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! . A facifity must immediately inform the fesidant, . lon 8014 ang administersd on 8/3/2014. The DON | f
{ fconsult with the resident's physician: and if. : Tl Bpoke with the resident regarding the medications on i i
! - known, notify the resident's tegal representative BI3/2014. Sha detected no adverse reaction o the incldent |
i L or an intarested family member when there is.an PRI o thataccurrad an 9212014, The LEN charge rurge | i
] - accident involving the resident which resuits in~ candusted an assessment of resident #3 on S//2014, Ko !
. Injury and has the potentiatl for requiring physician thariges wera identifisd from the pravious assessment.]
! ntervention: a significant change in the residents | .. iThe physician had no additionsl ordars for resident #3 on i
i physical, mental, o psychosocial status {ie, a - SI16/2014 when she was nofified of the medication orvisglon,
*detaioration in heaith, mental, or psychasocial i iThe DON will review the Medicas Record Administration f
i status in either fife threatening conditions or : shests for sach current resident for the last 30 days no! }
 Clinica] compficaticns}; & naed in alter treatrmment dater than 10/15/2014 1o ansura that medications hava :béan i
¢ significantly (ie., a need to discontinue an ; mrovided as diracted by the physician, Any omission vl I#
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! | The faciity must also promptly notify the resident Ths Healih Information Managament Coordinalor will f
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! change in room or oommate assignment as | tha physician. Any omissions win be reportsd to the D.GN |
J | spacified in §483 18(a)2); or g chanye in ) - oF RN Supervisor for further invastigation, The ﬁﬂdﬁng:-s }
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' This REQUIREMENT is not met as evidenced
i by

- Based on irterview, record review and review of
| he facility's policy, it was determined the faciity

legal representative or interested family member,

t

;

failed to ensure the Physician was notified for one |

(1) of three (2) sampled residents (Resident £3)

| | when the resident missed three {3) schequled
" doses of hismer Kionopin (anti-anxigty
[ medication) medication because it was not

, feordered timely.

| The findings include:

———

FIntarview with the Director of Nursing (DON) on

CUOrIBM4 gt 1D PM revealad sha indicated tha

{ facility's expestation wouid be for the Physician io

. be notified when a resident missed schedulad
I doses of medicaiions,

I ! Record review revealed the faciity admitted
; Resident #3 on 06/20/14, with diagnoses which

! "inchuded Depression and Anxiety, Review of the

i U6/30M14 Admission Minimum Data Set (MUOE)
: Assessment ravealed the facility assesses

: Resldent #3 as being cognitivety intact. Review

of Resident #3's Comprahensive Care Plan,
[ DBI20M4, raveaied a care plan which stated
* Resident £3 was at risk fnr sida effects from
! his/her psychoactive medications related to the

f review of the care plan revealed interventions
Cwhich inchudad administering medications as
| ordered by the Physinian, Review of the June
2014 monthly Physician's Orders revealed an
! orter for Kionopin 1 milligram (mg), three )]

E

1

 disgroses of Anxiety and Depression. Continued |

F 157 ;. The resnlts

of these gudits will be forwarded w the rmonthly:

“QAPT meeting for farther monitoring and congnued

"compliance. A1 the end of three months, the QAP

? Committes members will detsrmine how much sdditienal

i
- mankiring is requited based on the infortmarion contained ik

the weekly audits, The Sicility GAP! members are AIT,

é DON, Socind Services, MDS Coordinator, Med Becords, -

; DHetery, Activites, Therapy Coordinator, Environment!
1 H

| Services, Mediea] Director and Pharmacy. ;

. timas daily for tha diagnosis of Anxiety.

]

e
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Additionally, review of the Physiciarn's Orders .
[ revealed an order far Klonopin 1 mg ence daity ; :
. PRN (as fieeded) for Anety, i ; i

tInterview, an 09/17/14 at 1.05 PM, with Resident
~#3 revealed on 00/02/14, haysha had net received |
[ | histher three (3) scheduled doses of Kicnopin ;
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. medication, and this had made him/her very
L anxious as hefshe felt he/she really nesded the

) | medication
F

| Review of the Septernber 2014 efectronic

- Madication Administration Record {E-MAR) ;
| revealed Resident #3's Klonopin 1 mg was i
 documented as N at 11:30 AM, 4:30 PM and '
[ 8:30 PM, which According 1o the key indicated the

: medication was not adrainistered as ordsred,

-“w-—v..‘,,,mwn-v—..__“_u—w_. e

e .

| Further roview of Resident #3's medical record J
revealod no documented evidence of the faility’s
I nurses had notified Resident #3's Physician of the | ;
three (3) schedulad Klonopin doses had not been | ‘
adminlstered on 9/02/14. :

———

Heterview with Certified Medication Technician ; ; : |
; (CMT) #1 on 09/17/14 at 330 PM and on ; i

L 08/18/14 at 11:55 AM, who worksd the 3:00 PM : ? ; {
10 11:00 PM shift cn 09/02/44, and with CMT %2 s

fon 09/18/14 at 1010 AM, who had workad the
 F00 AM to 3:00 PM shift on 08/02/14, reveated

' there had not been any Kionopin 1 mg medication :
availfable to administer on 08/02/14. Both CMTs

J

i

H

lindicated they could not recall whether they hag | ; {[
};

