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a. Review of the facility audits revealsd one
random nurse per day, per shift completed a
medication pass observation with the DON,
ADONSs, SDC, Medical Record's Nurse, MDS
Coordinators, Nursing Supervisor or Regional
Nurse Consultant to ensure compliance with
medication administration, the resident's care
plan was baing followed and accurate, and to
ensure documentation was completed.

b, Review of the facllity’s audits revealed the

Medical Records Nurse,

MDS Coordinators, Nursing Supervisor or
Regional Nurse Consuitant reconciled the
medications of four {4) randomly selectad
residents daily to ensure compliance with
medication administration. The audits revealed
the process was ongolng on 04/24/15.

c. Review of the facllity's In-services revealed the
nurses/KMAs received education on 04/21/15 by
the Regional Nurse Consultant, DON, ADONs,
SDC, or Nursing Supervisor on placing the
discarded pill packets/bottles in the bottom
drawer of the medication cart when the
packet/botile was finished. Review of the facility's
audits revealed the DON, ADONs, SDC, Madical
Records Nurse, MDS Coordinators, Nursing
Supervisor or Reglonal Nurse Consultant audited
ten (10} discarded packets/bottles per unit daily
and compared them to packets/botlles that were
put into service to reconclle medlcations, confirm
the recrder process and that the medications
wera being given per the physician's orders and
the plan of care, Review of the facility's audits
and an observation of the medication cart on
04/24/185, ravealed the process was ongoing on
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d. Observations of the medication carts on
04/24/15 revaaled the nurses/KMAs had placed
the date/time and thelr initials on the side of new
medication packetbottle. Further observations of
the medication carts revealed liquid medications
were dated 04/22/15.

. Revlew of the medication re-order process
revealed the following process was in place

I} Intarviews, on 04724/15, with nursing staff
revealed a nurse reordered medications via the
ezMAR alert system when three (3) to four (4)
days of a medication was left to administer.

il} Observations on 04/24/15, and Interviews with
nursing staff, on 04/24/15, revealad a nursa
placed the date of reorder and thelr initials on the
current medication bubble package.

ili) Interviews, on 04/24/15, with the DON and
ADONSs revealed the administrative staff ran the
“Refill Reminder Report” from the ezMAR systam,
Monday -Friday, and validated that all
medications due to be reorderad, had actually
been reordered.

iv) Interviews on 04/24/15, with the Facllity
Formulary Nurse, ADONs, SDC, QA Nurse, and
MNursing Supervisors revealed the staff reconciled
the Refill Reminder Report with the nightly
madication manifest report and the actual
medication packet on the cart or stored in
overiiow to ensure medications that were
reordered had actually arrived at the facllity.

f. Review of the facility In-services revealad
nurses and KMAs were educatedfirained on the
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medication administration policy and procadure to
include documentation along with the scopa of
practice of the KMA. Interviews, on 04/24/15,
with nurses and KMAs revealed the staff had
been trained on documentation practices end
scope of praclice for the KMA,

10) Review of the facllity's audits revealed all
resldents' medications were reconciled two (2)
times weekly, starting on 04/20/15 by the DON,
ADONSs, SDC, Medical Records Nurse, QA
Nurse, Nursing Supervisor, Reglonal Nurse
Consultant or Chief Nursing Executive.

Interviews on 04/24/15 with the DON, ADONSs,
SDC, Medical Records Nurse, QA Nurse, Nursing
Supervisor, Regional Nurse Consultant and Chief
Nursing Executive revealed all residents’
medications ware reconciled two (2) times weekly
with no issues identified.

11) Revisw of the facility’s In-services revealed
education was provided for Licensed Nursing
Staff by the Administrator, Assistant
Administrator, DON ADONs SDC, ar the Regional
Nurse Consultant regarding the above stated plan
by 04/21/15. Interviews on 04/24/15 with the
Administrator, DON, ADON, SDC, and the
Regional Nurse Consultant revealed licensed
nursing staff was provided education regarding all
areas of the corrective plan.

12) Review of medication pass audits revealed
the audits wera completed by the DON, ADON,
SDC, Medical Records Nurse, or Regional Nurse
Consultant for all nurses and KMA by 04/22/15.
Interviews on 04/24/15 with the DON, ADON,
SDC, Medical Records Nurse and Regional
MNurse Consultant revealed a medication pass
had been complated with all nurses and KMAs by
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F 425 | Continued From page 96 F 425
04/22/15,
13} Intem:wis tc:n 04/24/15 with the ?}i:uedal F-480
Projects Administrator, the Reglonal Vice 5/30/15
Prajsldent of Opersations, and iﬁa Chief Operating UL e LA TG i )
Officer revealed administrative CWGFS‘ght of the for Resldents #11, #13, #14, #15, #16, and #17
facility was completed by the Special Projects wera notifisd immediately upon Identification of
Administrator, the Regional Vice President of potential medication emors by the Administrator,
Qperations, or the Chief Operating Officer daily. Birector of Nursing (DON), Assistant Diractor of
Nursing (ADONSs), Staff Development Coordinator
14) Raview of the audiis and interviews on (SDC), Quality Assurances(QA)Nursa, Nursing
04/24/15 with the Administrator, Assistant Supatvigor, Madlcal Records Nurse or Regional NursaJ
Administrator, Speclal Projects, DON, Chief Consultant on 04/20/15, Residents #11, #13, #14, #15
Operating Officer, Chief Nurse Exacutiva or #16,end #17 ware assessad by the ADONs or QA
Regional Nurse Consultant revealed the Nurse on 04/20/15 for any signs and symploms of
administrative staff audited the mmp"ancﬁ of the adverse reactiona, with no Isaues identified,
above stated audits/observations daily. Leboratory levels were drawn on all six (8)
. resldents, the physiclan was notifled of the
15) Review of the Quality Assurance meeting resulls, and the residents’ cara plana were
minutes revealed a meeting was held on 04/17/15 updated, as naeded. Al slx (8) residents’
and again on 04/20/15. medications wers counted and a medication
F 490 | 483.75 EFFECTIVE F 450

raconcillation wes completed for accuracy and a
current count was placed on each Indlvidual pill
packet andfor bottle of liquid medicine on
04/20/15 by the DON, ADONs, S0C, QA Nurss,

585=K | ADMINISTRATION/RESIDENT WELL-BEING

A facllity must be administered in @ manner that
enables It to use its resources effectively and
afficlently to attain or maintain the highest Medical Records Nurse or Reglonal Nurse

practicable physical, mental, and psychosocial Coneullant.
well-being of each resident, The physiclan and POAs for Residents #11,

#15, #16, and #17 woere notifled Immediately upon
Identification of inappropriate documentation by
the Administrator, DON, ADONs, SDC, QA

This REQUIREMENT is not met as evidencad Nurse, Nursing Supervisor, Medlcal Racord's
by: Nurss, or Reglonal Nurse Consultant on
Based on observation, interview, record review, 04/20/15, Realdents #11, #15, #18, and #17 were

review of pharmacy medication dispensing
racords, review of the facility’s investigation, and
review of facility policy, it was determined the
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facllity's Adminiatration failed to ensure its
resources wers used effectivaly and efficiently to
maintain the highest practicable physical, mental,
and psychosocial well-being of each resident.

On 04/03/15, the facllity initiated an investigation
of an allegation of neglect related to Resident
#11's Digoxin (a2 medication used to slow the
heart rate of patients with atrial fibrillation).
Review of the facility's investigation revealed the
facllity detemmined on 04/01/15 that Resident #11
had ten (10) Digoxin tablets in the medicaticn
carl, and on 04/03/15 ten (10) Digoxin tablets
remainad in the cart. The facllity obtained a
laboratory level for tha resident's medication
Digoxin on 04/03/15, which revealed the
resident's medication level was sub-therapeutic.

In addition, six (6) of nine (8) cther residents had
sub-therapeutic medication levels when tests
were obtained on 04/03/15. The Administrator
toak no further action to conduct addifional
investigations or fo address the medication
concarms (refar fo F282, F333, F425, and F514).

The facllity's failure to have an effective systam in
place to ensure care and services were pravided
as per the resident's plan of care was likely to
cause serious Injury, harm, Impaimment, or death.
Immediate Jeopardy was determined to exist on
04/02/15 at 42 CFR 4B3.20 Resident Assessment
(F282), 42 CFR 483.25 Quality of Care (F333),
42 CFR 483.60 Pharmacy Services (F425), and
42 CFR 483.75 Administration (F490 and F514),
The facility was notified of the Immediate
Jeopardy on 04/20/15.

An acceplable Allegation of Compliance was
recsived on 04/23/15, which alleged removal of

reactions, with no Issues identiifed.

2. An audit of all resldent's charts was completed on
472415 by the Chief Nurae Exacutive, Assistant
Adminisirator, Quality Assurance Director, Madical
Records Director, Unit Manager, Director of Nursing,
Ragional Nurse Consultant, Soclat Services Director,
or Reglonal Vice Presidani to ensure compliance of
Faderal and State Regulations refated to proper
nottication, Char audit Included, but was not limited
{o: Physiclan Orders, SBARs, Progress Notes, History
and Physlcals, Labs,Soclal Servicas Notes, Dietary
Notes, Nurse's Noles,and Care Plans. No concerns
ware [dentifled,

A 100% Audit of ail stakeholders personnel files

was completed on 5/13/15 by the Human Resources
Director to ensure referance chacks are present.

On 511115 and 6/12/15 the Reglonal Clinical
Relmbursement Spaclalist reviewed the most recent
QBRA assessments on all residents to ensure wml
assessment accuralely reflact the resident’s slatus
amphasls on section P. Any Concemns identifled were
immediately addressad.

All residents Comprehensive Care Plans were
reviewed for updates and accuracy with emphasls on
{osneil cars, by the Chilef Nurse Execullve, Reglonal
Nurae Consultant, Director of Nursing, Quality
Assurance Nurse, Medical Records Direclor,

Unit Manzager or Administrator on 4-20-15.

Any concerns were addressed immedlately.

All resldents' madications were audlted by the

DON, ADON, SDC, Nuraing Supervisor, Medical
Record’s Nurse or Regional Nursa Consultant, on
04120115, to ensure Lhat the current madications,
compared to the currant Physician Ordar Sheet,
ware present and the quantity of medicalion was
counlad, the quantity was placed on the
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F 490 { Continued From pege 57 F 480 |04/20/15, for any signs and symploms of adverse
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the Immadiate Jeopardy on 04/23/15. An
extended survey was conducted on 04/24/15.
The State Survey Agency determined the
Immediats Jecpardy was removed on 04/23/15,
which lowered the Scope end Severity to an "E"
at 42 CFR 483.20 Resident Assessmeant (F282),
42 CFR 483.25 Quality of Care (F333), 42 CFR
483.60 Pharmacy Services (F425), and, 42 CFR
483.75 Administration {FA80 and F514) while the
facility monitors the effacliveness of systemic
changes and quality assurance activities,

The findings include:

Review of the facility's policy tiled "Medication
Administration - Medication Dlscrepancies,” dated
December 2009, revealad medication
discrepancies were documented and reported to
the resident’s attending physician, Director of
Nurslng, responsible party, end the Performance
Improvement Committee. The policy defined a
medication discrepancy &s an omission of
medication due to a prescribing, dispansing, or
administration ervor, The policy further revealed
when a medication discrepancy occurred
immedlate action should be taken to protect the
patient's safety and welfare. The policy revealed
a medication discrepancy/errorfincident report
was to be completed.

