 AM {one day later) al
which lims It was administerad.

Record review revealad a repeat Potassium leval
was obtalnad on 05/30/14 with a Panic Level of
2.4 mmollL. The Physiclan Assistant was notified
and the resident was sent fo the emergency
room. Realdent #10 was admitted lo the hospital
on 056/30/14 al 8:50 PM with dlagnosls of
Hypokaiemia (low potassium). The licensed staff
(LPN #3) falled to transcribe the order to the MAR
and failed to administer the medication when
ordered on 06/20/14.

Revisw of Hospllal Admisslon History and
Physical, dated 05/30/14, revealed Resident #10
was admitled lo the hosplial bacause of a
Potassium level of 2.4 and was diagnosed wilh
Hypokalemia and would be traalad with IV

F 333
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hydratlon and Potasslum replacement,

Interview conducted with LPN #3, on 06/31/14 at
3:00 PM, revealed on 05/29/44 she had not
nollfied the physiclan about Resident #10 but the
nurse for Resident #10's physiclan had called the
facllity and gave her an order for a one (1} lime
dose of 40 meq Potassium but gave her no other
specifics. LPN #3 revealad she lorgot to pul the
medicallon order on the MAR and did not
administer the Polassium as orderad. She faxed
the order to the pharmacy and also called the
pharmacy about the Polassfum order somellme
before lunch on 06/29/14. She staled sha did not
know if the Potassium was In the Emergency
Drug Kil (EDK) as she was unawars of what
medications were avallable In the EDK and she
did not lock In there for the medication.

Interview with the Diractor of Nureling (DON),
conducled on 06/31/14 gt 9:30 AM, revealed PN
#3 had falled to place the order for the one (1)
time dose of Potassiim on Res!dant #10's MAR
and had forgotlen {o adminluler # on 05/29/14
when [l was ordered. Tha DON ravealed the
residenl’s Potassium level was al "Panic Leve!" of
2.4 on 05/30/14 and the resident was sent to the
hospital and admitled for treatment of
Hypokalemia, The Potasslum was avallable In
1he EDK box; howaver, LPN #3 falled lo oblain
ihe medication Irom the EDK,

Interview with Resident #10's Physictan on
08/12/14 at 2:30 PM, revealed Resident #10's
Polasslum was low and depending on how low
“could be {ife threatening”. Ha expecled the
Polessium to have bsen glven when ordered.

2. Record review revealed the facillly admiited
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Resident #11 on 07/01/12 with diagnoses which
Included Congastive Heart Failure and Chronic
Obsiructive Pulmonary Disease (COPD),

On 05/21/14, Resldent #11 had a change In
condition and was having resplratory disiress and
a "stal" order for Solu Medrol IM and iV anfibiotics
was oblained. The medications ware nol
administered untit the following day, seventeen
{17) hours Jater. The resident continued to
decline and expired In the facility on 05/24/14.

Revlew of Nureing Notes, dated 05/21/14 at
10:67 PM, ravealed Resldent #11 was noled to
have labored breathing and an oxygen salurafion
of 91% on 2/Lllers of oxygen. Lung sounds were
diminished bilatera! lower lobes and the
Advanced Praclice Regislered Nurse (APRN)
was noliffed and orders wera recelvad,

Reviaw of the Physlcian's Order, daled 06/21/14
at 11:30 PM, revealad adminlster “slgl”
(immedialely) Soiu Medro! 40 milligrams {mg) I
and {V (infravenous) Levaquin 600 mg, howeavar,
review of the May 2614 MAR revesied the
medicalion was not administered until 06/22/14 al

5:49 PM,

Intervisw with LPN #6, on 06/02/14 al 3:20 PM,
revealad she recelved the slat order, wrote i oul
and putit in the compuler. The encoming nurse
was already on duly and It was time for LPN #5 lo
leave and she gave report {o the oncoming nurse,
LPN #5 revealed she felt the Physiclan had
ordered Solu Medrol as a stat order because it
helped with braathing and It works in twenty to
thirty minutes,

Review of Nursing Noles, daled 05/22/14 at 5:49

F 333
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PM, revealed documentaiion by Licensed
Practical Nurae (LPN) #1 o inciude the antiblotlg
was laken from EDK box and a peripheral IV was
slarted with anliblolic administered. The residents
lungs had rhonchi nofed in the upper fobes.

Interview conducted wilh the Admintsirator, on
05/30/14 at 3:20 PM, revealed LPN #5 had noted
Resident #11 having resplratory distress an
05/24/14 prlor to her leaving the facility from a
aplit shift. LPN #56 had wrillen the stat order and
given report to LPN #8, who was picking up the
split shift. LPN #8 failed to obtaln the stat Solu
Medrol which was In the EDK box. Solu Medrol
was obtalned from the back up pharmacy
somelime around 4:00 AM, but the vial was
reporied to be compromised and was not used
and another one was ordered. She further staled
LPN #8 sliil did not obtain the Solu Medro! from
the EDK box and should hava, LPN #4
adminlstered tha madicatlon on 06/22/14 al 5:49
PM (approximalely seventeen hours lales) aftar
relrieving tha medicetion from the EODK box. The
Adminislrator staled she expecled if a slal order
was nol avaliable on the medicallon cart, that
staff would fellow procedure and oblakn that
medleallon from the EDK box if It was avallable
there. LPN #8 did nol check the EDK box. The
Administrator suspended LPN #8 by phone on
06/22114 and recommended she be lerminated,

interview with Resident #11's Physiclen, on
05/30/14 at 4:35 PM, ravealed a stat order was
for a spgclal need and meant "now". Ha slated a
rouline order would be provided with roufing
orders, He addllonally stated he expected
medicallons and lrealmenis that were ordared
“slal” would be pravided “stat”,
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