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An abbravialed standard survey (KY21945) was
Initlatad on 07/15/14. immediate Jeopardy was
identified on 07/18/14, After suparvisory review,
a racertification survey was inttlated on 07/21/14
and concluded on O7/25/14, An éxtended survey
was initlated on 07/24H4 and concluded on
07125/14. The complaint was substantiated.
Immediate Jeopardy was determined lo existan
05/18/14 at 42 CFR 483.20 Resldent Assessment
{F2082), 42 CFR 483.25 Quality of Care {F328),
42 CFR 483.60 Pharmacy Services (F428), and
42 CFR 483.75 Adminiatration {F490 and F520)
at a scope and sevarity of "J." Substandand
Cuality of Care was idantified at 42 CFR 483 25
Quality of Care (F328). The facility was notified
of the Immediate Jeopardy on 07/18/14

Review of physiclan's arders for May 2014
revealed the physiclan had prescribed 8
milligrams {mg) of Coumadin {anticoagutant} to
ba administered to Residant #8 at night, and for a
Prothrombin Time {PT) with an International
Nomalized Ratio (INR) (laboratory tests to chack
bleeding time) to be completad weskly,
Documentation revealed the facliity administered
the Coumadin on a dally basls at night. A PTANR
was obtained on 05/05/14 and review of a verbal
physician's arder dated 05/05/14 revealed the
physiclan wrote an order for stalf to decrease the
6 mg of Coumadin to 5 mg of Coumadin.
Anpther PT/INR was oblalned on 05/12/14 and:
ravealed the resident's PT was 24 6 saconds
{referance range 9.5 to 11.6 seconds), and the
residant's INR was 2.2 (referance range 0.8 fo
1.1). Based on the resuits of the PTANR
obtained on 05/12/14, the physiclan Increased the
resident's dosage of Coumadin fo 6 mg.

LABORATORY DT CR PROVIDER/SUPPLIER REPRESENTA) S SIGHATURE TITLE {X8} DATE
Qs &{'}M% %(;1\_9 . Godmiseninds Ll

Any deliclency slalamant entling wilh Bevastorisk [ danoies o deficiancy which tha inslitution may be axcusad from correcling pr?:vid‘mg it is detarmined that
other aafeguards provide sufficlant protection (o the patiants . {Ses Instructions,) Except for nuraing homes, tha findlngs siated above are disclosatle 80 dayy
following the date of survay whather of not a plan of corroction ia provided, For nursing homes, the above findings and plans of casrection ara disclosable 14
days fehowing the dale thess documents are made avalfable o the faciily. |f deficlincies are clted, an approved plan of comecticon ia raquisite to continued
progrom porticipation,
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Documentatlon ravaaled facilily staff administared
6 myg of Coumedin to Resldent #8 al night;
howaver, staff failed to ensute the PT/INR was
callectad on a weelkly basis. Revew of
documentation revealed a PT/INR was not
obtalned for Resident #8 from 05/12/14 untll
07/02114 {a tmeframe of seven weeks), at which
time the residant's PT wae 85,1 seconds (73.5

saconds above raferenca range), the INRwas 7.0

(5.9 above the refarence range) and. based on
the labaratary report, the resident's PT and INR
levels were "Critical." Review of tha nurse's
notas revesled Resident #8's physician was
notified of the abnarmal lab results, and the
resident was admitted to a hospital where helshe
was placed on telemnetry and dlagnosed with
*Coumadin Toxlclty.”

The facility's failure to ensure facility staff
provided adequate monitering of drugs and
laboratory testing and that the facllity was free
from significant medication errors caused, or was
likely lo causa, sedous Injury, harm, impalrment,
or death to residents in the facility.

An acceptable Allegation of Compliance (ACC)
was received on 07/24/14, which alleged removal
of the Immediate Jeopardy on 07/24/14. Prior to
exit on 07/25/14, the State Survey Agency
determined the Immediate Jeopardy was
removed an 07/24/14 aa allaged by the facility,
which lowered the scope and severity to "D" at 42
CFR 483.25 Quality of Care (F329), 42 CFR
483,80 Pharmacy Services (F428), and 42 CFR
483.75 Administration (F420 and F520) while the
facliity monitors the effectlvenass of systemic
changes and quality assurance actlvities.
483.13(c){1)(H)-CHi), (c)(2) - (4)
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X bt provided o3 required under the
The Facility must not employ individuals who have Conditions of Participation.
been found gufity of abusing, neglecting, or .
mistreating residents by a court of law; of have F228 483.13()(1)-ELEN2) - 94)
had & finding entered irita the State nurse aide mVE.STlGATE!REPORT s
registry concarning abuse, naglect, mistreaiment ALLBGATIONS!I'NDIVIDUAL
of residents or misappropriation of their property; .
and report any knowladgs It has of aclions by a 1. The Dlm_:iq: ofNum:‘ill:gzm
court of law against an emplayes, which would migappropriation w‘:hrc Residents G, D,
indicate unfitness for service as a nurse alda or agency on 7/ 15/2014 for ’
athar facillty staff to the State nurse aide registry. and B
or licensing authorities, 2. The sdministrtor seviowed all internal -
. Jevanices on
The facility must ensure that all alleged victationa i“"ﬁg‘;ﬁ%"szﬁfﬁ:ﬁ vens any other
Invalving mistreatment, neglect, or abuse, L1 tigatlon that should have been
inciuding Injurles of unknown source and s ues were identified.
] eported, Mo ofher issu
misappropriation of rasident propsrty @re reported
immediately to the administrator of the facility snd 3. The Regional Disector of Operations
to other officlals in accordance with State law re-educated the Adminisirator on
through esiablishad procadures {including to the allegations of abuse, n=3|=°‘-.
Stata survey and cerilfication agency). misappropriation of resident’s property
and other-ilems on 8152014
Tha facitity must have avidenca that &ll allaged ed the
violations ara thoroughly investigaled, and must The Administrator l‘e-nducm.au e
pravent further potential abuse while the Director of Nursing on alleg! zi:n of
investigation is In prograss. ehuse, neglect. MISAPPrOPIIA {toms ot
resident's property and other lem
The reaults of alt investigations must be reportad 8/sr2014.
to the administrator or his designated i the
representative and to othér officlals in accordance The ‘?‘."““";ffﬂ';;g’fsﬁ;c for notifying
with State faw (Including to the State survey and A e sutvcy agency of any feportable
certification agency) within § working days of the e ;ti fuion or incident.
Incident, and If the alleged violation is varifled investigy i
apptopriate corrective action must be taken. 4 The Directar of Nursing endor i
Adminisirator will review afl allegations
and prisvances as they occur o determine
e amle. %\
4 {
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This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, facility policy
review, and review of the facility’s investigation, it
was determined the facility failed to ensure an
allegation of misappropriation of resident property
was reporied to state agencies as required by
state law and the facllity's policy for three (3) of
three (3) unsampled residents (Residents C, D,
and E). On 04/30/14, Resident C reported to
Registerad Nurse (RN) #2 that Licensed Practical
MNurse (LPN) #10 attempted to administer an
unknown "white pill” to the rasident instead of a
narcotic pain medication. In addition, staff
raported that LPN #10 did not administer
Residents D and E's narcotic pain medication on
04/30/M1M4. The facility initiated an investigation
and suspended LPN #10. However, the facility
failed {o report the allegation to slate agencies.