Review of the facliity's Administrator Job
Description, dated Decamber 2011, revealed the
Administrator would "lead and diract the overall
operations of the facility in accordance with
customer needs, government regulations and
Company palicies, with focus on maintaining
excellent care for the residents while achleving
the facllity's business objectives.”

campleting the valldatlon/count process. A new

bottle of medications wera requesied and ptaced

into eervice on 04/22/15 for the liquid medications
that could not ba counted, due 1o opacily of
contalner.

All resldents’ care plans werg audited by the
Administrator, Asslstant Administrator, DON,

ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Soclal Services
Diractor, Quallty of fife, Dletary Manager,

Chaplain, Medical Racords or Reglonal Nurse
Consuliant by 04/22/15 to ensure all resident care
plans reflacted the current residenl care needs.

Skin assesaments were completed on all residents
by 5/15/15 to ensura residanta had the eppropriate
trestmants In place as In accordance with the
comprehensive assessment and plan of care.

Skin assessments were complatad on all residents
by 5/15/15 to ensure resldents had the approptiate
treatments in place as in accordance with the
comprehenslve assessment and plan of care,

A $100% observatlon was completed on 5/7/15 by the
DON, ADON, QA nurss, unit manager, facifity
formulary nurse, and weskend shiit supervisor nurse
to ensura all resident’s fingemails and foenalls were
timmed. Residents identiflod with noads thal wera
not able to ba met by the DON, ADON, unit manager,
facility farmulary nurse, or weekend shift supervisor
nuree were communicated to the soclal sarvices
direclor and placed on the facliity list for the Podlatrist
o examine. All residents Comprehensiva Care Plans
ware reviewed for updatas and accuracy with emphasis
on laanall care, by tha Chlef Nurse Execulive,
Reglanal Nurse Consultent, Direcior of Nursing,
Quality Assurance Nurse, Medical Records Director,
Unit Menager or Adminietrator on 4-20-15,
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medicallon container along with the dateftime
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A klichen sanitation audit was conducted by the
F 480 | Continued From page B9 F 490 | Distary Manager on 4/14/15 to ldenlify any addillonal

Review of Resldent #11's April 2015 Physiclan's
Orders revealed an order for staff to administer
ons Digoxin 125 meg {micrograms) tablet per
day. The medication was initially ordared
08M7/4,

Reviaw of the facllity’s investigation related to
Resident #11, dated 04/07/15, revealed on
04/01/15, Resident #11's Digoxin medication card
dated 03/24/15 (the data the medication card was
received from the pharmacy), revealed only four
(4) tablets had been dispensed from the card
leaving ten (10) tablets remaining on the
medication card. The facliity audited the
medication card again on 04/03/15, prior to the
morning dose of Digoxin being administered, and
Resident #11's Digoxin medication card still had
ten (10) tablets remaining on the card. Even
though the pill count remained the same, review
of the Madication Administration Record (MAR)
revealed staff documanted the medication was
administered on 04/02/15; and that the
medication had not been held or refused the
previous day, The facility Initiated an
Investigation on 04/03/15, which Included
obtaining laboratory results far nine (2) residents
who received medications that must maintaln a
therapeutic level. Review of the laboratory tests
revealed six {6) of the nine (9} rasidents tested
had sub-therapeutic Isboratory levels. Further
review of the facility's investigation revealed the
facllity unsubstantiated the allegation.

Reviaw of the Pharmacy's Medication Dispensing
racords, dated 12/01/14 through 04/17/15,
ravealsd medications that required monitoring
wera not being dispensed by the pharmacy in the
amount required to ensure they were available to
be administered per Physician's Orders. Further

undatad food liems and sanltation issues. No clher
lasues wera Identified.

3)Education was provided lo the Administrator,
HR, Med Record's Nurse, BOM, Quality of Lie,
Admisslons, Asslsiant Administrator, Plant Ops,
Food Service Director, 35D, Central Supply,
Housakesping Supervisor, DON, ADONs, SOC,
MDS Coordinators, and Nurelng Supervisors on
04/20/15 by the Reglonal Nurse Consultant
regarding the facility's medication administration
policy and procadure which included medication
reconcillation. The care plen policy and tha
procedure included following the care plan,
admintstering care {o ensura highest practical
physical, mental, and psychosoclal well-belng of
each resldent, and maintain clinfcal racords in
acceptable professional slanderds and practices
that were complete, accurately documented,
raadily accessible and systematically organized.
Education was inltlated for llcensed staff,
Kentucky Medicatlon Aldes {KMAs) and Stata
Registered Nurse Aldes (SRNAs) on 04/20/15 by
the Administrator, Assistant Adminlstrator,
Reglonal Nurse Consultant, DON, ADONs or the
SDC regarding the Medication Adminlstration
Pollcy and Pracedure which Included medicallon
recanclliation, care plan policy and the procedure
to Include following the care plan, administering
care to ensure hiphest practical physical, mental,
and psychosoctal well-baing of each resident, and
malntain clinical records in acceptable
profasslonal standards and practices thatl were
complele, acsuralaly documented, readlly
accessible and systemalically organizad. All
clinlcal staff completed or will complete a
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review revealed facility staff was not reordering
the medications to ensure they were available to
administer as the physlcian had orderad.

Further review of the Dispending Records
revealed Resident #11's Digoxin went up to
thirty-seven (37) days between refills; Resident
#17 went up to sixty-five (65) days for his/her
Primidone (anti-seizure madication) and up to
forty-three (43) days to get the Depakote (anti-
selzure medication) refilled. Further review
revealed there were up to forty-seven (47) days
between refills of Resident #13's Keppra
(anti-seizure); and up to twenty-fiva (25) days
between refills of Reslident #16's Depakote.
Further review revealed 473 mi of Keppra {(a
30-day supply) was dispensed to the facility on
03/20/15 for Resident #15 and dated as opened
on 03/21/15; the Keppra bottle contained 150 ml
of liquid medication and by the documentaticn on
the MAR there should have anly been 130.5 ml
remaining in the bottle.

The $8A's Consultant Pharmacist's post survey
review revealed there was a delay of
approximatsly twenty-three (23) days betwesn
receipt of two of Resident #13's refills of Keppra
Liquid {30-day supply).

Interview on 04/14/15 at 6:07 PM with the
Director of Nursing (DON) revealed she
conducted a random medication cart audit on
04/01/15 afier the moming meadication pass. She
stated Resident #11's Digoxin ralsed a "red flag”
because the medication card label was dated
03/24/15 and only four (4) tablets had been
administerad from the medication card leaving
ten {1Q) tablsts on the card. The DON stated she
reviewed Resident #11's MAR and no doses had
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PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
post-test and score 100% to ensure underatanding of
F 490 | Continued From page 100 F 490 | education/training provided. if 100% is not obtained

then the staff member will be re-educated and a
post-test re-adminlalered until the staff member
ablalns 100% score to ensura understanding of the
malerlal covered. Clinlcal staff was not allowed lo
work prior lo receiving the above stated aducation
Those clinical staff members that wera on Famlly
Medical Leava Act (FMLA), leava or work “"as
needed" {PRN) wera sent a certifiad lalter and

wera not allowed to work until the sducation had
been recelvad and a post-tast complated with

100% score obtained. As of 05/28/15

all education was completed and any PRN or staff whg
had not complsted the education recelved a certified
Istter and will not be allowed {0 return to work untll
the educallon has been completed and verified. Once
aducation haa baen provided, each licensed nurse wlll!
camplete a medication adminlatration observation pas
with tha DON, ADONs, SDC, Nursing Superviser, or
Regional Nurse Gonsuitant.

Educatlon regarding med|cation adminlstratien

policy and procedure, care plen policy and
procedurs, administrative oversight, and

complete and accurate chnlcal reconds were
included In the new hire orlentation,

4)Adminisirative oversight of the facility was
completed by the Spaclal Projects Administrator,

the Reglonal Vice Fresldent of Operatlons, or the
Chief Operating Qificer daily untl remaval of
Immediacy, weekiy for four (4) weeks after

ramoval of immediacy, then manthly,

This process ie still ongolng and was reviewed at the
QAPI Meeling on 4/27/15, 5/4/15, and SH1H5, On
§/22/15 oversight will be reduced to biweekly for four
weaks and wil then be reviewed at the QAPI Meeting.
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A Quality Asstrence meeting will be held weekly for
F 490 | Continued From page 101 F 480 | four (4) weeks,then monthly for recommendations and
been held or refused. Further interview revealed further follaw up regarding the abava stated plan.
she immediately Initialed an Investigation which QAP| Mestings were held on 4/27/15, 5/4/15, and
Included assessments of all residents on the hall §M115 to discuss the findings of the audits and adjusl;
where Resident #11 resided. Laboratory levels the plan as necesaary, QAP| Commitiae will review at
for all residents on that hall that were ordered the next Weekly QAP! Meeling to review any findings.
medications that require therapeutic monitaring Waokly QAP| Meetings will continue for an additional
were obtained. However, the DON stated review four waeks and to be reviewed at that time to
of the Pharmacy Dispensing Records was not determine ongoing fraquency of weekly GAP| Meeling
conducted as part of the Investigation. She Oncs the weekly QAP! Meeling frequency Is
:‘r::;':t’lszl; ::’:r'l';":"lf:‘ni‘z ;::F “"1‘:‘19‘;:: :::: - discontinuad, the QAPI Committse wil raview and
concrete evidence to say Resldent #11 did not SVALRLS IhA planimantty uring the Acmally
scheduled QAPI Meeting.
recelve his/her medications as ordered by the §) May 30, 2016
physician. Although six () residents were !
Identified to have sub-therapeutic laboratory
levels, interview with the Director of Nursing
revealad no pattern or trend was identifled and no
further action was taken.
Interview on 04/20/15 at 1:30 PM with the
Administralor revealed the allegation was
discussed by the [nterdisciplinary Treatment
Team and it was determined there had been a
therough investigation of the discrepancy, Even
though the Administrator was aware that Resident
#11's medication had the same number of pills for
two (2) days (04/01/15-04/03/15), and other
residents had sub-therapeutic levels of
medications, he stated he did not feel tha
allegation could be substantiated without proof
that the medication was not administered to
Resident #11 per the Phyaician's Orders. Furiher
interview reveaied the Administrator took no
further acticn to ensure residents received their
medications as ordered by the residents'
physicians. According to the facility's policy,
when a medication discrepancy oceurrad
immediate action should be taken to protect the
patient's safety and welfare.
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“*The facility provided an acceptable Allegation of
Compliance {ACC) on 04/23/15. The faclility
implemented the following actions to remove the
Immediate Jeopardy:

1) The Physliclan and Power of Attorney (POA)
for Residents #11, #13, #14, #15, #16, and #17
wars naotified immediately upon identification of
potential medication errors by the Administrator,
Director of Nursing (DON), Assistant Director of
Nursing (ADONSs), Staff Davelopment
Coordinator (SDC), Quality Assurances
(QA}Nurse, Nursing Supervisor, Medical
Records Nurse or Ragional Nurse Consultant on
04/20/15. Residents #11, #13, #14, #15, #18,
and #17 were assessed by the ADONs or QA
Nurse on 04/20/15 for any signs and symptoms of
adverse reactions, with no issues Identifisd.
Laboratory levels were drawn on all six ()
residents, the physician was notified of the
results, and the residents' care plans wara
updated, as neaded. All six (8) residents’
medicationa were counted and a medication
reconciliation was completed for accuracy and a
current count was placad on each individual pill
packet and/or bottle of liquid medicine on
04/20/15 by the DON, ADONs, SDC, QA Nurss,
Medical Records Nurse or Regional Nurse
Consultant.