}

I

[

o,

told the nurse or not about there being no
| Klenopin avallabie,

| Interviaw with Licensed Practical Nurss {LPN) 84

o 09018/14 at 10:40 AM, revazied OMTs . ; ‘,

' administered most of rasidents’ Medications, and | : i
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F 157 Continued From page 3
Hthe nurses dependad on them to telf thermifa ¢ ?
resident missed their mediaations for any raason. |
- She stated if Resident #3 missed threa (3) doses |
| of hisher Klonopin then the nurse should have |
notified the resident's Physician of the resident
, Missing the scheduled doses of Klonopin on
0902114, However, indicated she did not knew , : }
i
/

e .

whether the Physician was notified of thig
infarmation or not, |

Interview, on 09/18/14 at 12:36 PM. with Resident | g i

| #3's Physician revealed she expected to be , ! 5

{ . natified by facility sta regarding residenis ! : j

' | migsing doses of their scheduled medications, X ; f

!

I

/

Cantinued interview, on 09116114 at 1:10 PM, with His the polloy of Eliott Norsing and Rehabitation that | 1021114

. the DON revealed she was ot aware of ;

! spenific }‘acfﬁty policy regarding notification of all residants ara free from abuse, raglect and

| Physicians; however, she regarded nolifying the | misaperopriations of fuisds, ;

* Physician of missed medications as good nursing B
; [On 8/2/2014, resident #3 and resident # 7 tepartsd to

i practice. She stated the nuree should aleo i
- dacument the Physician notification in the ‘Fegifity staff that aach had $5 misslng an 9/1/2014,
| resident's medical record, '

F 2257 483, 130C)(){i)-(ii), {eH2) - (43 ,
| 88=D | gNVESTiGATE;’REPGRT i Services Diractor, the residents declined te hive Facility
CALLEGATIONSANGMIDUALS ' :

; . . .
Fozg! Upan Interview with the Administrator and Soctal

| Staff saarch for thelr missing money. Both residents

clafmed that another resicent of the facility had beer i

The faciity must not employ individuals who have -

: been found Guitty of abusing, neglacting, or ; " their rooms and the residerts felt sura tat this resigent,

: Mistreating residents by a cpur: of law; or have : i
had & ffndig sntered ;éw the State ﬂu'rga aide - who was confused, had takes thalr 25 The confused

: : rasidant had been noted to be in both resident romms |

fregistry conceming abuse, neglect, mistreatment ‘
. of residents or misapgropriztion of their property;

. !

i - N i during the AM when the money disa poared. iderview |
! and report any knowledge it has of actions bya g i yesap i
: i with the residents revesled that naitliar rasidant ; [

/I

i

“court of law against an empleyes, which would
Findicate unfitness for Service as a nurse aide or
other facilty staff to the State nurse aide registry
| or licensing authorities.

: !
| wantad the confused residant's raom searched nor did
! ‘
i theay want their maoney back from the resident Thay |
! consldered the confused resident “frignd” and didnt

Evert 1D sEPS T Facifity 10 100890 if continuation sheet Page 4 of 18
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’ wart aryone's feelings huet, They anly ask thal the
F225 Continued From page 4 E Egsr‘esidsm not be permitled back in their roum while they
were not in atendance. I ordsr 1o fospect residerits ; |

- The facility must ensurs that ail alfeged violations

j i Ivolving mistreatment, neglect, or abuse,
" including injuries of unknown source ard

; immadiataly to the administratar of the facifity and ;

/ | Misappropriation of rasident property are reperted |

"to other officials in accordance with State faw

; through established procedures (including to the

 State survey and cerfifleation ageancy).

. The facility must have evidepse that all atteged
Hviolations are thorolighly investigated. and mug:
, Prevent further potential abuse whjle the

! investigation is in prograss.

j ; Tha results of ail investigations must be reportad

"to the administrator or e designated

H

{ ; fepresentative and fo other officials in accordance

‘with State iaw {including to the State survey and

 certification agency) within 5§ working days of the |

“incident, and if the alleged violation is verified
i appiopriate corrective astion must be takan,

' This REQUIREMENT is not met as evidencad
: by

i the Facility's policy, it was determined tha facility
“fafied o ensure afl residents’ aliegations of

| misappropriation were reporied to the appropriate ,

Siate Agencies far two {) of seven (7) sampled
. residents (Residents #3 and #7). Resident £3
Cand Resident #7 voicad allegations of missing
I money to facility staff however, the missing

- money aliggations wers not reperted to the State

| Agencies.