The findings includa:

Review of the facility's policy titled, "Prevantion
and Reporting Resident Mistreatment, Neglect,
Abuse, Including Injures of Unknown Source,
and Misappropriation of Resident Property,”
which was undated, ravealed tha facility would
report all alleged viclations and substantiated
incidents to the State Agencies as required, and
take all corrective actions dapending on the
rasults of the investigation. The palicy also
ravealed the facility was required to report the
rasults of their investigation to the State Survey
Agency within five calendar days.

Review of the facility's policy titled, "Medication
Administration,” undated, revealed the licensed
nurse or medication assistant was reguired to
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check the following prior to administering a
resident's medication; the right medication, tha
tight dosage, the right dosage form, the right
route, the right resident, and the right time.

Review of the medical record revealed on
04/28/14, Resident C's physician prescribed
Percocet {a narcatic pain medication that

Acstaminophen), orally for Resident C avery six

for Mental Status (BIMS) score of 10, which
impaired.

Interview conducted on 07/17/14, st 4:40 PM,
with Resident C revealed LPN #10 attempted to
give the rasident a "white pill* after the residant

knew the plll the LPN gave the resident was not
his/her “pain pill* and questioned LPN #10. The

the resident the correct medication. Resident C
stated he/she got the "white pill" out of the trash,
gave the pill to RN #2, and told the RN that LPN
of his/her pain pill.

Review of an investigation completad by the
somathing for pain and LPN #10 atlempted to

administer 10 milliequivalents of Potassium
Chioride (the "whita pill" was identified as

was prescribed by the resident's physician. The
investigation revealed Resident C told LPN #10

contains 7.5 of Oxycodone and 325 milligrams of

hours, as needed for pain. The facility assagsad
Resident C on 04/22/14, to have a Brief Interview

indicated the resident's cognition was moderately

requested a "pain pill." Resident C stated he/she

LPN threw the "white pill" in the trash and brought

#10 attempted to give the resident the pill instead

Director of Nursing (DON) revealed an 04/30/14,
at approximalely 5:00 AM, Resident C requested

Potassium Chloride, used to treat low potassium
levels) to Resident C instead of the Parcacst that

F 225
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that the medication the LPN handed to the
resident was not his/her pain pill. The LPN threw
the pill into the resident's trash, left the resident's
room, and administered the pain madication that
was prescribed by the physician to the resident.

Continued review of the investigation revealed
Resldent C retriaved the medication LPN #10 had
disposed of from the trash and gave the pill io
Registerad Nurse (RN} #2. RN #2 reported the
allegation to the DON, and an investigation was
initiated. According o the facility's investigation,
Residents D and E stated that LPN #10
administered their narcotic pain medication and
had no concemns. Based on raview of
documentation, the DON immediately suspended
LPN #10 panding the outcome of the facility's
investigation, Howevar, the facility failed to report
the aliegations regarding LPN #10 on 04/30/14 to
the appropriate Stale Agencles until 07/15/14 (76
days after the allagation was made), after the
State Survey Agency Initiated an abbreviated
survey.

LPN #10's employment at the facility was
terminated on (5/13/14 due to appearing to be
under the influence of drugs and she could not be
contacted for interview.

The DON acknowledged in interview on 07/18/14,
at 10:00 AM, that she had been notified of the
allegations on 04/30/14 regarding LPN #10. The
DON stated based on the facility's investigation of
the allegations, the allegations did not need to be
reporied to the State Agency because she had
not considered them to be allegations of abuss,
neglect, or misappropriation of residant property.
However, the DON stated “looking back on it” she

should have reported the allegations to the State

F 225
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The facility must provide housekeeping and
maintenance services nacessary to mainteln a
sanftary, orderly, and comforteble interlor.