2) The physician and POAs for Residents #11,
#15, #16, and #17 were notified immadiately upon
identification of inappropriate documentation by
the Adminlstrator, DON, ADONs, SDC, QA
Nurse, Nursing Supervisor, Medical Record's
Nurse, or Reglonal Nurse Consultant on
04/20/15. Residents #11, #15, #16, and #17 were
re-assessed by the ADONSs or QA Nurse, on

F 480
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04/20/18, for any signs and symptoms of adverse
reactions, with no issues identified.

3) All residents' medications were audited by the
DON, ADON, SDC, Nursing Supervisor, Medical
Record's Nurse or Reglonal Nurse Consultant, on
04/20/15, to ensure that the current medications,
compared to the current Physician QOrder Sheet,
were present and the quantity of medication was
counted, the quantily was placed on the
medication container along with the dateftime
completed and initialed by the Nurse Manager
completing the validation/count process. A new
bottle of medications were requested and placed
into service on 04/22/15 for the liquid medications
that could not be counted, due to opacity of
contalner.

4) All residents’ charis were audited by the
Administrator, Assistant Administralor, DON,
ADONSs, SDC, QA Nursa, MDS Coordinators,
Nursing Supervisor, Admissions, Social Services
Director, Quality of Life, Distary Managser,
Chaplain, Medlcal Record's Nurse or Reglonal
Nurse Consultant by 04/22/15 for accuracy of the
clinical records and that the records were
complete and accurately documented. The
following issues were identified and corrected:

a. Soclal Services Quarterly Noles wera not
within compliance- for three (3) residents

b. Activity Quarterly Noles not within
compliance-three (3) residents

¢. Care plan updates-iwo (2) residents

d. Behavior Management care plan updates-two
{2) residents

5) All residents' care plans were audited by the
Administrator, Assistant Administrator, DON,

)10 GUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
F 480 | Confinued From page 103 F 480

FORM CM3-2557{02-89) Pravious Versions Obaolete Event I0; XYJZ11

Faclly I): 100387 If continuation sheat Page 104 of 144




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

PRINTED: 06/05/2015
FORM APPROVED

OMB NO. 0838-0391

STATEMENT QF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185094

(X2} MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

(%3} DATE SURVEY
COMPLETED

c
04/24i12015

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF PIKEVILLE

STREET ADDRESE, CITY, STATE, ZIP CODE
2680 SOUTH MAYO TRAIL
PIKEVILLE, KY 41501

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREGTION
PREFIX
TAG

DEACIENCY)

{EACH CORRECGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

{X5)
COMPLETION
DATE

F 490

Continued Fram page 104

ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Social Services
Director, Quality of life, Dietary Manager,
Chaplain, Medical Records or Regional Nurse
Cansultant by 04/22/16 to ensure all resident care
plans reflected the current resident care needs.

6) Education was provided to the Administrator,
HR, Med Record's Nurse, BOM, Quality of Life,
Admissions, Assistant Administrator, Plant Ops,
Food Service Diractor, SSD, Central Supply,
Housekeeping Supervisar, DON, ADONs, SDC,
MDS Coordinators, and Nursing Supervisors on
04/20/15 by the Regional Nurse Consultant
regarding the facility's medication administration
policy and procedure which Included medication
reconclliation. The cars plan policy and the
procedure included following the care plan,
administering care to ensure highest practical
physical, mental, and psychosocial well-being of
each resident, and maintain clinical records in
acceptable professional standards and practices
that were complete, accurately documented,
readily accesaible and systematically organized,

7) Education was initiated for licensed staff,
Kentucky Medication Aides (KMAs) and State
Registered Nurse Aides (SRNAs) on 04/20/15 by
the Administrator, Assistant Administrator,
Reglonal Nurse Consultant, DON, ADONSs or the
SDC regarding the Medication Administration
Policy and Procedure which included medication
reconciliation, care plan policy and the procedurs
to include following the care plan, administering
care to ensure highest practical physical, mental,
and psychosocial well-being of each resident, and
maintaln clinical records in acceptable
professional standards and practices that were
complete, accurately documented, readily

F 480

FORM CME-2567(02-89) Previous Versions Obuclele

Event ID: XYJZ11

Facllity ID: 100367

If continuatlon sheet Paga 105 of 144




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

PRINTED: 06/05/2015
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION HUMBER:
185094

(X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A, BUILDING COMPLETED

c
LU 0412412016

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF PIKEVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
260 SOUTH MAYO TRAIL.
PIKEVILLE, KY 41501

accessible and systematically organized. All
clinical staff completed or will complste &
post-test and score 100% to ensure
understanding of education/training provided. If
100% is not obtained then the staff member will
be re-educated and a post-test re-administered
until the staff member obtains 100% score to
ensure understanding of the material covered.
Clinical staff was not allowed to work prior to
recelving the above stated education. Those
clinical staff members that were on Family
Medical Leave Act (FMLA), leave or work "as
needed" (PRN) were sant a certifiad lstter and
were not alfowed to work until the education had
been received and a post-test completed with
100% score obtained. As of 04/23/15, 60% of all
ficensed staff and clinical staff had been educated
wilh post-test completed and 100% score
obtained; 15% have been contacted by phone,
provided education and notified that they cannot
work until 1:1 education with post-test was
completed, and, 100% score obtained. The
remaining 25% were in the process of being
contacted and will not be allowed to work until
education with post-test has been completed and
100% scors obtained. Once education has been
provided, each licensed nurse will complete a
medication administration observation pass with
the DON, ADONs, SDC, Nursing Supervisor, or
Regional Nurse Consultant,

8) Education regarding medication administration
policy and procedure, care plan policy and
procedure, administrative oversight, and
complete and accurate clinical records were
included in the new hire orentation,

9) A new process was |nitiated on 04/22/15 for
medication recondiliation of rasidents’
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medications. The process is as follows:

a. Ons random nurse per day, per shift, will
complete a medication pass abservation with the
DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor or
Regional Nurse Consultant to ensure compliance
with medication administration, the resident's
care plan was being followad and accurate along
with completed documentation was noted.

b. DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor, or
Regional Nurse Consultant reconciled the
medications of four {(4) randomly selected
residents dally to ensura compliance with
medication administration. This process was
continued until immediacy was lifted.

¢. Nurses/KMAs received education on 04/21/15
by the Regianal NMurse Consuliant, DON, ADONSs,
SDC, or Nursing Supsrvisor on placing the
discarded pill packets/boltles in the bottom
drawer of the medication cart when packet/bottie
was finished. The DON, ADONs, SDC, Medical
Records Nurse, MDS Coordinators, Nursing
Supervisor or Regional Nurse Consultant audited,
daily, ten (10) discarded packeis/bottles per side
compared to packets/botties that were put into
service to reconcile medications, confirm recrder
process and that the medications were being
given per the physkcian's orders and the plan of
care. The process continued until immediacy
was lifted.

d. Nurses/KMAs placed the date/tims and their
initials on the side of any new medication
packet/bottle placed Into service to ensura an
accurate date which will allow for accurate
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reconcillation. Those liquid medications, a total of
twenty-one (21}, that could not be counted, due to
opacity of container, a new bottle was obtained
and placed in service by 04/22/15.

&. Reorder process below will continue until
immediacy was lifted:

1) A nurse re-ordered medications vis the ezMAR
alart system when three (3) to four (4) days of
madication were left to adminisier.

ity A nurse then placed, on the current medication
bubble pack, the date of reorder, and thelr initials.

iii} The DON andfor ADONs ran the "Refill
Reminder Report" from the ezMAR system,
Monday - Friday, and validated that all
medications dus to be reordered, had actually
been reardered.

Iv) Facility Formulary Nurse, ADONs, SDC, QA
Nurse, or Nursing Supsrvisors reconciled the
Refill Reminder Report with the nighily medication
manifest report with the actual medication packet
on the cart or stored in overflow to ensure
medicaticns that were reordered have actually
arrived at facliity.

f. Nurses and KMAs were educated/trained on
the medication administration poiicy and
procedure to Include documentation along with
the scope of practice of the KMA. KMAs wilt not
administer or document administering any
medications other than by mouth {PO) or topical.

10) All residents medications were reconclled
two (2) times weekly, starting 04/20/15 by the
DON, ADONs, SDC, Medical Records Nurse, QA

F 480
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Nurse, Nursing Supervisaor, Regional Nurse
Consultant or Chief Nursing Exacutive, to ensure
reorder process system was intact and within
compliance along with ensuring residents
medications were administaered as orderaed, This
process will cantinue for two {2) weeks and
results will be reviewed In a weskly QAPI
meeting. The QAPI committee will determine
ongoing frequency of resident medication
reconciliation at that tima.

11) Education was provided for Licensed Nursing
Staff by the Adminlstrator, Assistant
Administrator, DON, ADON, the SDC, or the
Regional Nurse Consuilant regarding the above
stated plan by 04/21/15.

12) Medication pass audits were completed by
the DON, ADON, SDC, Medical Records Nursa,
or Regional Nurse Consultant for all nurses and
KMAs by 04/22/15 to ensure that medications
were administered without significant medication
arror. Nurses or KMAs who had not completed a
medication pass observation were not gllowed o
work until tha medication pass observations had
been completed for shifts scheduled after
04/22/15, As of 04/24/15, 75% of all nurses and
KMAs had completed a medication pass
observation.

13) Administrative oversight of the facility was
completed by the Speclal Projects Administrator,
the Regional Vice Prasident of Operations, or the
Chief Operating Officer daily uniil removal of
immediacy, weekly for four (4) weeks after
removal of immediacy, then monthly.

14) The Administralor, Assistani Adminlstrator,
Spacial Projects, DON, Chief Operating Officer,

F 480
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Chief Nurse Executive or Regional Nurse
Consuitant audited compliance of the above
stated audits/observations dally until removal of
immediacy, then twice waekly for four {4) weeks
and reported findings during weekly QA for four
{4)weeks, for recommendations and further
follow-up as Indicated.

15) A Quality Assurance meeting was held on
04/17/15, and again on 04/20/15 for further
recommendations regarding the plan for remavat
of immediate Jeopardy. A Quality Assurance
meeting will be held weekly for four (4) weeks,
then monthly for recommendetions and further
follow up regarding the above stated plan.