The findings inchude:

! Based on intarview, record raview and review of |

'
F

Compiaird/Concern Form ragarding the missing nwiney f
and remindsd sl staff to assist wardering rasiderts ouf}
of oher rasidart rooms, The Administrator and Sogial |
Barvices Director will review the Camplaint/Concern "
Log and trsident Reparts for the last 80 days by 10/8/14
io ansure that no incidents have acourrad that Fequire
low erforcamant. No incidents requiring additionsi :

hotification were Ideriled,

An ivestigation wes completed on 9272014 when ihe ‘;
‘incident oeeured. Staft mmbers caring for the residesis
| wers interviewed by the nrevious adrnintstrator on
$/2/2014. No sta mamber had any knowiadge of the -
Eres,ideﬂ{ money other than the reports that s confused ’
Tesident had baen sesn in mech resident's room. The |

; slartand odented restdants (BIMS of 8 or highery o |
Hthe 200 thall ware interviewad by the Sociasi Services

Directar or: 8/2/2014 1o ensure that na sther residents )
 ware affectad. Additiorst interviews with alort and

{orlanted residents (BIMS 8 or higher} were conducted ;

; by the Sacial Sarvices Director on 10/ -2IZ319, No
*rmsident was noted o have items migging

t

t Tha Regianal Director of Géinleal Oparstions reviewed
: he Guidelines for Abuse Reporting with the Administrator
Fon 9/1B/2014. She has since franafarrad fo whar |
: empioyment. The Regiseal DGO reviewed the d
. Guidsines for Abuse Reporting with the current AIT on

: Cictober 8, 2014,

| The AIT will provides adusation to all staff by 10/17/14

4

! regarding the Guidelines for Abuse Reparting. Ali

i gilegations of misspprogriation, among other things, |
i will heimmediataly raporied to the AT for furthar

- investigation and appropriate raporting,

! All resident congern forms, ncldant raparts, hursing
reports and Manager on Dty Raports will ba ravieweij

| dally (M-F} In moming mesting io ensure that
; appropriate notlification (o autside agencles has

i
£

Qtourmed ey directed per faclity pratogols and Federaj

| Ragulations.

:

|
|
|
|
|

|
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{ | These reviews will be Torwarcad ta the

1

, F228° Continued From pags 5
1

Review of the facility's, "Apuse Policy”, dated

L03/01/14, revealed aliegad violations of Federat

. and State Law involving mistreatment, neglect,

- abuse. injuries of unknown source and

misagpropriation of resident’s property would he

reported o the State Agencies and law

anforcement in accordance with existing state

would direct @ thorough investigation of each

| alleged violation and would be responsible for
repotting the resulfs of al invastigations fo the
state Agencies as required by state and faderal

, laws.

1. Review of Resident #3's medical record
revaaied the facility admitted tha resident on

- 08/20/14, with diagnoses which inchided Chronic
F Alrway Obstrustion, Chranic Pain Syndrome,
Anxiety and Asthma. Review of the Adrmission
Minimurn Dats Set (MDE) Assessment datad
UB/30/14 reveated the facility assessad Resident
P43 to have 2 Brief Interview for Mental Status
(BIMS3) score of Aifteen {15}, indicating no
coghitive impairment,

Interview with Resident #3 an 09718714 at 8:35
AM, revealed he/she informed the "nurses at tha
fursing station” he/she was misging five (5)
dedlars and slso told “the person” at the
receptionist deek, “there's a thief in herg"

| report this incident to &ny specific person but was

’ making general comments while passing through

! these araas of the facility. Resident #3 indicated
i - he/she could not recall the exact dats but statad
f L "about two (2) woeks 290" was when the mongy

. want missing. Resident #3 denied anyone in ths
i : facility had discussed his/her allegations with

law. The Abuse Policy revealed the Administrator ;

Continued interview revealsd Resident #2 did not

=

294 monthly QAPE mesting for the next these months o i
b further mandioring and zontinuext complignce, Aflthe :
_end of thrae menths, mambars of the QAR commitisa
! wiif detsrming, based on the information availabis in
e audits, i sdditional monltoring should ocewr, The :
{faclity QAP members are AIT, DON, Soniaf Servicss |
. MDA Ceordinator, Med Resarda, Uistary, Activitiss, ;
r Tharapy Coorginator, Environmental Bervicas, Medisal

- Directer and Pharmacy,

i
|

3

et .
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F 226, Continued From page &
" himther,

.« Record review revealed the facility admitted

| Resident #7 on 08/12/11. with diagnoses which

. includad Anemia, Chrome Alrway Obstruction,

* Chronic Kidney Disease. Hear Failure, Anxisty,
/ i and Depression. Review of the Quarterly MDS

- Assessment dated 08/03/14 revealed the facility

. @8sessed Resident #7 to have a Brief iInterview

for Mental Status {RIMS) score of fifteen {15),

+ indicating ne cognitive impainment.

Interview with Resident #7 an 09/18/14 at 9:08
/ | AM, reveated the resident informed State
Registered Nursing Assistant {SRNA} #1 "about
j L two (2) weeks ago” of five (5] daoliars missing out
; of his/her roem, and alse told SRNA #1 Hesident
*#3 was rnissing five (5) doifars as well. Resldent
| #7 stated the aflagations were discussed with the
- Social Worker (SW) but “nothing was done."

Interview with SRNA #1 an 09/18/14 at 9:50 AM,

| revesled she had worked at the facility for
fourteen (14) vears and had fratning on abuse

: and misappropriation of property. SRNA #1
stated Resident #7 reportad o her he/she had

| placed two (2) five (5} doliar bills into a hottle &n

; the night stand but now was missing one (1) of

:#7 had a locked drawer which he/she kept other
valuabies in. SRNA #1 also stated Rasident £3

l'was present at the time, and was encouraging

' Resident 27 1o report the Missing money as

i he/she was also missing five (5) doltars. SRNA

#1 reveaied she reportad Resident #2's and

| Resident #7's missing maeney to Licensed

- Practicat Nurse (LPN) #1,

T

- Interview with LPN #1 on 09/18/14 3t 10:25 AM,

the five (5 dollar bills. SRNA 21 stated Resident |
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F 225, Continued From page 7 F 225 {

revealad she had received training on abuse ang | i

' misappropriation of Groperty, and stated she ' |

1 |

|
|

would report any ailegations to either tha i

+ Administrator or tha SW. LPN #1 stated ai ;
: residents had focked drawers in their rooms, and
*she did not remembar any allegations regarding |
¢ Resident #2 and Resldent #7 missing moray
“being reported to her by SRNA#1.