This REQUIREMENT Iis not met as evidenced
by:

Based on observation, interview, and review of
facility policy it was delermined the facility falled
te provide housekeeping services necessary io
maintain a sanlilery, orderly, and comfortable
interior. Observations revealad bedsida fall mats
with carpeted top surfaces in four (4) of
seventy-six {76) resident rooms (reskdent reom
numbers 118, 215, 308, and 316) that had stains,
focd crumbs, and fint on the carpeted areas and
neaded to be cleanad. Residenl room 215 had
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Survey Agency. [
Intsiview conducted with the Administrator on
07/18/14, at 6:35 PM, ravealad she was nollfied
by the DON of the allegation related to Resident
C snd LPN#10. The Administrator statad the
DON completed an invastigation of tha
allegations relatsd to LPN #10. According to the
Administrator, the DON was responsible far
ensuring reports were reportad io State Agencles,
She stated the facifity "should” have reporied the
allegations to the Stale Survay Agency.

F 263 | 483.15(h){2) HOUSEKEEPING & F 263

58=E | MAINTENANCE SERVICES

215,308, and 315

scotch guard, The

supervisor,
2, On 7/28/14 all

F253 483.15Mx2) HOUSEKEEPIN
NANCE SERVICES &

1. The campeted floor mui:s in rooms 118, I
! were shampooed on
711872014 and they were sprayprgg with
carpeted floor mats in
rooms 118, 2]5, 308, and 315 were
vacuumed daily by housekeeping,
; carpeted fall mats in rooms 118, 255
08, and I 15 wern replaced by viny! Gl '
mats on 8/12014 by the housekeeping

fall mats were jn d
by the lousekeeping supervisgr tbrspcctc
S:I:anllncss. Any Issue Identified was
tmmediately addressed and uf) fall mats

two bedside mats that were in nieed of cleaning. were cleaned by housekeeping '
department,
The findings include:
Arequest was made on 07/17/14 et 10:19 AM for
the facility's housekeeping policy. The facility
FORM CMS-2567(02-69) Pravicus Versions Obecivls Evant (D.COFVN Fucilly 10; 100519 if continuation shaat Page 7 of 137
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providad a document entitled "Housekeeping
In-Service” with a date of "01/01/2000" located at
the boltom of the page. Interview with the
facility's Housekeeping Supervisor on 07/17/14 at
.44 AM revealad the facility did not have a pollcy
retated to malntaining cleanliness of carpeted
surfaces, inciuding the bedside fall mats.
Intarview with the facility's Administrator on
07117114 at 10:18 AM, slsp revealed the facliity
did not have a written policy to address proper-
cleaning/sanitizing of campeted surfaces in
resident rooms.

Observations of resident room 118 on G7/16/M4 at
4734 PM, and on 07/17/14 st 9:18 AM raveslsd
one carpeted bedside fall mat that wes stained,
had food crumbs and lint on it, and was in need of
cimdning, Qbservatlon conducted on 07/17/14 at
9:35 AM of resldent rooms 308 and 315 also
revealed eech room had a carpeted bedside mat
that was stained, had food erumbs and lint on
them, and that were In néded of cleaning.
Continued observation conducted on 07/17/14 at
:35 PM ravealed resident room 215 had two
carpeted bedside fall mats that were stained, had
food crumbs on them, and were in need of
cleaning.

Interviow with the Housekeeper on 07/17/14 at
9:24 AM revealad the fall mata in resident rooms
should be vacuumed and/or cleanad only when
dirty and stated the facility did not have a "set
time” to vacuum andlor clean the mais. The
Housekeeper stated that sha did not know when
the fall mats had been vacuumed or cleaned.

Interview with the Housekeeping Suparvisor on
Q71714 at .44 AM revealed housekeeping staff
was to clean resident rooms on a dally basis.

, maio on7/17/2014

3. Re education was completed by the
houselteeping supervisor for all
housekeeping staff regarding cleaning fall

Beginning the weck of 8/11/2014 the
housekesping supervisor and or
administrator will check afl floor mats for
cleanliness 3 days a wesk for four wecks.
Then the housekeeping
supervisorfdestgnee witl check all floor
mats for cleanliness weekly for three
months. Results will be reviewed through
the Quelity Assurance Commmiltes for
{urther recommendation.

4. .Quality Assurance Team consisting of
et least Administrator, DON, and
Housekeeping Supervisor will meet
monthly for threc months to review qudit
findings and revise plan as needed this
plan will be ongoing until this issue is
resolved,

@\lw N
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According to the Housekeeping Suparvisor,
housekeeping staff was to clean and/or vacuum
rugs, including the carpeted bedside fall mats,
every time housekeeping staff cleaned a resident
room, The Housekeeping Supervisor stated she
had instructed housekeeping staff to use
disinfectant spray on the carpeted bedside fall
mats for spot cleaning. Further interview with the
Housekeeping Supervisor revealed that she had
attempied to contact the manufacturer of the
carpeted hedside fall mats to determine what tha
manufacturar's recommendations were for
cleaning/sanitizing the fall mats but she had been
unsuccessful. The Supervisor stated she was not
aware staff had failed to vacuum and/or clean the
carpeted bedside fall mats. Continued interview
with the Housakeeping Supervisor on 07/17/14 at
4.08 PM revealed facility staff had never deep
cleaned the carpeted bedside fall mats and stated
she was not aware that the mats could be deep
cleaned.

Interview on 07/17/14 at 3:30 PM with a
reprasentative of the company that provided the
carpeted bedside mats to the facility revealed the
carpeted beside mats should be vacuumed daily
and spot cleaned as necessary. Further interview
with the represantative revealed the mats may be
deep cleaned using any method that would
normally be used to clean any other carpet.