**The State Survey Agency valldated the
Immediate Jeopardy was removed as follows:

1} Review of the medical records of Resldents
#11, #13, #14, #15, #18, and #17 rovealed the
residents' physicians and POAs wara notified of
the potential medication errors by the
administrative staff. Further review of the
medical records revealed Residents #11, #13,
#14, #15, #16, and #17 were assessad by the
ADONSs or the QA Nurse, on 04/20/15, for any
signs and symptoms of adverse reactlons from
potentlal medication errors, with no Issues
identified. The facility obtalned laboratory levels
on all six (6} residents, the physician was notified
of the results, and the residants’ care plans were
updated as needed. The residents’ laboratory
results were obtained on the following days by the
facility: Resident #11 on 04/03/15, 04/06/15, and
04/20/15, Resident #13 on 04/03/15 and
04/19/15, Resident #14 on 04/17/15, 04M7/15
and 04/19/15, Resident #15 on 04/03/15 and
04/20/15, Resident #16 on 04/03/15 and 04/17/15
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and Resident #17 on 04/20/15. The
Administrative Staff counted all six (6) resldents'
medications and a medication reconciliation was
completed for accuracy and a current count was
placed on each Individua! piil packet and/or boitle
of liquid medicine on 04/20/15 by the DON,
ADONSs, SDC, QA Nurse, Medical Records Nurse
or Regional Nurse Consultant.

2) Review of the medical record revealed the
physicians and POAs for Residents #11, #15,
#16, and #17 were notified Immediately upon
identification of inappropriate documentation by
the Administrator, DON, ADONs, SDC, QA
Nurse, Nursing Supervisor, Medical Recard's
Nurse, or Regional Nurse Consultant on
04/20/16, Further review of the medical records
revealed Residentis #11, #15, #18, and #17 were
re-assassed by the ADONs or QA Nurse, on
04/20/15, for any signs and symptoms of adverse
reactions, with no issues identified.

3) Review of the medication audits revealed the
audits were completed by the DON, ADON, SDC,
Nursing Supervisor, Medical Record's Nurse or
Regional Nurse Consuliant, on 04/20/15, and
enaured that the current medications, compared
to the current Physician Order Sheet, were
present and the quantity of medication was
counted, the quantity was piaced on medication
container along with the datelime completed and
initialed by the Nurse Manager completing the
validation/count process. Observatlons, on
04/24/15 ravealed new bottles of medication were
placed into service on 04/22/15.

4) Review of the facility's audits revealed all
residents' charts were audited by the
Administralor, Assistant Administrator, DON,

F 490
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ADONSs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Social Services
Director (SSD), Quality of Life, Dietary Manager,
Chaptlaln, Medical Record's Nurse or Reglonal
Nurse Consuitant by 04/22/15 for accuracy of the
clinical records and that the records were
complete and accurately documented. The
audits revealed Issues identified wera comrected
by the facllity staff.

5) Review of the facility's audits an 04/24/15,
ravealed all residents care plans were audited by
the Administrator, Assistant Administraior, DON,
ADONSs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Social Services
Director, Ctuality of life, Dietary Manager,
Chaplain, Medical Records or Regional Nurse
Consuitant by 04/22/15 to ensure all residents'
care plans reflected the current resident care
needs.

6) Review of the facllity’s in-services revealed
educafion was provided to the Administrater, HR,
Medical Record's Nurse, BOM, Quality of Life,
Admisslons, Assistant Administrator, Plant Ops,
Food Sarvice Director, SSD, Central Supply,
Housekeeping Supervisor, DON, ADONSs, SDC,
MODS Coordinators, and Nursing Supervisors on
04/20/15 by the Reglonal Nurse Consultant. The
education provided included the medication
administration policy and procedure to include
medication reconciliation, care plan palicy, and
the procedure to inciude following the care plan,
administering care {o ensure highest practical
physical, mental, and psychosocial well-belng of
each resident, and maintain clinical records in
acceptable professional standards and praciices
that were complete, accurately documented,
readily accesslble and systematically organized.
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Interviews conducted on 04/24/15, with the
Administrator, HR, Med Record's Nurse, BOM,
Quality of Lifs, Admissions, Assistant
Administrator, Plant Ops, Food Servics Diraclor,
SSD, Central Supply, Housekeeping Supervisor,
DON, ADONs, SDC, MDS Coordinators, and
Nursing Supervisors revealed the staff was
educated on 04/20/15 on care plans, the
medication administration policy and procedurs
and accurate medical racords.

7) Review of the facility's in-services revealad
education was initiated for licensed staff, KMAs
and SRNAs on 04/20/15 by the Administrator,
Assistant Administrator, Reglonal Nurae
Consultant, DON, ADONSs or the SDC regarding
the madication administration policy and
procedurs 1o include medication reconciliation,
cara plan policy and the procedure to include
following the care plan, adminlsiering care to
ensure highest practical physical, mental, and
psychosacial well-being of each rasident, and
maintain clinical records in acceptable
professional standards and praclices that were
complete, accurately documented, readily
accessible and systematically organized.

and SRNAs revealed the facllity provided staff
education that included information on the
medication administration policy, medical record
documentation, care planning and following the
care plan and medication reconciliation. Raview

“as neaded") had completed the post-test with a
100% score.

8) Review of new employee orientation revealed
newly hired staff would receive education

Interviews on 04/24/18 with licensed staff, KMAs,

of the post-tests revealed staff (with the exception
of staff who was on medical leave or who worked
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regarding medication administration policy and
procedure, care plan policy and procedure,
administrative oversight, and complete and
accurate clinical records and that the Information
was added to the new hire orlentation. Interviews
on 04/24/15, with newly hirad staff revealed tha
staff had bean provided information on
medication administration policy and procedure,
care plan policy and procedure, adminisirative
oversight, and complete and accurate clinical
records.

9) Review of the new process for medication
reconclliation of resldents’ medications revealsd
the procass was initlated on 04/22/15. The
process was as foflows:

a, Review of the facility audits revealed one
random nurse per day, per shift completed a
medication pass observation with the DON,
ADOCNs, SDC, Medical Record’s Nurss, MDS
Coordinators, Nursing Supervisor or Regional
Nurse Consultant to ensure compliance with
medication administration, the resident's care
plan was being followed and accurate, and to
ensure documentation was completed.

b. Review of the facility's audits revealed the
DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor or
Regional Nurse Consultant reconciled the
medications of four (4) randomly selected
residents dally to ensure compliance with
medication administration. Tha audits ravealed
the process was ongoing on 04/24/15,

¢. Review of the facllity's if-services revealed the
nurses/KMAs racelived education on 04/21/15 by
the Regional Nurse Consultant, DON, ADONSs,
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SDC, or Nursing Supervisor on placing the
discarded pifl packets/botties in the bottom
drawer of the medication cart when the
packet/bottie was finished. Review of the facility's
audits revealed the DON, ADONSs, SDC, Medical
Records Nurse, MDS Ccordinatars, Nursing
Supervisor or Reglonal Nurse Consultant sudited
ten (10) discarded packsts/botties per unit daily
and compared them to packets/botties that were
put into service to raconclle medications, confirm
the reorder process and that the medications
wene being given per the physician's orders and
the plan of care. Review of the facility's audits
and an observation of the medication cart on
04/24/16, revealed the process was ongoing on
04/24/15.

d, Observations af the medication caris on
04/24/15 revealed the nurses/KMAs had placed
the dateftime and thelr initials on the side of new
medication packet/bottle, Further observations of
the medication caris revealed liquid medications
were daled 04/22/15.

. Review of the medication re-order process
revealed the following process was in place

i) Interviews, on 04/24/15, with nursing staff
revealed a nurse reordered medications via the
ezMAR alert system when three (3} to four (4)
days of a medication was left to administer.

T} Observations on 04/24/156, and interviews with
nursing staff, on 04/24/15, revealed a nurse
placed the date of reorder and their initials on the
current madication bubble package,

fil) Interviews, on 04/24/15, with the DON and
ADONs ravealed the administrative staff ran the
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"Refill Raminder Report” from the ezMAR syatem,
Monday -Friday, and validated that ali
medications due to be reorderad, had actually
been reordered.

iv) interviews on 04/24/15, with the Facility
Formulary Nurse, ADONs, SDC, QA Nurse, and
Nursing Supervisors revealed the staff reconciled
the Refill Reminder Report with the nightly
medication manifest report and the actual
medication packet on the cart or stored in
overflow to ensure medications that wera
reordared had actually arrived at the factlity.

f. Review of the facility in-services revealed
nurses and KMAs were educated/trained on the
medication administration policy and procedurs to
include documantation along with the scope of
practice of the KMA. Interviaws, on 04/24/15,
with nurses and KMAs revealed the staff had ,
been trained on documentation practices and
scope of practice for tha KMA.

10} Review of the facility's audits revealed all
rasidents' medications ware reconciled two (2)
times weekly, starting on 04/20/16 by the DON,
ADONs, SDC, Medical Records Nurse, QA
Nurse, Nursing Supervisor, Regional Nurse
Consultant or Chief Nursing Executive,

Interviews on 04/24/15 with the DON, ADONs,
SDC, Medical Records Nursa, QA Nurse, Nussing
Supervisor, Regional Nurse Consultant and Chief
Nursing Executive revealed all residents’
medications ware reconclled two (2) imes weekly
with no issues identified.

11) Review of the facllity's in-services revealed
education was provided for Licensed Nursing
Staff by the Administrator, Assistant
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Administrator, DON ADONs SDC, or the Reglonal
Nurse Consultant regarding the above statad plan
by 04/21/15. interviews on 04/24/15 with the
Administrator, DON, ADON, SDC, and the
Regional Nurse Consultant revealed licensed
nursing staff was provided education regarding all
areas of the correctiva plan.
12} Review of medication pass sudits revealed
the audits were completed by the DON, ADON,
SDC, Medical Records Nurse, or Regional Nurse
Consuitant for ll nurses and KMA by 04/22/15.
Interviews on 04/24/15 with the DON, ADON,
SDC, Medical Records Nurse and Reglonal
Nurse Consultant revealed a medication pass
had been completed with all nurses and KMAs by
04/22/15.
13) Interviews on 04/24/15 with the Special
Projects Administrator, the Reglional Vice
President of Operations, and the Chief Opsrating
Officer ravealed administrative oversight of the
facility was completed by the Special Projects
Administrator, the Reglonal Vice President of
Operatlons, or the Chief Operating Officer daily. F 514 -
1) The Physiclan and Power of Atiomey for Residents
;:;zzigew,wu? EZEA‘:,U:::S?;?J: t::;mn?n #11, #13, #14, #15, #16, and #17 were notiflad
Administrator, Special Projects, DON, Chief Immediately upon identliication of potential madication
Operating Officer, Chief Nurse Exacutive or errore by the Adminlstrator, Director of Nursing,
administrative staff auditsd the compliance of the Coordinator, Qually Assurance Nurse, Nursing
above staled audits/abservations daily. Supatvisor, Medical Records Nurse or Replonal
Nurse Consultant on 4/20/15. Residents #11, #13,
16) Review of the Qualily Assurance meeting #14, #15, #16, and #17 were assessad by the ADONs
minutes revealed a meeting was held on 04/17/15 or QA Nurse on 4/20/15 for any signs and symptoms
and again on 04/20/15. of advarse reactions, with ne lasues Identtfied.
F 514 | 483.75{1)(1) RES F 514 |Laboratory levels were drawn on all six residents, the
physician was notifled of the results, and the
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resldents' care plans wers updated, as needed, All
F 514} Continued From page 117 F 514 six resldenta’ medications were countad and
§8=K | RECORDS-COMPLETE/ACCURATE/ACCESSIB medication reconclliation was complated for accuracy

LE

The facility must maintain clinlcal records on each
resident In accordance with accepted professional
standards and practices that are complete;

accurately documanted; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information ta identify the resident; a record of the
resident's assassments; the plan of care and
services provided; the results of any
preadmission screening canducted by the State;
and progress noles.