Interview with the Administrator and SW on
0911814 at 11:10 AM, revealed on the n

i

eing of ;

09/02/14, as the Administrator was artiving at the -

fzciity both Resident #3 and Resident &7 were |

 Sitting on the front porch of the facdity and
reportad o e Administrator the afmgationg of
j missing money. The Administraior stafed she
hen went to the SW to determine if the

| ellegations had been reported to her. Tha SW
denied having knowledge of the allegations: and

the SW stated she and the Administrator went to
the front poreh to discuss the aliegations with

Resident #3 and Resident #7. The Administratar
stated the residents reported they suspected i

. ancther resident took the monay, 8s hefshe was

seen in both of their rooms prior o the roneay

| being missing. According o the Administrator, |
- Resident #3 and Rasident #7 stated they both did |
; et want an "investigation” due to the fact both

5 residents considerad the suspeciad resident a

“not o go into other residents’ rooms liniess the
residants were in their rooms, The Administrator

"friend". The Administrator revealed both
residents just wanted staff to inform that resident

 further stated both residents were aware of their
Hocked drawers and were encouragsd to use ;
; them, The Administrator stated these allegations
. were nof reported to Stats Agencias and law 5

enforcemant as per faciity policy, as the
residents had not wanted the facility to conduct
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F 225! Continued Fram page 8 . Foz }
| 3 investigation and an investigation was not | ? - i
f ~conducted per their request. O 322004, reaident #3 and resident # 7 reported 1w faciline 1214 E
Faas] 483,}3{0) ,DEVELOP[!MPLMENT 226G saif thet each had 55 miissing on 12014, Unon interview,
550 ,' ABUSE/NEGL ECT ETC POLICIES iwith the Administrator and Social Serviees Pirector, the !
i ‘ ‘residents declined to have facilicy staff search fior thair missiflg f
i . The fscr“?ity must dev&!ap and implament writtesy | "rmtm_ey. Both residents claimed that ancrther resident of the |
! f policies ang procedures that prohitdt | . Tucility fad been in their moms and the residents folt sure |
‘ g‘mstraatment} neglect, and abuse of residents ! *that this resident, wito was confused, had taken their §53, Thé !
L and misappropriation of resident property, ; s eonfused resident hed been nated 1o be in botis resident rooms
: duting the AM when the moncy disappeared. Interview |
: vrith the residents revesiad that neither resident wanted the
; . confised eegident’s room searehed nor did they want their | I
' This REQUIREMENT s not met as evidencad | money back from the resident. They considered the sonfised
Dy i ;resident 8 “friend” and dida’t want anyone’s feeiings hurs, il ,
" Based on imerview, record review and review of | * They anly ask that the resident not be permitted back i, |
; facility policy, it was determined the facamy faiied |  their toom while ey ware not in attsndance. Inordertwo | i
~' to theroughiy invastigate allegations of | reapect residant's rights and personal wishes, the facility .
i risappropriation of proparty for twa (2) of seven | | completed 3 Complaint/Concem Form regarding the missing
. (7} sampled residents (Residents #3 and #7). ; , maney and rentinded all staff to assist wandering raghients : |
- Resident #3 and Resident #7 both reported 5 | outof ather esident rooms, X !
. allegations of missing money (o facility staff; : . An investigation was completed on 9/2/2014 when the |
i hOWGVéf', the fE‘thliE}’ did not sanduct an ; ! inclident ozeurred, Stai¥mermbers caring for e residants .Q
; invesifgation into the mi$sing monsy. ; wers nterviswed by the previous administraror on 9/2/2014. j
! ) ! No staff member had sty knowledgs of shw resident Moy
z “The findin gs includa- ! ?[hcx’ tharn l%zc reports that s contused resident had b‘(»:rm sceq j!
: ; Coin each resident’s room. The #lert and oriented residents ; }
5 Review of the mci}fzyfs‘ “Ahyze F’oik:y", dated ; (BIMS of & or Bipher) on the 200 kall wers interviswed byf !
{ CO301/14, revealad a!?egations Frives fvmg © the Sogial Services Director an 9722014 to ensure that a0
més-frezat‘ment neglect. abuse, injuries of unknown | othier residents were affecred, Additional interviews with | |
{ . Bource and misappropriation of resident property ; Mot and ariented residents (B1MS 8 or higher) wese i «!
} would be raparted to State Agencies ard law : ! condutted by the Sosial Services Direcfo§ on EGJ;-MEIM;
; enforcement in accordance with existing state | reldaat was moted &y havs iteons missicg .
] llew. The mes‘cy fevaaied the Adminéstrator would i The currently guidelines were raviewed by the fagility by
(  direct a tharough nvestigation of sach aliegation . | B2 DC0 and ro changes were fade. o i
| and had ihe responsibility of reporting the resuiss j e Administator and Socia) Servicea Disotor vill revier
| - of all investigations of allegations to the State | | e ComplantConcern Log atid Incident Roports for che
é Agencies as FEQ&?N:‘.‘(? by state and faders) laws, | Iast 66 days by 10/%/14 t_o engurs that nz? nesdens have
‘ : ; oecunted that require addidonal notification of Stae ; |
} : I Agencies, APS, or local law enforeement, ; }
; i ! i
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No Incidents requiring additional notification wers antified,