Interview with the Administrator of the facility on
07/17/14 at 10:19 AM revealed that
housekeeping staff was required lo clean
averything in the resident rooms on a daily basis.
Continued interview with the Administrator on
0717114 at 8:40 PM revealed staff had never
deep cleaned the carpeted bedside fall mats and
stated she was not aware that they could be deep
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claaned, The Administrator alao stated the
Housekesping Supenvisor had informed staff to
clean each resident roem on a dally basis,
including carpeted surfaces, and she was not
awere that housekeeping staff had not vacuumed
the carpeted bedside fall mats on a daity basis as
instructed.
F 282 | 463.20(k}3)(ii) SERVICES BY QUALIFIED Fags2
s8=) | PERSONS/PER CARE FLAN

The services provided or arranged by the facility
must be provided by quallified persons in
accortdanca with each rasident's wriften plan of
care.

This REQUIREMENT Is not mst as evidenced
by:

Based on obaervation, intetview, record review,
review of the facilily's laboratory contract, and
raview of tha facility's policy entitled, "Using The:
Care Plan," It was datermined the facility falled to
ansure services wane provided in accordance
with a wiitlen plan of care for gne (1) of thirty-four
{34) sempled residents (Resident #8). Review of
the plan of care for Resident #8 dated 01/30/14,
and revised 05/06/14, ravealad facility ataff had
daveloped a plan of care related to the resident's
diagnosls of Atrial Fibrillation and the use of
Caumadin {anticoagulant). The care plan
included an intervention to obtaln a "Prothrombin
Time (PT) with an Intemational Normellzed Ratlo
{INR) as ordered" {a tast o check for bleeding
lime). Review of the Physician's Orders for May

F282 483.20(k) (3)(if) SERVICES BY
QUALIFIED PERSONS/PER CARE
PLAN

1, Regident # 8 has n Care Plan for
Anticoagulants which stated to obtaina
PT/INR us vsdered, al Joast monthly.
Howeverthe PT with {NR labs for
Resident # 8 was not drawn weekly 2s
ordered by they physician or as care
planned from May 12, 2014 to July 2,
2014.The PT/INR was drawn on July 2,
2014 by Medlab with results belng
reported oa July 2, 2014 to the physiclon
and responsible party by the LFN.

2. One hundred percent of all ami-
coagulani care plans were revicwed
and/or updated by the RNC for Prefemred
Care, MG #s necessary on 77202014,

One hundred percent of the care plans
have been reviewed and/or updated for
labs on 7/21/2014 by Members of the care’
planning teum including the DON, MDS,
Unit managers, Dictary Manager, Social |

2014 revealad an order to administer Coumadin Services.
on 4 daily basis and to obtain a PT with INR every
week, Record review revéaled facility staff had
administerad the medications as ordered.
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However, the facility failed to ensure the
laboratory last had bzen conducted as ordered
and as required by the resident's plan of care.
Further review ravealed a PT with INR had been
obtained on 05/12/14; however, the next PT with
iNR wes not conducted until 07/02/14, a
timeframs of seven weeks aftar the previcus tast,
at which lime the PT was 85,1 seconds
{raference range 9.5 to 11.6 seconds), and the
INR was 7.0 (reference range 0.9 to 1.1).
Documentation on the laboratory report revealed
the PT and INR levels weare "critical” Review of
the Nurse's Notes on 07/02/14 ravesled the
rasident's physiclan was notified of the abnormal
PT and INR levels and the resident was
transfarred to the hospital. Review of the hospital
medical record ravealed Rasident #8 had baen
admitted to the facility on 07/02/14, with a
dlagnosles of “*Coumnadin Toxicity "

The faciity's failure to ensure ragidents recelved
services In accordance with the reaident's written
ptan of care causad, or was likely to causs,
sarious Injury, harn, impairment, or death to
residenty In the facillty. Immedlata Jeopardy was
determined to exist on 05/18/14 at 42 CFR
483.20 Resident Assessment (F282), 42 CFR
483 25 Quellty of Care (F328), 42 CFR 483.60
Pharmacy Services (F428), and 42 CFR 483.75
Administration (F490 and F520) at a scope and
sevarity of ")." Substandard Quality of Care was
identified at 42 CFR 483.26 Qualily of Cara
{F328). The facllity was notified of the immediate
Jeopardy on 07/18/14.

An accaptabla Allegation of Compliance (AOC)
was recaived on 07/24/14, which glleged ramoval
of the Immediate Jeopardy on 07/24/14. Prior o
axit on 07/25/14, the State Survey Agency

FORM CM3-2587{02-99) Pravicus Versichs Chsclate

Event ID;COFV1?

facd became effective 7192014

Preferred Care Partners, MG in serviced
the DON and the Stall Development
Nurse on the lab policy and protocol on
19/2014,

Licensed Nursing staff was in-serviced on
the Comprehensive Core Plan use in
directing resident care by 7/2172014. In-
servicing was condneted by Staff
Develapment Nurse, DON or designee.
In-service ineluded documentation
required of the use of the interventions on
those Care Plans, No agency in use af the
facility. All new hires will be educated
during general orientation by the Staff
Development Nurse.

Members of the QA Commiitee
developed a policy on 7/19/2014 10
validate that Labs arc being obtaincd as
ordered by the physician and results are
received and followed up on timely per
policy protocol. This was implemented
711972014 and is ongomg. The unit

managers will compare the (ab calendar to |

Ihre lubs lsted on the 1ab racking sheet to
verify that they mateh prior to moming
mesting, The unit manager will then
follow up to.ensure that labs were drawn
as listed, results have been received, and
they have been followed up on timely
priorto mozning meeting, During
motning meeting Mondey through Friday
any resident with & new lab order will
have their care plan reviewed and updated|
as needed per a member of the care plan
team including: the DON, Unit manager,
MDS, Dietary Manoger, Social Servicas,
The Administrator or DON or designee
will be present to ensure that this process |
takes place. Any {ssues identified

ure corrected immediately, This practice
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datermined the Immediate Jeopardy was
removead on 07/24/14 as alieged by the facillty,
which lowered the scopa and sevarity to "D" at 42
CFR 483.25 Quality of Care (F329), 42 CFR
483.60 Pharmacy Services {F428), and 42 CFR
483.75 Adminfstration (F490 and F520) whils the
facllity monitors the effectiveness of systemic
changes and quality assurance activities,

The findings includs:

Review of the facillty’s policy titied, “Using the
Care Plan,” with a revision date of August 2008,
raveslad the cara plan would be used in
developing the resident’s daily care routines and
would be available to staff personnel who had the
rasponsibility lo provide cars or services to the
resident.