This REQUIREMENT is not met as evidenced
by:

Based an observation, interview, and review of

the facility's policies, phanmacy medication
dispensing records, and review of Kentucky

Board of Nursing Advisory Opinion Statement #156

it was determined the facility failed to maintain
accurately documented Meadication Adminlistration

Records (MARS) for five (5) of thirty (30) sampled

rasidents (Residents #11, #13, #15, #16 and
#17). Review of the residents’ MARs and
interviews with staff revealed from December
2014 through 04/17/15, staff documented they
administerad residents' medications psr
Physician's Orders. However, review of the
pharmacy's medication dispensing records for
Residents #11, #13, #16, and #17, and
observation of Resident #15's medication,
revealed the following medications wera not
adminlstered as orderad by the residents'

and a current count was placed on QA nursa, Medical
Records Nurse or Roglonal Nurse Consultant. The
physician and POAs for Resldents #11, #15, #18,

and #17 were niotified immediately upon identification
of inapproprlate documeniation by the Administrator,
DON, ADONs, SDC, QA Nurse, Nursing Suparvisor,
Medicel Record's Nursa, or Reglonal Nurse
Consultant on 4/20/45. Resldents #11, #15, #18, and
#17 were ra-assessed by the ADONs or QA Nurse, on
4/20/15, for any algns and symptoms of adversa
reactions, with no issues Identified.

2) All rasidents’ medications were audited by the DON
ADON, SDC, Nursing Supervisor, Medical Racord'a
Nurse or Reglonal Nurse Consultant, on 4/20/16, to
ensure that the current medications, compared to the
cument Physician Ordsr Shest, were prasent and the
quantlty of medication wae counted, lhe quantify was
placed on the medication contalner along with the
date/ima completed and Initlaled by the Nurse
Manager completing the valldallon/count process. A
new batile of madicationa were requested and placed
Into service on 4/22/15 for the liquld medication that
could not be counted, due to opacity of contalner. All
residents charls were audited by the Adminlstrator,
Asslistant Administralor, Don, ADONS, SDC, QA
Nurse, MDS Coordinatars, Nursing Supervisor,
Admissions, Social Services Director, Quatlty of Life,
Dietary Manager, Chaplaln, Medical Record's Nurse o |
Reglonal Nussa Consuitant by 4/2215 for accuracy of
the clinlcal records and that the records were complelg
and accuralely documented. All realdents care plans
wers audited by the Adminisirator, Assistant
Adminlstrator, DON, ADONs, SDC, QA Nurse, MDS
Coordinators, Nursing Supervisor, Admisslons, Soclal
Sarvices Direclor, Quallty of Life, Dletary Manager,
Chaplain, Medical Records or Regional Nurae
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physicians: Resident #11's Digoxin {(medication
to treat an abnormal heartbeat); Resident #17's
Primidone {anti-seizure medication) and
Depakote {anti-selzure and treat some psychiatric
disorders); Resldent #13's Keppra {anti-seizures);
Resident #16's Depakote; and Resident #15's
Keppra. On 04/03/15, the facility cbtained
Physician's Orders to conduct laboratory tests of
the resident's medication levels of all medications
except Resident #17's Primidone. The lab results
revealed Residents #11, #17, #13, and #16's
medicatlon ievels wera subtherapautic {less than
the amount required to trest or cure the disease
process) (refer to F282, F333, F425, and F490).

Additional raview of Medication Administration
Records {(MARs) revealed a medication aide, who
is not authorized |n the state of Kentucky to
administer medications via a resident's
gasirastomy tube {a gastrostomy tube, or G-tube,
Is a tube insertad through the abdemen that
delivers nutrition directly to the stomach),
documented she administered medications via
Residents #11, #156, #16, and #17's gastrosiomy
tubes, when the medications wera administered
by licensed staff.

The facility's fallure to have an effective system in
place to ensura care and services were provided
as per the resident's plan of cara was likely to
cause sarious injury, harm, impalrment, or death.
Immediate Jeopardy was determined to exist on
04/02/16 at 42 CFR 483.20 Resident Assessment
(F282), 42 CFR 483.25 Quality of Care (F333),
42 CFR 483,80 Pharmacy Services (F426), and
42 CFR 483.75 Administration (F480 and F514).
The facility was notified of tha Immediate
Jeopardy on 04/20/15.

3) Education was provided to the Administrator, HR,
Medlcal Records Nurse, BOM, Quallty of Life,
Admissions, Assistant Administrator, Plant Ops, Food
Servics Direclar, S8D, Central Supply, Housekeeping
Supervisar, DON, ADONs, SDC, MDS Coordinators,
and Nursing Supervisors on 4/20/15 by the Regional
Nurse Consultant regarding the factlity's medication
adminlstration pollcy and procedure which Inciuded
maedication reconcliiation. The cara plan palicy and the
procadura Included following the care plan,
administering care to ensure highest praciical physical
mantal, end psychasocial wellbeing

of aach resldent, and maintaln clinical records In
acceplable professional standards and praclices that
were complete, accurately documented, and readlly
assassable and systematically organized. Education
was inltiated for llcensed staff, Kentucky Madication
Aldes and State Reglstered Nurse Aldes on 4/20/15
{by the Adminlstrator, Assistant Administrator, Reglona
Nurse Consultant, DON, ADONs or the SDC regarding
the Medication Administration Poficy and Procedure
which Included medication recanciliation, care plen
policy and procedure to include fallowing the care plan
administering care to ensure highest practical physical
menlal, and psychosocial well-being of each resident,
and maintaln clinical records in acceptable
professlonal standerds and pracilces that wera
complela, accurately documented, readily acceseible
and systemallcally organized. All clinical staff
completed or will complete & post-lest and score 100%
to ensure understanding of education/iralning provided,
If 100% is not obtainad then the staff member will be
re-aducaled and a post-test re-administered until the
staff member oblalns 100% to ensure understanding
of the material covered, Clinical staff was not allowed
1o work prior to receiving the above stated education.
Those clinlcal staff member that wers on Family
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Medical Leave Act, leave or work “as needed” were
F 514 | Continued From page 119 F 514 {send a cerlifled lattar and were not allowed to work

An acceptable Allegation of Compliance was
recelved on 04/23/15, which alleged removal of
the Immediate Jeopardy on 04/23/15. An
extended survey was conducted on 04/24/15.
The State Survay Agency determined the
Immedtate Jeopardy was removed on 04/23/15,
which lowered the Scope and Severity to an "E"
at 42 CFR 483.20 Resident Assessment (F282),
42 CFR 483.25 Quality of Care (F333), 42 CFR
483.60 Pharmacy Services (F425), and, 42 CFR
483.75 Administration (F480 and F514) while the
facility moniters the effectiveness of aystemic
changes and quallty assurance activities.

The findings Include;

Review of the facility's policy titled "Medication
Administration General Guidelines," dated
DPecamber 2012, revealed madications were
administered as prescribed in accordance with
the manufacturer's specifications, good nursing
principles and practicas, and only by persons
legally authorized to do so, The policy further
stated medlcations wera administered in
accordance with written orders of the prescriber.
The individual who adminlisterad the medication
dose was raquired to record the adminlstration on
the resident’'s MAR immediately following the
medication belng given. If a dose of regularly
scheduled medication was withheld, refused, or
piven at a time other than the scheduled time, the
space provided on the front of the MAR fer that
dosage administration was initlaled and dircled.

Review of the facllity’s policy titled "Medication
Administration - Medication Discrepancies,” dated
Decembar 2009, revealed medication
discrepancies were documented and reported to
the rasident's attending physician, Director of

unfil the education had been tecslved and post-test
complatad with 100% score oblained. Once education
has been provided, each licensed nurse will complate
a medication administration observation pass with the
DON, ADONs, SDC, Nursing Supervisor, or Regional
Nurge Consuliant. Education regarding medication
administration policy and procedure, care plan policy
and procedura, administrative oversight, and complets
and aceurate clinical records were included In the new
hira orlentation.

4) One random nurse per day, per shift, will

complele a medication pass observation with the
DON, ADONs, SDC, Medical Records Nurse,

MDS Coordinatora, Nursing Supervisor or

Raglonal Nurse Consuitant lo ensure compliance

wilh medication adminigiration, the rasident's

care plan was being followed and accurate along

with completed documentation was noted. This was
reviewed at the QAP| Meeling on 4/27/15 and facility
contlnued with @ madication pass observation for one
|random nurse per day, per shift. Ta be reviewad atl the
next QAPE Masting in one week.

This was raviewed again on 5/4/15 &l the QAPI
Meellng and it was determinad by the commitiea that
the facility would reduce the medication pass
obsarvations to one random nurse per day. To be
raviawed at the next QAP Mesting In one week,

This was reviewed on 5/11/15 and the QAP|
Committea detarmined to reduce the audits lo
medication pass observations on three random nurses
per waek for. To be reviewed at the next QAPI
Maeting to determine frequency and duration.

QAPI Commitise will review atthe
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Weokly QAPI Meatings will continue for an additional
F 514 | Continued From page 120 F 514} four weeks and to be reviewed al that time to
Nursing, responsible party, and tha Performance determine ongoing frequency of Weekly QAP| Meeting.
Improvement Cammittee. The policy defined a Once the weekly QAP] meetings frequency Is discussed
medication discrepancy as an omission of the QAP| Commiites will review end evaluate
medication due ta a prascribing, dispensing, or the plen monthiy during the normally scheduled ouam#
administering error. The pollcy further revealed Assurance meeling.
when a medication discrepancy occurred 5) May 30, 2015

immadiate action should be taken to protect the
patient’s safety and welfare. Confinued review of
the policy revealed the atiending physician was
notified of the error or significant medication
discrepancy and the patient was 1o be monitored
closely for 24 {o 72 hours or as directed by the
physician. The policy revealed a medication
discrepancy/errorfincldent report was to be
completed.

1. Review of Resident #11's medical record
revealed the resident had diagnoses that included
Atrial Fibrillation (an irregular, often rapid heart
rate that commonly causes poor blood flow).
Further raview revealed Physiclan's Orders for
Digoxin (initially dated 08/17/14) fo treat atrial
fibrillation.

Raview of Resident #11's MARs for December
2014 through 04/17/15 staff documented one (1)
dose of Digoxin was omitted on 01/05/15, Staff
documented all other doses of Digoxin were
administered per the Physlcian's Order.