F 226" Continued From page §

' 1. Medical record review revealed the facility ' ;

- admitted Resident #3 on OS/20/14, with Guidelines for Abuse Reporting with the Administrator oh

; - diagnoses which included Anxiety, Chironic Airway |
| Obstruction, Chronic Pain Syndrome, Depression . ! :

“and Digbetes, Review of the Admission Minirnum | ,The Reglonal DGO reviewsd the Guidelines for Abilige !

i Data Set (MDS) Assessmant dated 06/30/14,

F2az :
2 8Tha Regional Director of Clirlcal Operations reviswed the

£
!
!
|
:EM&IEE}M. Sha has since fransforred to other gmplayrﬁem. f!
!
: f
Reporting with the current AIT an Qotober B, 2014, J

revealed the faciiity assessed Resident # fuba ;
; ﬂcgnitively intact ;:m r‘nmwiewfbfe 3 : The AIT will provids sducation fo all staff by 10/17/14
’ 5 kegarding tha Guidaiines for Abuse Reporting. }
; Interview, on 09/18/14 at 8:35 AM, with Resident | ) : . |
: . : , : ; tons of mis ciztion, ther things, !
;f #3 revesled hefshe told nurses wha were sitting | _;"w llegatens of misapprepriation. among other s i
j : @l the nurse's station he/she had five (5) doilars | wil be immediately reported fo the AIT for further }
; Missing. Resident #3 stated he/she aise told "the | vestigation and appropriate roporting, J
fpersan” who sitting at the receptionist desk there : !
; All resident concern farms, Incidant reports, nursing |
, . F

in the facitly. Resident #3 stated

}  Was a "thief” ‘
i ‘?19{ she couid not recall the exact date; hawever, ; reports and Manager on Duty Reports will be reviewed, |
indicated it was approximately “wo (2) weeks : ‘ ) _ ) : !
_ l age”, Perinferview. the resident indicatad ; daty (M-F)in moming meeting 1o ensure that I
f i hedshe had made the comments while passing { appropriate notfiestion i outside agencies has E
i . £ i i ) : ;
.mmth t he dmag’,and had n Of feporied specific ; jecared as dirscted per faclity protocais and Faders! | j
| information regarding the missing maney to a . : ; |
 particular person. Resident #3 danied any faciiity :Rsgulations. :
; ; These reviews wifl be forwarded o the monthly QAR f /

: staff person had ever discussed with himther the
- aflegations of niissing money, : f
; : Cmecting for tha next thres maonths for further monitsring
' 2. Medical r ecord review revealed the facility ‘ ! and contiryed compliance. At the end of thrse manths.
| mdmitted Resident #7 on 08/12/11, with diagnoses | ; l . ;
which included Arxiety, Heart Failure : . mambers of the QAP committee will determing, basey
' 3 i
: Hyvertension and Depression. Review of the  on the infarmation avallabls in the audits, If additional :
- Quarterly MDS Assessment dated 08/03/1 4, , '
| Fevaadled the faciiity assessed Resident #7 in be ; -
i cognitively intact and tterviewsbie, : *ara AlT, DON. Socist Services, MDS Coordinator, Med

menitoting stould aocur. The faciiity QAR members |

| Recards, Distary, Activities, Therapy Coordinator, |

I  Intarview, on 09718/14 ar 2:.05 AM, with Fesident | :
#7 revealed tha regident told State Registered ' | Brwironmental Services, Madleal Director and Fﬁ%—;arm?r:.y
I Nursing Assistant (SRNA) #1 he/she was missing | :
five () dollars out of his/har room. Actording to |

I i Resident #7, he/she also informed SRNA #1

[ _Resident #3 had five (5} dolars missing too. j

Event 1D: 8EPA1 Fazilisy 13: 1008350
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F 226, Continued Erom page 10 . F228,
Resident #7 reporied the missing monay 5 "

| aliegations were discussed with the Social
. Worker (Sw), howaver, "nothing” had been

{ Fdone.
/ nterview, on 05/18/14 ot 8:50 AM, with SRNA #1 |

H

| revealed Resident #7 told her about placing two
(2) five (5) doliar bills in & botile on hisiher night
i stand, and five {5) dollars was now missing. }
SRNA#1 revealed Resident #7 had & locked ‘ [
tdrawer which other valugbles were kept for f “ i !
| safaguarding, According to SRNA #1, Resident ; ;
‘23 was present auring her conversation with ' : ]
: Resident #7, and had encouraged Resident #7 o i i
repoit histher missihg money as he/she was i
i missing five (5) dollarg aisa, Per interview, 1ha {
- SRNA reported Rasident #3's and Resident #7's : , {I

e,

| allegations of missing money to Licensed
Practical Nurse (LPN} #1. SRNA#1 stated she

i had had worked for the facillty for fourteen (14) ; ;
 vears and had received training regarding abuse : :

" 8nd misappropriation of property. : '

[ Interview, on 08/18/14 at 1035 AM, with LPN #1 5 : {
| [ fevealed all facility residents had locked drawers ; : i
"N their rooms to store their valuables in. LPN#1 ]
( i stated she did nof recagl being informed of any |
i allegations of Resident #3 and Resident #7 ‘ . f
J | MIssing roney. Continued inferviow revealsd ? }
' she had received training on abuse and ’
I | misapprogaiation of property and i she receivad
| allegations she would report them to either the
| BW or Administrator.