Raviaw of the facllity's cantract with the
isboratory, dated 05/15/05, ravealed chert audit
reviews of physician-ordered laboratory testing
waould be canducled on a monthly basis. The
contract did not specify a imeframe for when a
physician's order for standing orders far
laboratory testing would expire. Howaver,
interview on 07/22/14, at 2:00 PM with the
Izboratory’s Comporate Manager revealed all
routine standing {aboratory orders expired 400
days after the inlital recelpt of the order.
According to the Gorperate Manager, the
standing ordera would need to ba updated In the
laboratory's computsr system prior to the
expiration date of the laboératory orders.

Record raview revealed the facllity admitted
Resident #8 on 09/07/12 with diagnoses including
Atrle} Fibriltation.

4. . In clinical meeting Monday through

F282|  Friday all new physiclan orders witl be

roviewed by the Interdisciplinary team
including readmission and ndmission
physician orders: Care plans will be
updated as necessary for any pew
physician orders,

The jnterdisciplinary care plan teamn will
review all care plans at least quarterly on
each resident who has a scheduted care
conference meeting that day. Care plans
wilt be updated and revised as needed
during this mecting. Any discrepancies
noted will be investigated and addressed,
results will be reviewed through the QA
process.

The Quality Assurance Committée
consists of facility and contracted staff.
This Includes Administrator, DON, Unit
Munagers, Swif Development Nurse,
Social Services, Activities Direclor, and
the Distory Ditector, Contracted
membership includes the Medical
Director.

QA Meetings can be held with two or i
fnare team nigmbers in atiendance daily 5 |
days a week and PRN for review of data

to ensure compliance including: any
findings of labs not completed per
physiclan order, any abnormal lab results
found without physician notificatlon, or
critica! lab results,
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toplcs minlmally 5 days a week and PR
for 30 days or additionally as necessacy
until 9/30/2014; then monthiy thereafier

Further review of Rasidant #8' medical recond
revaaled on 04/10/13 tha resident's physiclan

arderad a "PT with INR G (every) week." Review or as needed. The Regione! Clinical

of the May 2014 Physiclan's Orders revealed an Consultant or the Reglonel Director of

order to gbtain a "PT with INR Q (avery) weel," Qperationg for the Management

Confinued review of Physician's Orders dated Company, Preferred Care Partners,

May 2014 revesled staff was to administer 8 Management Group will review,

milligrams of Coumadin (anticeaguiant) to comment, recommend andfor upprove QA

Resident #8 svery night. On 05/05/14, the meetings minutes five lime weekly oras | \ \ W
physician gave & verbal order lo staff ta reduce needed until September 30, 2014, % A

the resident's Coumadin to § miligrams evary
night. On 05/12/14, the physician gave a verbal
order to discontinua the 5 milllgrams of Coumadin
end to administar 6 milligrams of Coumedin avery
nght.

Review of the Comprehensive Plan of Cars,
dated 01/30/14, revealed staff had developed a
plan of care to address Reaident #8's diagnosis
of Atrial Fibriflation and the use of anticoagulants
and had raviewad the plan of care on 05/08/14.
According to the plan of care; the residenl wes at
risk for bleeding relatad to the use of Coumadin
and the interventions inchuded {0 obtain a
"PTANR" as ordered and to notify the physician of
the "PTANR" resulls.

Review of Resident #8's laboratory records
revealed on 0512114, tha rasident's PT was 24.8
seconds {reference range 9.5 (o 11.8 seconds)
and his/her INR level was 2.2 (referanca range
0.9 to 1.1). However, continued review of-
Resident #2's medical record ravaaled staff falled
to ensure tha PT with iINR laboratory tests wers
ohtalned on a weekly basis as ordered by the
physician and in accordance with the plan of care.
Record review revealed the next PT with an INR
for Resident #8 waa not complated untit 07/62/14
(seven weeks after tha previous test) at which
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time the resident's PT was 85.1 seconds (73.5
seconds above reference range) and the INR was
7.0 (5.9 above the reference rangs).

Review of the laboratory report revealed both
levels wera "Critical.” The resident’s physician
was notified of the abnormal lab results. On
07102114, the facility transfarred Resident #8 to
hospital for further assassment and treatment in
accordance with physician's orders.

Revisw of the hospital record for Resident #8
revealed the residant was admitted to the haspital
on 07/02/14, placed on telemetry, and was
diagnosed with "Coumadin Toxdcity."

Interview with Unit Manager #1 an 07/18/14 at
9:05 AM, ravealed staff was to review the plan of
care on a monthly basis to ansure care was
provided in accordanca with the plan of care.
According to the Unit Manager, sha became
aware that a PT and INR had not been obtained
on a weekly basis for Resident #8 when she was
in the process of transcribing the monthly
Physician Orders on 06/30/14. The Unit Manager
stated she had only been in the position as the
Unit Manager “a couple of months” and had not
bean aware that the Unit Manager's
responsibilitias included monitoring laboratory
tests ta ensure the tests were completed as
ordered. The Unit Manager also stated after the
incident with Residant #8, she learned the
company that obtained laboratory tests
discontinued the orders far routine laboratory
tesis 400 days after the tests were initially
orderad and required a new physician's order to
conlinue the laboratory testing. According ta the
Unit Manager, the Initial order for the PT with INR
for Resident #8 had heen ordered by the
physician on 04/10/13 and staff had transcribed

F 282
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the laboratory tests to the resident's Physician's
Orders on a monthly basis; however, according
o the Unit Manager, she learned after the
incident that, even though the laboratory request
had been transcribed to the physician's orders on
a monthly basis, the contracted laboratory service
had discontinued Resident #8's PT and INR
laboratory test 400 days from tha time tha test
had been initially ordered, which would have been
on 05/15/14, threa days after the PT and INR had
been obtained on 05/12/14.