Howaever, review of the facility’s Investigation
related to Resident #11, dated 04/07/15, revealed
on 04/01/15, Resident #11's Digoxin medication
card dated 03/24/15 (the date the medication
card was received by the facility for use) revealed
tan (10) of fourteen (14) tablets were remalning
on the medication card, The facility audited the
medication card agsain on 04/03/15 (two days
later), prior to the morning dose of Digoxin, and
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Resident #11's Digoxin medication card stifl had
ten (10) tablets remaining on the card. Review of
the Medication Administration Record (MAR)
revealed staff documented the medication was
administered on 04/02/15 and the medication had
not been held or refused the previous day.

Review of the pharmacy's medication dispensing
racords, dated 12/01/14 through 04/17/15,
revealed fourtesn (14) Digoxin tablets were
dispensed for Resldent #11 seven (7} imes since
12/10/14 (dispensed on 12/10/14, 12/21/14,
01/28/15, 02/11M15, 02/25/15, 03/25M15, and
04/15/15). During the timeframe reviewed
(12110414 through 04/16/15) the pharmacy
dispensed ninety-eight (98) Digoxin tablets;
however, the resident required one hundred
twenty-eight (128) tablets for the staff to be able
to administer the resident's Digoxin per the
Physictan's Orders.

Review of Resident #11's Digoxin laboratory
lsvels dated 01/05/15 and 04/03/15 revealed the
resident's medication was at a sub-therapeutic
level.

2. Review of Resident #17's medical racord
ravealed the resident had a dlagnosis of Seizure
Dizsorder. Review of Rasldent #17's physician's
orders initially written on 12/16/14, revealad an
order for Primidone {anti-selzure medication) and
an order initially dated (08/06/14 for Depakote
(medication to prevent seizures).

Review of Resident #17's MARSs for 12/01/14
through 04/04/15 revealed staff omitted one dose
of Primidane for the resident on 01/05/15. Stalf
documented all other doses had been
administered. Further review revealed staff
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omiited one dose of Dapakote on 04/04/15 and
docurnented that the medicallon was not
administered on five (5) other occasions
{D3/08/5, 03/17H15, 03/18/15, 03/22/15, and
03/23/15). All other doses were administered,
according to the MARs,

Review of the pharmacy medication dispensing
records dated 12/01/14 through 04/17/15,
ravealed the pharmacy dispensed thirty (30)
capsules of Primidone 250 mg (a 30-day supply)
twice fram 12/18/14 through 04/04/15 {12/18/14
and 1/28/15), for a total of sixty (60) capsules.
However, one hundred seven (107} capsules
ware required for the staff to be able to administer
the resident's Primidone per the Physiclan's
Orders.

Further review of the phamacy medication
dispensing records revesied the pharmacy
dispensed one hundred twenty (120) capsules of
Depakote 125 mg (a 30-day supply) on 02/2015;
however, the medication was nat refilled again
untit 04/05/15, forty-four (44) days later.

Review of Resident #17's iaboratory results
revealed on 04/03/15, the resident's Valproic Acid
(Depakote) level was not therapeutic. Further
review of Resident #17's lab levels revealed on
03/18/15, the resident's Primidone level was
sub-therapeutic at less than 2.5 meg/ml
{micrograms/milltiter) (therapeutic range is 5 - 12
meg/mil), but had increased to 9.1 mcg/ml on
03/19/15.

As & result of post-survey raview by the S5A 's
phamacist consultant, it was determined
Resident #17's had Physician Orders for Apr!
2015 had concurrant orders for the Primidone

F 514
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250 mg; one order in which the resident was to
be given one tablet (250 mg) each moming
{initiated 09/18/14), and a second ordar in which
the resident was also to be given ane {ablat (250
mg) each evening (initiated 12/16/14), for a tolal
of two (2} tablets per day,

3. Review of Resident #13's medical record
revealad the resident had diagnoses that included
Seizure Disorder. Review of April 2015
Physician's Orders revealed an order for Keppra
(anti-selzure medication).

Review of Resident #13's MARSs for January
through March 2015, revealed staff documented
the resident's Keppra medication was
administered as orderad.

Review of the pharmacy medication dispensing
records for Resident #13 revealed the pharmacy
dispensed 300 ml (a 30-day supply) of Keppra
liquid medication four (4) times from 12/03/14
through 03/18/15, for a total of 500 ml. There
were forty-seven (47) days between refills from
01/08/15 through 02/24/15. However, 1,050 mi of
Keppra was required to administer the medication
per physician's orders.

Review of Resident #13'a Iaboratory results
revealed on 12/01/15, the resident's Keppra level
was therapeutic at 23 meg/ml {normal range Is 5 -
63 mcg/ml). However, on 03/02/15 and 04/03/15,
ihe resident's Keppra level was sub-therapeutic
(2.0 meg/mi and 2.9 megiml, respectively),

During the SSA's post-survey review by the State
Agency Pharmacist Consultant, it was detsrmined
through review of the phamacy's Delivery
Manifest Report from 12/01/14 through 04/04/15
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revealed Resident # 13's Keppra Liquid refills
were supplied as 30-day incraments of 300 mi
each, The raview algo revealed the resident
raceived four (4) refills (12/03/14, 01/08/15,
02/24/15, and 03/19/15) of Keppra Ligquid during
that time. Thus, the subsequent refill was
approximately six (B) days late. Likewise, after
receiving the 300 mi refill on 01/08/15, the
resident recelved a subsequent refill of 300 ml
forty-seven (47} days later on 02/25/15, or
approximately seventeen (17) days late, as the
subsequent refill should have been received
approximately 30 days later, on/about 02/07/15.

Post Survey review of the January thraugh April
2015 revealed staff did not administer the Keppra
liquid medicaticn as ardered; two (2) doses were
omitted In January 2015, one {1) dose in
February 2015, and two (2) doses In April 2015
for a total of five (5) doses (50 mi}.

4, Review of Resident #18's medical record
revealed the rasident had diagnoses that included
Selzure Disorder and Psychosis. Further review
ravealed a Physiclan's Order dated 09/05/14, for
Valproic Acid {(brand name Is Depakote - a
medication used to prevent seizure activity and
traat some psychlatric disorders),

Review of Resident #16's MARs for 12/01/14
through 04/17/15 revealed staff omitied the
rasident's momning dose of Valprolc Acid on
01/05/16; hawever, etaff documented the
resident's Valprolc Acid was administered as
ordered for all other doses during these months.

However, review of the pharmacy medication
dispensing records revealed the pharmacy
dispensed a 150-ml bottle (a 15-day supply) of

F 514
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Depakote for Resident #16 on 01/24/15.
However, the medication was not refilled agaln
until 02/18/15, twenty-six (26) days later.

Review of Resldent #16's Valproic Acid laboratory
leve! dated 04/03/15 revealed the resident's
Valprolc Acid level was sub-therapeutic at 20.6
meg/ml {therapeulic range is §0 - 100 meg/ml).

6. Raview of Resident #15's medical record
revealed the facility readmitted the resident on
03/20/15, after a hospital stay.

Further review revealed the resident had a
diagnosis of Seizure Disorder and had a
Physlcian's Order for Keppra (anti-selzure
medication), dated 03/18/15.

Howaver, review of Resident #15's MARs for
03/20/16 through 04/17/115 revealed staff
documented they administered Keppra to
Resident #15 as ordared by the resident's
physician,

Review of the pharmacy's medication dispansing
records for Resident #15 revealed 473 ml of
Keppra was dispensed to the facility on 03/20/15.

Observation on 04/17/15 at 2:20 PM of Resident
#16's Keppra medication bottle, that was
avalilable for use in the medication cant, revealed
the medication was dated as opened on
03/21/15, one day after the resident was
readmittad to the facility. The botile contained
150 ml. Howevar, according to the resident's
Physician's Order, the resident required 342,56 ml
of medication during the time period, leaving
130.5 ml remeining In the bottle.
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Review of Resident #15's laboratory results
revealed on 01/20/15, the resident's level was B.0
meg/ml {(normal range is 5 - 83 meg/ml),
However, on 04/03/15, the resident's level had
decreased 10 & sub-therapeutic [evel of 5.0
meg/ml.

Reaview of the facility's "Status Change” document
that listed residenis whe had been admitted,
transferred, or discharged from December 2014
through April 2015 revealed Residents #11, #13,
#15, #16, and #17 had not been absent from the
facility, during the times the discrepancles were
identified with their medication.

Interview with RN #1 on 04/14/15 at 5:03 PM,
with Llcensed Practical Nurse (LPN) #5 on
04/16/15 at 11:55 PM, with RN #6 on 04/16/15 at
12:14 PM, with Keniucky Medication Aide (KMA)
#1 on 04/17/15 at 1:27 PM, and with LPN #8 on
04/17/15 at 3:29 PM, revealed staff denled any
resident's medication was not administered per
Physician's Orders. Staff stated If they
documented on the resident's MAR that
medication was administered then the medication
was administered per the physician's orders.

Interview on 04/14/15 at 6:07 PM with the
Director of Nursing (DON) revealed the DON only
reviewed MARs for omissions and discrepancies
dally and had not identified any concerns, The
DON further stated administrative staff observed
random medication passes with the nursing staff
and had not identifled any concerns.

6. Review of Kentucky Board of Nursing Advisory
Opinion Statement #15 revealed unlicensed
personnel known as medication aldes may
function by administering oral and topical

F 514
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medleations in long-term care facilities only
through delegation by and under the supervision
of a registersd nurse or licensed practical nurse.

Review of the Kentucky Medication Aide (KMA)
course curriculum revealed medication aides "DO
NOT.... administer medications via tubes inserted
into any body cavity.”

Review of Residents #11, #15, #16, and #17's
Physiclan's Orders for January 2015 through April
2015 revealed the residents received medications
via a G-tube.

Review of Resident #11 and #17's MARSs for
January 2015 through April 2015 revealed KMA
#1 documented that she adminlstered G-tube
medications 1o the residents on four {4) days in
January 2015, three (3) days in February 2015,
one day in March 2015, and four (4) days in April
2015.

Raview of Resident #15's MARSs for January 2015
through April 2015 revealed KMA #1 documented
she administered Resldent #15's G-tube
medications on four (4) days in Januery 2015,
three (3) days in February 2015, and three (3)
days In April 2015.

Review of Resident #16's MARs for January 2015
through April 2015 revealed KMA #1 documented
she adminlistered the resident's G-ube
medications on four (4) days in January 2015,
three {3) days in February 2015, one {1) day in
March 2015, and three (3) days in April 2015,

Interview with KMA #1 on 04/17/15 at 1:27 PM
revealed she did not administer medications via
residents' G-tubes. She slated the residents’
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MARs had her nama

medications.
Interview with RN #1

04718115 at 11:55 PM
12:14 PM, and with L

should sign in before
medications or they s

revealed she reviewa

She further stated no

on them because she was

signed into the electronic Medication
Administration Record {eMAR) when the licensed
nurses administered the medications, KMA #1
stated nursing staif falled to sign into the
slactronic MAR under thelr own names when they
administered G-tube medicatlons. The KMA
further stated sha enly administerad oral

on 04/14/15 at 5:03 PM,

with Licensed Practical Nurse (LPN) #5 on

, with RN #6 on 04/18/15 at
PN #8 on 04/17/15 at 3:29

P, revealed they always administerad
medications for residents with G-tubaes. They
stated they wera required to have the KMA sign
out of the resident’s electronic MAR and they

administering G-tube
hould document a note in

the elactronic MAR; howaver, the staff could
provide no evidence this practice occumed,

Interview with the facllity's Corporate Nurse
Consultant on 04/17/15 at 2:45 PM and the DON
on 04/17/15 at 3:45 PM revealed they were not
aware nursing staff was not signing in or
documenting when they administered G-tube
medications when the KMA was signed/logged
into the electronic MAR system.