. Administrator and Social Worker revesled on f :
1 09/02/14, during the moming Residents #3 ang 1 E
" Resident &7 reponied their allegations of missing :
| money to the Admiristrator, Tha Administrator ! ,
Event 10 3EPS 17 Faclity 10 100850

]

I

| Interview, on 09/16/14 at 11:10 AM, with the | | IJ
I
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226,

F 2261 Continued From page 11
| revealed going to the SW to determine if the
 allegations had been reperted to her; however,
the 8W denied knowing about the residant's
. missing money aliegations. According to
fshe and the Administrator returned fo were the
| residents were sitting an the front porah and
' discussed Residert #2's ang Resldent #7's
| issing money allegations with them. The
- Administrator stated both rasidents revealed
suspicion regarding a resident who hzd been
. 5een in both of their reoms prior to finding their
I meney missing, Per interview, the Administrator
| reveaied Resident #3 and Resident £7 boih
 stated they did not want an investigation
- conductad by the facility, as they considered the
 suspected resident as a "friend”. Continued
intsrview with the Administrator revealad both
' residents just wanted the staif {o inform this

————

et in thelr rooms,  The Administrator stated both
residents had locked drawers in their rooms and
i wWeve encauraged to use them to store valuables
in. Fuither interview with the Adrninistrator
- reveated Resident #3's and Resident #T7'%
‘ allegations regarding their missing maney was
} not reported to State Agencies and law
; enforcement, Additionally, the Administrater
f - stated the facility did not ee
" 8% per facility poficy, due to Resident #3 and
Raesident £7 not wanling the facility to perform
- any further actions,
F 333 483 25(m)(2) RESIDENTS FREE OF
538=D SIGNIFICANT MED ERRORS
j

| any significant medication errors.

nduct an invastigation, |

the BW !

resident not to go into other residents’ if they were |

. The fagility must ensure that residents are free of |

! !
[Effiott Nursing ar Rehebilitation Conter AUIVES 1o ensure that
fr::sidems are fioe of ey significant medication errors. :
: The medication for resident #3 was defivered by pharmacy
o 9/3/2014 sud administered on 9732014, The DON spokel

F 233 .-: with the resident on 9/3/2014 and did not aote a0y 3Jiamzz’gr§
" in the resident’s demesnor or physical status. The LEN |
{ charge nums conducted s tesessment of resident #3 on
1 9/62004. Mo changes were identified from tha previous
: assessment. The physician had no additdonal arders for
: resident #3 on #18/2014 when she was notified of the

H

{ medication omission,

i
f
L

e ——————

e,

e

ID_/QE/M;

|
|

L
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| e SUMMARY STATEMENT OF DEFICIENCE S : ind ; FROVIDER'S PLAN OF CORRECTION
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: : DEFICIENG Y i
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. F s  shests for cach cirerent resident £or the last 30 days ne later
: EEEL han J/IS2014 to ensure that medicstions have besn f

F 333 Continued From page 12

provided a5 direetsd by the physician. Any omissgion will

. _ ) ) Pa relayed to the physiciag for fallow up, ]

This REQUIREMENT 15 not met as evidenced All liveosed staff and CMT's received additional education
by . ) , ) ) by the DON an 9242014 regarding the importance of
: Eased\ Cm [mej"v'e(‘“f! record rewe‘w and {ea‘”?w of ‘I " administering madications a5 ordered by the phiysician,

i mf?" facility's policy, it “3’35 detarmined the facility ; This included the six cights of medication sdminigttation, f

, E failed 1o ensue one ( z? of thres (3) sampled ,: " Adgitional educstion was provided related to orderig :zudg |

' V@E‘fi@m? {RESIQQM #31 had Kianopm o ! receiving medicstions from the phartnacy, The numbers far i

i (a”tj“anx}e‘fy mEde{‘Om on hand to administer . the pharmscy wers posted prominently i the mursing statibn f