An interview on 07/22/14, at 2:00 PM, conducted
with the laboratory's Corporate Manager,
ravealed the laboratory sent an auditor once a
month to verify the faciiity's laboratory orders.
The Corporate Manager stated tha auditor
updated orders at that time and laft reports of any
identified concerns for the facility to follow up on.
According to the Corporate Manager, ultimately it
was the facility’s responsibility to monitor to
ensure laboratory orders wera updated and the
laboratory process had not changed. Tha
Corporate Manager revaated the auditor had
baen to the facility on 05/12/14, and had updated
the order for Resident #8's PT with INR to be
collected on a weekly basis. However, the
Coarparate Manager stated the auditer had
enterad a start date of 07/01/14, instead of
05/19/14, for the PT and INR, which caused the
laboratory orders to be missed from 05/19/14 until
07/02/14.

interview conducted with the Laboratory Auditor
on 07/22/14, at 3:15 PM, rovealed she had heen
responsible for updating Resident #8's PT with
INR orders in the computer system and had
inadvertenily placed the wrang start date in the
computer. The Laboratory Auditor stated she had
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placed 07/01/14, as the start date for the PT with
INRs and should have put 05/18/14, as the start
date. The Laboratory Auditor stated she reviewed
physician's orders and compared them with the
laboratory orders in the computer system to
ensure laboratory orders wara completed as
orderad by the physician. The Laboratory Auditor
stated she than provided a report ta tha DON of
any discrepancies.

Inierview with the Director of Nursing on 07/18/14
at 1:15 PM revealed Unit Managers were
responsibla for monitoring to ensure residents’
laboratory ordars had been completed as ordered
by the physician and that care had been provided
in accordance with the resident's comprehensive
plan of care. The DON stated she forwarded any
reports left by the Laboratory Auditor to the Unit
Managers to follow through. The DON stated she
made rounds several times throughout the day to
ensura care was being provided as directed in the
plan of care, reviewed the residents' plans of care
at random, and had not identified any problems
related to laboratory tests not conducted as
ordared by the physician.

‘The Administrator acknowledged in interview
conducted on 07/18/14, at 2'3C PM that she
became aware that staff had failed to ensure the
PT and INR laboratory tests had not been
conducled as ordered by the physiclan. The
Administrator stated the factlity had not taken any
action after the incident to ensure care was
provided as planned in each residant's plan of
care and in accordance with physician's orders.

**The facility provided an acceptable Allagation of
Compliance (AQC) on 07/24/14. Ths facility
implemented the following actions to remove the
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-Resident #8 had a physician's order for & routine

'| PT with 1NR to be drawn every week. Resident

#8 had a PT with INR drawn on 5/12/14. On
08/12/14, the lab notad that the PT with INR for
Resident #8 was going 1o expire on 07/31/14 so
she want in to renew the lab in the Medlab
System. She mistakenly changed the start date
to 07/3114 through 07/31/14, which deleted the
order out of the system uniil that dale; therefore,
thera would be na PT with INR order in the
system for Resident #8 from 05/12/14 until
07/01/14. The Unit Manager discovered that a
PT with 1NR was not being drawn during
changeaver on 6/30/14. The physiclan was
notified by the Unit Manager and a clarification
order was obtained On 06/30/14 to obtained a PT
with INR weekly. The Unit Manager put the PT
with INR in the Medlab computer system ta be
drawn on the next lab day, which was 7/1/14.
The PT with INR was drawn on Residant #8 on
7/2/14. The PT was 85.1 seconds and the INR
was 7.0. The physician was notified by the LPN
and new orders wera received to transfer
Resident #8 to the hospital for direct admission.
Residant #8 was admitied {o the hospital from
07/02/14 to 07/04/14.

-All rasidents who were to hava routine labs
orderad by the physician are at risk. The
Regional Nurse Consultant provided an in-service
for the DON and Staff Development Nurse on the
lab policy on 07/19/14, prior to providing an
in-service to Licensed Nursing Staff and Unit
Managers. All of the nurses, as well as the Unit
Managers, will be in-serviced by the DON, Staff
Developmant Nurse or designee on tha new
laboratary palicy and protocol. New prolocol has
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been develcped to ansura that labaratory tests
are drawn as ordered by the physician and that
tha results are raceived in a imely mannar,

~The Administrator drafted a letter to the manager
of the iaboratory on 07/22/14, stating that the
minimum expectation is that for any changes in
renewing a lab order or any other changes to.the
laboratory system thay must notify the
Administrator and DON as well as provide
education on those changss. Also stated in the
lettar from 07/22/14 is the expectation that no
laboratory auditor will renew any labs at all, the
facility will be responsible for that. The laboratory
was also expected during their monthly audits to
provide the Administrator and DON with a list of
namaes for thase arders expiring in the upcoming
month so that they could renew the lab orders in
the laboratory system timety.

-A lab policy and protocol was davelopad by the
Quality Assurance team on 07/19/14 to be used
for all laboratory tests. This new policy and
protacol includes the steps to take starting from
racalving a laboratory order all the way to getting
the results and monitoring for timalinass.

-The Reglonal Nurse Consuttant in-serviced the
DON and the Staff Developmant Nurse on the lab
policy and prolocol on 07/19/14, befare they
in-serviced the licensed nursing staff.