Interview on 04/14/15 at 607 PM with the DON

d MARs for emisslons and

discrapancies daily and administrative staff
randomly cbserved medication administration.

concerns had been

identified related to KMAs documenting
administration of G-tube medications.
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**The facility provided an acceptable Allegation of
Compliance (AOC) on 04/23/15. The facility
implemented the following actions to remove the
Immediate Jeopardy:

1) The Physician and Power of Attornay (POA)
far Residents #11, #13, #14, #15, #16, and #17
wera notified immediately upon identification of
potential medication errars by the Administrator,
Directar of Nursing (DON), Assistant Director of
Nursing (ADONSs), Staff Development
Coordinator (SDC}, Quality Assurancas
(QA)YNurse, Nursing Supsrvisor, Medical
Records Nurse or Reglonal Nurse Consultant on
04/20M16. Residents #11, #13, #14, #15, #16,
and #17 were assessed by the ADONs or QA
Nurse on 04/20/15 for any signs and symptoms of
adverse reactions, with no issues identified.
Laboratary levels were drawn on all six ()
rasidents, the physiclan was notified of the
resulis, and the residents’ care plans were
updated, as needad. All six (6) residents’
medications were counted and a medication
reconciliation was completed for accuracy and a
current count was placed on each individusl pill
packet and/or holtle of liquid medicine on
D4/20/15 by the DON, ADONs, SDC, QA Nurse,
Medical Records Nurse or Reglonal Nurse
Consuitant,

2) Tha physician and POAs for Residants #11,
#15, #18, and #17 were notified immediately upon
identification of inappropriate documentation by
the Administrator, DON, ADONs, SDC, QA

Nurse, Nursing Supervisor, Medical Record's
Nurse, or Regional Nurse Consultant on

04/20/15. Residents #11, #15, #16, and #17 were
re-assessed by the ADONs or QA Nurse, on
04/20/15, for any signs and symptoms of adverse
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reactions, with no issues identified.

3) All residents’ medications were audited by the
DON, ADON, SDC, Nursing Supervisor, Medical
Record's Nurse or Regicnal Nurse Consultant, on
04/20/15, fo ensure that the current medications,
compared to the current Physlcian Order Shest,
were present and the quantity of medication was
counted, the gquantity was placed on the
medication cantainer along with the date/time
completed and inftialed by tha Nurse Manager
completing the validation/count process. A new
bottle of medications were requested and placed
into servica on 04/22/15 for the liquid medications
that could not be counted, due to opacity of
container,

4) Allresidents’ charts were audited by the
Administrator, Assistant Adminlstrator, DON,
ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admisslons, Soclal Services
Director, Quality of Life, Dietary Manager,
Chaplain, Medlcal Record's Nurse or Regional
Nurse Cansultant by 04/22/15 for accuracy of the
clinical records and that the records wera
complete and accurately documented. The
following issues wers identified and corrected:

a. Soclal Services Quarterly Notes were not
within compiiance- for three {3) resldents

b. Activity Quarterly Notes not within
compliance-three (3) residents

c¢. Care plan updates-two (2} residents

d. Behavlor Management care plan updates-two
(2) residents

5} All residents’ care plans were audiled by the
Administrator, Assistant Administrator, DON,
ADONSs, SDC, QA Nurse, MDS Coordinators,
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Nursing Supervisor, Admissions, Social Servicas
Director, Quality of life, Dietary Manager,
Chaplain, Medical Records or Reglonal Nurse
Conasultant by 04/22/15 to ensure all resident care
plans reflected the current resident care needs.

6) Education was provided to the Administrator,
HR, Med Record's Nursae, BOM, Quality of Life,
Admisslons, Assistant Administrator, Plant Ops,
Food Service Director, SSD, Central Supply,
Housekeeping Supervisor, DON, ADONs, SDC,
MDS Coordinators, and Nursing Supervisors on
04/20/15 by the Reglonal Nurse Consultant
ragarding the facility's medication administration
policy and procedura which included medication
reconciliation. The care plan policy and the
procedurs included following the care plan,
administering care to ensure highest practical
physical, mental, and psychosocial well-being of
each resident, and maintain clinical records in
acceptable professional standards and practices
that were complete, accurately documanted,
readily accessible and systematically organized.

7) Education was initiated for licensed staff,
Kentucky Medication Aides (KMAs) and State
Registered Nurse Aldes (SRNAs) on 04/20/15 by
the Administrator, Assistant Adminlstrator,
Regional Nurse Consultant, DON, ADONs or the
SDC regarding the Medication Administration
Polley and Procadure which included medication
reconciliation, care plan pelicy and the procedute
to Include following the care plan, administering
care to ensure highest practical physical, mental,
and psychosoclal well-being of each rasident, and
maintain clinical records in acceptabls
professional standards and practices that were
complete, accurately documented, readily
accessible and systematically organized. All
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clinical staff completed or will complete a
post-test and score 100% to ensure
understanding of education/training provided. If
100% Is not obtained then the staff member will
be re-educated and a post-test re-administered
until the staff member cbtains 100% acore to
ensure understanding of the material covered.
Clinical staff was not allowed to work prior to
receiving the above stated education. Those
clinical siaff members that were on Family
Medical Leave Act (FMLA), leave or work "a3
needed" (PRN) were sent a cerlified letter and
were not allowed to work until the education had
been recelved and a post-test completed with
100% score obtained. As of 04/23/15, 60% of all
licansed staff and clinical staff had been educated
with post-test completed and 100% score
obtsined; 15% have been contacted by phona,
provided educatien and notified that they cannot
work until 1:1 education with post-lest was
completed, and, 100% score obtained. The
remaining 25% were in the process of being
contacted and will not be allowed fo work unil
education with post-test has been completed and
100% score obtained, Onca education has been
provided, each licensed nurse will complete a
medication administration observation pass with
the DON, ADONSs, SDC, Nursing Supervisor, or
Regional Nurse Consultant.

8) Education regarding medication administration
policy and procedure, care plan policy and
procedure, administrative oversight, and
complete and accurate clinical records wera
Included in the new hire orientation.

9) Anew process was Initiated on 04/22/15 for
medlcation reconcillation of residents’
medications. The process is as follows:
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a. One random nurse per day, per shift, will
complete a medication pass observation with the
DON, ADONSs, S5DC, Medical Records Nurss,
MDS Coordinators, Nursing Supervisor or
Regional Nurse Consultant to ensure compliance
with medication administration, the resident's
care plan was being followed and accurate along
with completed documentation was noted.

b. DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinaters, Nursing Supervisor, or
Regional Nurse Consultant reconciled the
medications of four (4) randomly selected
residents dally to ensure compliance with
medication administration. This process was
continued until Immediacy was lifted.

¢. Nurses/KMAs recelived education on 04/21/15
by the Regional Nursa Consultant, DON, ADONs,
SDC, or Nursing Supervisor on placing the
discarded pill packets/botties in the bottom
drawer of the medication cart when packet/ottle
was finished. Tha DON, ADONs, SDC, Medical
Records Nurse, MDS Coordinators, Nursing
Supsrvisor or Reglonal Nurse Consultant audited,
daily, ten (10} discarded packets/botiles per side
compared to packets/bottles that ware put into
service to reconcile medications, confirm reorder
process and that the medications wera baing
given per the physician's orders and the plan of
care, The process continued untll immediacy
was lifted.

d. Nurses/KMAs placed the dete/lime and thelr
initials on the side of any new medication
packel/boftle placed inta service to ensure an
accurate date which will allow for accurate
reconciliation. Those liquid medications, a total of
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and placed in service by 04/22/15.

e. Reorder process below will continua until
immediacy was lifted:

medication were left io administer.

iif) The DON and/or ADONs ran the "Refill
Reminder Report” from the szMAR system,
Monday - Friday, and validated that all
been reordered.

Nurse, or Nursing Supervisors reconclled the

on the cart or stored in overflow 1o ensure

artrivad at facility.

the medication adminlstration policy and

administer or document administering any

Nurss, Nursing Supervisar, Regional Nurse

twenty-one {21), that could not be counted, due ta
opacity of container, a new bottle was obtained

i} A nurse re-ordered medications via the ezMAR
alert system when three (3) to four (4) days of

il) A nurse then placed, on the current medication
bubble pack, the date of rearder, and their initials.

medications due to be reordered, had actually

Iv) Facllity Formulary Nurse, ADONs, SDC, QA

Refill Reminder Report with the nightly medication
manlifest report with the actual medication packet

medications that werse reordered have actually

f. Nurses and KMAs were educatedfirained on

procadure ta include documentation along with
the scope of practica of the KMA. KMAs will not

medications other then by mouth (PO} or toplcal.
10) All residents medications were reconciled

fwo (2) times weekly, starting 04/20/15 by the
DON, ADONs, SDC, Medical Records Nurse, QA
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Consultant or Chief Nursing Executive, to ensure
reorder process system was Intact and within
compliance along with ansuring residents
medications ware administered as ordered, This
process will continue for two (2} weeks and
rasulfs will be reviewed in a weekly QAP|
meeting. The QAP| commiltee will determine
ongoing frequency of resident medication
reconcillation at that time.

11) Education was provided for Licensed Nursing
Staff by the Administrator, Assistant
Administrator, DON, ADON, the SDC, or the
Reglonal Nursa Consultant regarding the above
stated plan by 04/21/15,

12) Medication pass audits were completed by
the DON, ADON, SDC, Medical Records Nurse,
or Regional Nurse Consultant for all nurses and
KMAs by 04/22/15 to ensure that medications
were administered without significant medication
error. Nurses or KMAs wha had not completed a
medication pass observation were not allowed to
work until the medication pass observations had
been completed for shifts scheduled after
0422115, As of 04/24/15, 75% of all nurses and
KMAs had completed a medication pass
abservation.

13) Administrative oversight of the facility was
completed by the Special Projects Administrator,
the Regional Vice President of Operations, or the
Chief Operating Officer daily until removal of
immediacy, weekly for four (4) weeks after
removal of immadiacy, then monthly.

14) The Administralor, Assistant Administrator,
Special Projects, DON, Chief Operating Officer,
Chief Nurse Executive or Regional Nurse
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Consuitant audited compliance of the above
stated audits/observations daily until removal of
immediacy, then twice weskly for four (4) weeks
and reported findings during weekly QA for four
{4weeks, for recommendations and further
follow-up as indicated.

15) A Quality Assurance meeting was held on
04/17/15, and again on 04/20/15 for further
recommendations regarding the plan for removal
of Immadiate Jecpardy. A Quality Assurance
meeting will be held weekly for four (4) weeks,
then monthly for recommendations and further
follow up regarding the above stated plan.