“the physician ordered doses. : " ares #nd the procsdures for orderiog tredications during !hgé [

|

i

f

weskends, holideys and off houts wete reviewed with all -

' furses and CMTs,
i The Heaith Information Mansgement Coondinstor will
. perform MAR audits each week for 12 weeks 0 sngure

i .
The findings include:
. Raview of the faciity's policy tited, "IC 3
' g.l;dwmg aﬂg hR slel ?,g Mgﬁ;ﬁiﬁons fﬁm the . P othat medications are being administered ax ordered by the |
j rhpetggmg d arm:—;qy \g;‘un ;; =, [F;EV?afEd Stﬁ ‘ physician. Any omissions witl be reportod o the DO o
;vare‘ arg.t}i" E;I‘?B 'an ?ﬂy reg () ? Qur { | ) ! r RN Supsrvisor for Ruther Inveatigation, The findings
: Eflyssg‘! hang.c O BNsure an adequate BUpply i will 8i30 be shared with the physician.
‘ was “an ' : © Additionally, the RN Bupervisor will compiete o weekly |
[ msdication cart audit for st least 12 weeks to ensore that 5

continued compliance. Atihe end of thres manths, the
QAPI Committee members will determing how much i
additions] monitoring is required based on the intformetion

i

g ; 5 : ; ; w . ; i
. giwf\'i r?;: thghzfﬁ’;y FEQSE{C}I j:iﬁ%f’ Ic ds ;’d : aHl medications ordered by the MD ars present i the cast !
o €Ty v 1acy Services”, un.' aeed, ; + and thstan arople supply sermains in the cart for the {
i revealed emergency ph:‘:iﬂhacy SEIVICe was 5 o following week., The RN Supervizor will ensure tha '
i j Foir {5 ; i { S RERE AN i i
{ avaﬂfabia on H.Memy four “7@') haur basis. i " raveds are re-ordered I a timely reanner if the supply is | {
. Continued review of the Foiicy revealed staff ! ———
H ° ~ Ly uate, .
' guﬁr;e bg:' iiee;hi‘gggz;?igﬁfﬁ;gﬂﬁsg aeg;rg;icy i ' The results of these audies will be farwardsd to the

© : ! monthly QAP meeting for firther mositoring and ff

administration.

Review of Resident #3's medical record revealad ;

P the facility admitted him/her oh U8/20/14, with ; ; _
’ diagnesefz which included An‘x‘i&:—t; ;?d? ' . - contained in the weekly sudits, The facilicy QAP] i
| Depression. Review of the Admission Minimum mesbes are AIT, DON, Sociat Servicss, MDS : |
Data Set (MDS) Assessment datad 08/30/14 Coortinatar, Med Racords, Dieiry, Activites, Therapy ’
| revealad the faciity assessed Resident 43 o | Coordiniter, Envitonmental Services. Madical Dirsotor !
f A - . and Pharmacy, 5 x
|

have a mood severity score of three (3ywhich | :
! indicated minimal depression. and to have a Brief :
interview for Menta! Status (BIMS) score of ffteen ! ;
| out of fifteen, which indicated no cognitive j !
Event ID: ERG 1 Fazinty i0: 100640
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cimpairmant. Review of Resident #s
- Comprehensive Care Flan, 08720714, revealed
* the resident was care ptanned as at risk for side
+ effects from his/her psychoactive meadications
relsted @ the diagnoses of Anxiaty and
; Depression, with interventions which includad
( “administering his/her medications as ordered by
- the Physician. Continued recard raview rovealed |
"  the monthly Physician's Orders dated June 2014
; Tevealed an order for Klonopin 1 miltigram {my),
’ "thres (3) timaes daily, upon rising, suppar and at
| bedtime daily for the diagnosis of Anxisty.
“Further review of the monthly June 2014 :
( Physician's Orders revealed an order for Klonopin |
i "1 mg once daily PRN (as needed) for Anxiaty. ;

nterview with Resident #3, on 08/17/14 at 105
PM, revesled he/she had not Fedeived hisfher
three (3} scheduled doses of Kionepin medication i
| on 08/02/14. Resident #3 stated she was very
anxious that day and felt she really neaded i
| his/har medicine. i

Review of the alactronia Medication
Administration Record (E-MAR) for September i
{ 2014 revealed no documented svidence Resident
#3 received the three (3) scheduled doses of ;
I Klonopin 1 mg on 09/62/14 as ordered upen
rising, at supper and bediime. Further raview of
| the E-MAR revealed the staff adminisiering

f ‘madications on 09/02/14 documented Resident
| #3's soheduled Kionopin doses, which were fimad ,
Cal 1130 AM, 430 PM and 9:30 PM, as "N" which
 indicated the medication was not administered.

i
N

- Further review of Resident #3's medical record
' revealed no docurnentsd evidence of why the

, Teskient did not recsive his/her scheduled

! Kionopin doses on 09/02/14, Additionally, record |

F 333

e et o,

[
e
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F 333,
ented evidence nursing | :

: staff notified Resident #3's Physician of the three
. {v) inissed doses of scheduled Klonopin on :
F09/02/14. Raviaw of facility's “Refill Reguest :

Sheets” reveaied no avidence the pharmacy was |
' notified Resident #s Klonopin 1 Mg needed to he

[ review ravealed no docum
H
t

rafilled prior to 09/02/14,

. Review of the Pharmacy's

| document. dated 09/18/14
Klonepin 1 myg medication

- re-ordered on 08/22/14, wi

——— e -

. 10g for the week of 08/01/1

e

' revealsd 1o documented evidence of calsto the °
: pharmacy requesting an emergency run for

order “Filf Histary"

, for Resident #3's i

ravealed it was
th & seven (7) day

, Supply dispensed at that time, and not filled again
Ut 09/03/14 when a seven (7) day supply was
- dispensed, twelve (12 days after the previgus
Porder. Review of the Pharmacy emergency call

4 through 09/07/14

; Resident #3's Klonopin 1 mg for 09/02/14, due to
 thers being no Klonopin 1 mg medication for the ;
* resident available for administration. f .