-All licensed nursing staff as wel! as the unit
managers will be educated on the new lab policy
and protocal by 7/20/14, by the DON, Staff
Development Nurse or designee. All new nursing
hires will be educated on the lab policy and
protocol during orientation. No licensed nursing
staff will be permitted to work prior to receiving
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this education. Six (6) licensed nursing staff had
not received the in-service because of vacation
and sick leave, however, the facility will provide
in-service to the six employees before they returmn
to work.

-Administrative Nursing Staff completed a 100
percent audit of all labs on 07/22/14 to ensure
labs were drawn per physicians order; any issues
identified were addressed and taken through QA
Based on the information provided, Quality
Assurance follow-up included completion of
documentation, Physlcian arder clarification, and
putting lab results on tha chart.

~The Unit Managers will have a laboratory
calendar, which has all routine lzboratory tests
scheduled to be drawn for the rest of the year an
it. They will compare the !aboratory calendar lo
the laboratory tests in the laboralory book prior to
the moming mestings Monday through Friday to
ansure that they match and to ensure that they
are drawn timely as ordered and results are
recelved as well as family and physician
notification as needed. The Administrator and/or
DON or designee will monitor use of the
laboratory book five {(5) days a week, Menday
through Friday, in the morning meeting to ensure
that laboratory tests have been drawn as ordered
&nd results have been returned to the facility and
have been addressed. Routine laboratory tests
are performed Monday through Thursday.

-Tha Nurse on the rotating call schedule was
in-serviced an the weekend lab-monitoring log on
07/22/14 by the Administrator. The Weekend
Nurse on Call will call the facility on Saturday and
Sunday at 9 AM, 5 PM, and 9 PM to sea if any
“stat” laboratory tests were ordered on the

F 282
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weaekend. If "stat” labaratory tests have been
ordered they will verbally verify that the results
have been received and the physician and the
family have been notified and if any new orders
have been recelved. They will write this down on
the weekend lab monitoring log beginning this
upcoming weekend.

-All staff has been in-serviced on abuss, the
definition of abuse, and reporting abuse.
Education will be conducted by DON, Staff
Development Nurse or designee with a
completion date of 07/20/14. No agency Is used
at the facility. All new hires will be educated
during general arientation by the Staff
Development Nurse.

-All staff will be in-serviced on Resident Rights.
Education will be conducted by DON, Staff
Development Nurse or designes with a
completion date of 07/20/14. No agency staff are
used the facifity. All new hires will be educated
during general orientation by the Staff
Development Nursa.

-The Quality Assurance Committee consists of
facility and contracted staff. This includes
Administrator, DON, Unit Managers, Staff
Development Nurse, Social Services, Activities
Directar, and the Dietary Director. Contracted
membership includes the Medical Director.

-The Quality Assurance Committee members
reviewed the aducation material on 07/19/14.
The education materials created were raviewed
by Quality Assurance and have been taught to
staff by the DON and Staff Development Nurse,
who wara in-serviced by the Regional Nurse
Consultant before they in-serviced the Licensed
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Nursing Staff. Records of tha in-gervice inciude
signalures of attendance, signature of in-services
received, and copy of tasting for efficacy of the
fraining. Staff in-service education was provided
on 07/19/14 and completed on 07/20/14, Staff
retained copies of all in-service materials for their
use.

-Members of the Quality Assuranca Committes
developed a policy on 07/19/14 to validate that
Laboratory tests were cbtained as ordered by the
physician and rasults were received and followed
up on timely per policy protocol. This was
imptamented 07/19/14 and is ongoing. The Unit
Managers will compare the |laboratory calendar to
the laboratory tests listed on the
laboratory-tracking sheet beforea moming
meetings to verify they match. The Uinit Manager
will then follow up prier 1o the morning meeting to
ansurs that laboratory tests ware drawn as listed,
results have been received, and they have been
followad up on timely. During the moming
meetings, Monday through Friday, tha
Administrator, DON, or designea will check the
Laboratory book as waell as the laboratory
calendar ta ensurs that laboratory tests have
been drawn as physician ordered and results
have been received. Any issues identified will be
cormected immediately. This praciice becams
effective 07/19/14. If any weekend "stat"
laboratory tests ordered, the Nurse on Call will
call the Administrater or DON and will audit any
laboratory tests ordered and received.

-Quality Assurance Meetings will ba hald with two
{2} or more team members in attendance daily,
five (5) days a week and PRN for review of data
to ensure complianca including: any findings of

laboratory tests not completed per physician

F 282
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order, any abnormal lab resulls found without
physician notification, or any critical lab rasults,

-Quality Assurance Committee members will
review data {any findings of laboratory tests not
completed per physician order, any abnormal lab
rasults found without physician natification, or any
critical lab resuts) minimatly fiva (5) days a week
and PRN for thirty (30) days or additionally as
necessary until 08/15/14; then ana (1) time
weekly until 09/12/14 or as needed; then monthly
thareafter or as needed sooner.

-Regional Nurse Consullant or the Regional
Direct of Operations will review, comment,
recommend, and/or approve Quality Assurance
meetings as per the monitoring protacol.

-The Phamacy Gonsultant reviewed Resident
#8's madical racord on 05/19/14 and con 06/26/14.
The pharmacist noted an the 06/26/14 review in
Omniview ({the pharmacy's computerizad systam)
that Resident #8 hadm't been having their PT with
INR drawn waekly per physician's orders,
However, the neithar Administrator nor DON was
made aware of this issue by the Pharmacy
Consultant and neither the Administrator nor DON
had access to Omniview. During the audit, the
phammacist failed to review all Coumadin or ather
blood thinning laboratory tests, which placed all
residsnts with this type of medication at rigk.