**The State Survey Agency validated the
Immediate Jeopardy was removed as follows:

1) Review of the medical records of Residents
#11, #13, #14, #15, #16, and #17 revealed the
residents' physicians and POAs were notified of
the potential medication arrors by the
administrative staff. Further review of the
medical records revealed Residents #11, #13,
#14, #15, #16, and #17 were assessed by the
ADONSs or the QA Nurse, on 04/20/15, for any
signs and symptoms of adverse reactions from
potential medicalion errors, with no issues
identified. The facility obtained laboratary levels
on all six (8) residents, the physician was notified
of the results, and the residents’ care plans were
updated as neaded. The residents' laboratory
results were obtained on the following days by the
facliity: Resident#11 on 04/03/15, 04/06/15, and
04/20/15, Resident #13 on 04/03/15 and
04/18/15, Resident #14 on 04/17/15, 04/17/15
and 04/19/15, Resident #15 on 04/03/15 and
04/20/15, Resident #16 on 04/03/15 and 04/17/15
and Resident #17 on 04/20/15. The

F 514
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Administrative Staff counted all six (6) resldents’
medlcations and a medication reconciliation was
completed for accuracy and a current count was
placed on each individual pill packet and/or bottle
of liquid medicine on 04/20/15 by the DON,
ADQNs, SDC, QA Nurse, Medical Records Nurse
or Reglonal Nurse Consultant.

2) Review of the medical record revealed the
physicians and POAs for Residents #11, #15,
#16, and #17 were notified immediately upon
Identification of Inappropriate documentation by
the Administrator, DON, ADONs, SDC, QA
Nurse, Nursing Supervisor, Medical Record’s
Nurse, or Regional Nurse Consultant on
04/20/15. Further review of the medical records
revealed Residents #11, #15, #16, and #17 were
re-assessed by the ADONs ar QA Nurse, on
04/20115, for any signs and symptoms of adverse
reactions, with no Issues identifled.

3) Review of tha medication audits revealed the
audits were completed by the DON, ADON, SDG,
Nursing Supervisor, Medical Record's Nurse or
Regional Nurse Consultant, on 04/20/15, and
ensured that the current medications, compared
to the current Physiclan Order Sheet, were
present and the quantity of medication was
counted, the quantity was placed on medication
container along with the date/time completed and
initialed by the Nurse Manager completing the
validation/count process. Observations, on
04/24/15 revealed new bottles of medication were
placed into service on 04/22/15.

4) Review of the facllity's sudits revealed all
rasidents’ charts were audited by the

Adminlstrator, Assistant Administrator, DON,
ADONSs, SDC, QA Nurse, MDS Coordinators,
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Nursing Supervisor, Admisslons, Social Services
Director (SSD), Quality of Life, Dietary Manager,
Chaplain, Medicai Record's Nurse or Regional
Nurse Consultant by 04/22/15 for accuracy of the
clinical racords and that the records were
complete and accurately documented, The
audits revealed issues identifiad were cormectad
by the facllity staff.

5) Review of the facillty's audits on 04/24/15,
revealed all residents care plans were audited by
the Adminlstrator, Assistant Adminlstrator, DON,
ADONs, SDC, QA Nurse, MDS Coordinatars,
Nursing Supsrvisor, Admissions, Social Services
Director, Quality of Iife, Dietary Manager,
Chaplain, Medical Records or Regional Nurse
Consuitant by 04/22/15 to ensure all residents’
care plans reflected the current resident care
needs.

B) Revlew of the facllity's in-services revealed
education was provided to the Administrator, HR,
Madical Record's Nurse, BOM, Quality of Lifs,
Admissions, Assistant Administrator, Plant Ops,
Food Service Director, SSD, Central Supply,
Housekeeping Supervisor, DON, ADONs, SDC,

' MDS Coordinators, and Nursing Supervisors on
04/20/15 by the Regional Nurse Consultant. The
education provided included the medication
administration policy and procedure ta include
medicatlon reconciliation, care plan policy, and
the procedure to include following the care plan,
administering care to ansura highest practical
physical, mental, and psychosoclal well-being of
each resident, and maintain clinical records in
accaptable professional standards and practices
that wers complets, accurately documented,
readily accessible and systematically organized.
Interviews conducted on 04/24/15, with the
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Administrator, HR, Med Record's Nurse, BOM,
Quality of Life, Admissions, Assistant
Administrator, Plant Ops, Food Service Director,
§8D, Central Supply, Hausekeeping Supervisor,
DON, ADONs, SDC, MDS Coordinators, and
Nursing Supervisors revealed the staff was
educaied on 04/20/15 on care plans, the
medication administration policy and pracedure
and accurate medical records.

7) Review of the facillly's in-services revealed
education was initiated for licensed staff, KMAs
and SRNAs on 04/20/15 by the Administrater,
Assistant Administrator, Reglonal Nurse
Consultant, DON, ADONs or the SDC regarding
the medication administration policy and
procedure to include medication reconciliation,
care plan policy and the procedura to include
following the care plan, administaring care to
ensura highest practical physical, mental, and
psychosocial weil-baing of each rasident, and
maintain clinical records in acceptable
professional standards and practices that were
complete, accurately documented, readily
accessible and systematically organized.
{nterviews on 04/24/15 with licensed slaff, KMAs,
and SRNAs ravealed the facllity provided staff
education that Included information on the
medication administration policy, medical record
documentation, care planning and following the
care plan and medication reconclliation, Review
of the post-tests revealed staff (with the exception
of staff who was on medical leave or who worked
"as needed"} had completed the post-test with a
100% score.

8) Raview of new employee orientation revealed
newly hirad staff would receive education
regarding medication administration policy and
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procedure, care plan policy and pracadurs,
administrative oversight, and complete and
accurate clinlcal records and that the information
was addad to the new hire orentation. Interviews
on 04/24/16, with newly hired staff revealed the
ataff had been provided Information on
medication administration policy and procedurs,
care plan policy and procedure, administrative
oversight, and complete and accurate clinical
records.

9) Review of the new process far medication
reconciliation of residents' medications revealed
the process was initiated on 04/22/15. The
process was as follows:

a. Review of the facllity audits revealed ane
random nurse per day, per shift completed a
medication pass abservation with the DON,
ADONs, SDC, Medical Record's Nurse, MDS
Coordinators, Nursing Supervisor or Regional
Nurse Consultant to ensure compliance with
medication administration, the resident's care
plan was being followed and accurate, and to
ensura documantation was completed.

b. Review of the facility's audits revealed the
DON, ADONs, SDC, Medical Records Nuras,
MDS CoordlInators, Nursing Supervisor or
Regional Nurse Consultant reconciled the
medications of four (4) randomly selected
residents daily to ensure compliance with
medication administration. The audits revealed
tha process was cngoing on 04/24/15,

¢. Reviaw of tha facility’s in-services revealed the
nurses/KMAs recelved education on 04/21/15 by
the Reglonal Nursa Consultant, DON, ADONs,
SDC, or Nursing Supervisor on placing the
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discarded pill packets/botties in the bottom
drawer of the medication cart when the
packet/bottle was finished. Review of the facility's
audits ravealed the DON, ADONs, SDC, Medical
Records Nurse, MDS Coordinators, Nursing
Supervisor or Reglonal Nurse Consultant gudited
ten (10) discarded packsts/boltles per unit daily
and compared them to packets/bottles that were
put Into service to reconclle medications, confirm
the reorder process and that the medications
were being given per the physician's orders and
the plan of care. Review of the facility's audits
and an observation of the medication cart on
04/24/15, ravealed the procoss was ongoing on
04/24115.

d. Observations of the medication caris on
04/24/15 revealed the nurses/KMAs had placad
the dateitime and thelr initials on the side of new
medication packet/bottle. Further observations of
the medication carts revealed liquld medications
wors dated 04/22/15.

e. Review of the medication ra-order process
revealed the following process was in place

i) Interviews, on 04/24/15, with nursing staff
revealed a nurse reardered medicatians via the
©zMAR alert systam when three (3) to four (4)
days of a medication was left to administer.

1) Observations on 04/24/15, and interviews with
nursing staff, on 04/24/15, ravealed a nurse
placed the date of reorder and their initials on the
current medication bubble package.

iii) Intervisws, on 04/24/15, with the DON and
ADONSs revealed the administrative staff ran the
“Refill Reminder Report" from the ezMAR system,

F5i4
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Mond'ay -Friday, and valldated that all
medications dus {o be reorderad, had actually
been reordered.

i) Interviews on 04/24/15, with the Facility
Formulary Nurse, ADONs, SDC, QA Nurse, and
Nursing Supervisors revealed the staff reconcilad
the Refill Reminder Report with the nightly
medication maniest report and the actual
medication packet on the cart or stored in
overflow {o ensure meadications that were
reordered had aclually arrived at the faciiity.

f. Review of the facility in-services revesled
nurses and KMAs were educated/trained on the
medication administration policy and procadure to
include documentation along with the scope of
practica of the KMA, interviews, on 04/24/15,
with nurses and KMAs revealed the staff had
been trained on documentation practices and
scope of practice for the KMA.

10) Review of the facllity’s audits revealed all
residents' medications were reconciled two (2)
times weekly, starting on 04/20/15 by the DON,
ADONSs, SDC, Medical Records Nurse, QA
Murse, Nursing Superviaar, Reglonal Nurse
Consultant or Chief Nursing Executive,

interviews on 04/24/15 with the DON, ADONs,
5DC, Medical Records Nurse, QA Nurse, Nursing
Supervisor, Regional Nurse Consultant and Chief
Nursing Executive revealed el residents’
medications wera reconciled two (2) times waekly
with no issues ldentified,

11) Review of the facility's in-services revealed
education was provided for Licensed Nursing
Staff by the Administrator, Assistant
Administrator, DON ADONs SDC, or the Reglonal
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Nurse Consuitant regarding the above stated plan
by 04/21/15. Interviews on 04/24/15 with the
Administrator, DON, ADON, SDC, and the
Regional Nurse Consultant revealed licensed
nursing staff was provided education regarding all
areas of the corrective plan.

12) Review of medicaiion pass audits revealed
the audits were completed by the DON, ADON,
SDC, Medical Records Nurse, or Reglonal Nurse
Consultant for all nurses and KMA by 04/22/15,
Interviews on 04/24/15 with the DON, ADON,
5DC, Medical Records Nurse and Reglonal
Nurse Censultant revealed a medication pass
had been completed with all nurses and KMAs by
04/22/15.

13) Interviews on 04/24/15 with the Special
Projects Administrator, the Reglanal Vice
Prasident of Operations, and the Chief Operating
Oficer ravealed administrative oversight of the
facility was completed by the Special Projects
Administrator, the Reglonal Vica President of
Operations, or the Chief Operating Officer daily.

14) Review of the audits and Interviews on
04424115 with the Administrator, Assistant
Administrator, Special Projects, DON, Chief
Operating Officer, Chlef Nurse Executive or
Regional Nurse Consultant revealed the
administrative staff audited the compliance of the
above stated audits/observations daily.

15) Review of the Qualily Assurance meating
minules revealed a meeting was held on 04/17/115
and again on 04/20/15.
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