Hrterview with Cartified Medication Technician

(CMT}#1 on 0917714 at 3

20 PM and on

| D9/18/14 at 11:55 AM, whe worked the 3-00 PM ;
o 11:00 PM shift on 09/02/14, revealed the : !

i sheet both have "reorder ¢

r——_

lorm. CMT #1 stated staff

medication cards which residents’ medications | :
were gncasad in and the madication sign oul : !

lickers” for staff to use :

to adhere to a pharmacy "Refif Request Shests” |

then faxed tha "Refill ;

' Request Sheets” document to the phatmacy to
ensure there was always enough medication for

" administration, She stated the pharmacy was

- closed on Sundays and ho

Wdays. CMT #1

 reported she could not recal if she faxed a

; reorder request to the pharmacy for Rasident #s
: Klonopin medication. Continued inberview

ettt
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|

| reveaied it was the staff person passing

z - medication's responsibility to let the Charge i

: Nurse know if reardered medication had not been )

f | feceived in a firmely fashion to ensure an :

' adequate supply of medication was an handto .
j administer, CMT #1 revealed if a "N" was i ;
[ recordad on the E-MAR on 09/02/14 that ; :

; indicated the medication was not given, |
CAccording to CMT #1, the documented reason for
- not administering the two {2) doses of Kionopin ¢
' on her shift was "pending pharmiacy” which :
| meant the medication was unavailable and ) /
J “waiting on delivery, Further interview reveated | i : i
| $he was unable ta remember if she netifled the ; ? )
- Charge Nurse or who the nurse was. CMT #1 | ; i
lindicated there had been two {21 misged “ ‘ : i
~Opportunities for Resident #1's Klonopin 1 mgto i f
| be reordered prior to 09/02/14, so the resident f J

“would not miss a dose.

Interview with CMT #3 on 09/17/14 a1 350 PM,
| revesled she verified CMT #1's description of the |
‘facility's medication recrder procass for faxing ; :
i requests to the pharmacy. She statad she :
usually followed up the next day to snsure the , : |
| requested medication reordered had been [
received, and if not, she would reorder it i i f
- Continued interview revaaled she tled to “ook
- ahead" and make sure residents had enpugh j : j }
| medication to get tarough Sundays and helidays, ; ,
as the pharmacy was ciosed then, She stated it ; ]

was staff's responsibility to make sure residents ; g
| had encugh madications so they wouldn't miss i : |
,any doses. Further interview revealed she didnt ’ : {
cremember re-ordaring Resident 23 Klanopir on | ; |
| 08/27/44, or why she didn't “look ahead" to 3 _s '
“ensure there would be an adequate supply of the ; ]
- medication for administration over the holiday, ? ;

 09/01714,
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Hnterview with CMT #2 on 0971 8/14 at 10:10 AM,
Ievealed she knew the facility's reorder process
| for medications.

‘no Klonopln 1 mg availabie for administration,
 therefore, she documented an N
“which indicated the medication was not

! edministered. She stated, however she wags
_unsure if she had notified the Charge Nurss of
'Resident #3's Klonepin being out, but stated she

. should have done that, '

L nterview with Licensed Practical Nurse (LPN) g1
on 08/18/14 at 10:40 AM, revealed the facility

! process for ordering needed or missing dosas of
. medication afier hours or on holidays was to call
' the on-call pharmacy number. LPN #1

i remembered calfling the on ¢all
Son 09/02/14 for medication; howaver, could not
| recall what the medication WS or which resident

it was for.

Interview with the facility Pharmacy Consuftant on
1 09/18/14 at 12.00 PM. revealad the “bottom linet |

. was Resident #3 ran out of tha medication,
'klohopin 1 mg. and there was "o

' ' pharmacy. The Phamacy Gonsultant stated
i there was an EMergency pharmacy numbsr tha

Factlity could have ysed to notity pharmacy

pharmacy number

| ; dactimentation” the facility attempled to rotify the

CMT #2 stated she worked 7:00 |
- AM 10 3:00 PM on 09/02/14, and Resident #3 hag |

on the B-MAR

i
§

f | personnal regarding the madicalion ang arranged | E
) i

for delivery of it prior to 09/02/14; however, thare
| Was no documentation anyane had attemptad o
. do that either.

Interview with Regident #3's Physician on
[ 08/18/14 at 12:35 PM, revealed Hwas her
| _Expectation the facility would notify her in tre

P
{ i
. . 4

i !

|
|
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. event of missed medication dosss,

!
; Interview with the Director of Nursing (DON) on

; L 00/18/14 gt 110 PM, revealad it was her
i Bxpeciation for staff to have netified the
, - pharmacy fegarding Resident #3's missing
i medication by using the amergency sfter hours
/ " number as per fac

" at gl times. Continued interview revesied she

|
gf - was unaware if the facility had a specific policy in

Fegard to Physician notification of missed

. goog AUrSIng practice ta notify the Physician and
Mo also document the notification.

ity policy. The DON statad the i :
| expactation was for facility policies to be followed | ;

. medication doses, however, she would consider it k ; : ’
! E ; i

f

|

]

{

: |
: f

F 333
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