-The DON spoke with the curent Pharmacy
Consuitant on 07/18/14, who had conducted the
pharmacy review for Resident #8 in May and
June 2014, and the Pharmacy Consultant stated
that he was resigning and someone else would
be doing the pharmacy consulting for the facility
starting In August.
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-The Administrator drafied a laiter to the General
Manager of the pharmacy on 07/23/14, stating
that during the pharmacist's monthly review, the
minimum expectation is that ali residents with an
order for Coumadin must be reviewed every
month. The letter also stated that the Pharmacy
Consuftant must exit with the Administrator and/or
DON, go over the consultant reparts, and leave a
hard copy of his consultant report.

-On 07/211 4, tha Administrator called and spoke
with the General Manager of the pharmacy and
explained to him that the pharmacy consultant
must exit with the Administrator and/or DON and
go over thair consultant reports when reports are
ready and pravide the facility with a hard copy of
the consuitant reports.

-The Administrator and/ or DON will educate the
Pharmacy Consultant bafore their next regular
raview 10 ensura they assess the following areas:
monitoring labs far critical levels, drug-to-drug
interactions, and recommended drug alternatives.
The education will also include that the Pharmacy
Consultant must exit with the Administralor and/or
DON upon completion of their review to go aver
the consultant reports and provide the facility with
a hard copy of tha consultant reports. The
Phamacy Consultant will be required to sign
verification of education.

-The Administrator and DON now have access to
tha pharmacy computar systam effective
07/23/14, so they can go in and logk at the
consuitant reports as well as any notes that had
been made. The Administrator and DON will
review the reports in the phammacy computer
system when they bacome available after the
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Pharmacy Consultant has completed his exit.
The Administrator and DON will check the
computer system daily after the pharmacy
consultant has exited to sea if the reports are on
the computer. When the raports are available on
the computer the Administrator and DON will
compare the computer to the hard copy
pharmacy reports to ansure that they match. Any
issues found will be addressed thraugh quality
assuranca and taken to quality assurance
meetings for follow-up.

~The Administrator and DON will review the
Pharmacy Consultant's report monthly to sea
what recommendations have been made, and to
identify any issues found. Any issues found will
be addressed through quality assurance and
taken to quality assurance meetings for fallow-up.

-If any weekend stat labs ame ordarad, the Nurse
on Call will call the Administrator or DON and will
document any {abs on the audit tool for the
weekend lab tests ordered and received.

-Resident #8 has a care plan for anticoaguiants,
which stated to obtain a PT/INR as ordered, at
least monthly. However, the PT with INR
labaratory tests for Resident #8 were not drawn
weekly as orderad by the physician or as care
planned from 05/12/14 to 07/0214.

-Based on the fact that the Care Plan was not
followed for anticoagulant therapy the root cause
has been determined fo be lack of use of tha care
plan as 2 communication tool 1o licensed nursing
staff,

-Licensed Nursing staff will be In-serviced on the

comprehensive care plan use in directing resident
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care by 7/21114. In-services will be conducted by
the Staff Development Nurse, DON or dasignee.
In-services will include documentation required
for the usa of interventions on the care plans. All
new hires will be educated during general
orientation by the Staff Development Nurse. Six
(6) licensed staff members have not been
In-serviced due to vacation, or sick [eave and they
will be educated before they are allowed to return
to work.

-One hundred percent (100%) of all
anti-coagulant care plans were reviewed and/or
updated by the Regional Nurse Consultant as
necessary on 07/20/14,

-One hundred percent (100%) of the care plans
have bean reviewed and/or updated for fabs on
07/21/14 by members of the care planning team
including the DON, MDS, Unit managers, Diatary
Manager, Social Services.

-The Administrator did not have sufficient lab
protocols in place to assure that Resident #8 had
raceived labs per physician orders.

-The Regional Director of Operations or the
Clinical Nurse Consultant will be in the bullding
daily until the facility has abated the immediate
jeopardy to provide facility oversight. After the
facility has abated the immediate jeopardy, they
will ba in the facility to provide management
oversight throughout the survey process at least
weekly.

The surveyors validated the Immediate
Jeopardy was removed as foliows:

-Review of the laboratory reports for Resident #8

F 282
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revealed a PT with INR dated 07/02/14 with the
results being 85.1 for the PT and the INR results
being 7.0.

-Reviaw of the Nurse's Notes for Resident #8
dated 07/02/14, at 5:41 PM, revealed Residant
#8's physician was natified regarding the resulis
of tha resident's PT with INR, and the resident
was sant to the hospital.

-Interview conducted with Registerad Nurse (RN}
#2 on 07/18/14 at 9:05 AM, revealed Resident #8
had not received his/her PT with INRs weekly as
was ordered by the physician in the May 2014
physician orders. The RN stated on 06/30/14 she
notified Resident #8's physician that the resident
had not received a PT with INR laboratary test as
orderad and recelved an order to obtain weekly
PT with INR. A PT with INR was complated on
07/02/14, the resident's physician was nofified of
the resulis, and the rasident was senttoa
hospital.

-Interview with the laboratory Corporate Manager
on 07/22/14, at 2,00 PM, revealed during her
monthly review of laboratory orders, the
Laboratory Auditor had updaled Resident #8's PT
with INR ordar in the caomputer, which was set to
expira on 07/31/14, and had inadveriently set the
naw stari date for 07/01/14, instead of 05/19/14.

-Review of the Laboratory Policy and Protocol
developed by the facility on 07/19/14, revealed a
posttest had been completed by all facitity nurses.

-Raview of an In-service roster dated 07/19/14,
revealed the DON and Staff Development Nurse
{SDN) attended an in-service by the Regional
Nurse Consultant on the lab policy, neglect,
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rasident rights, and care plans.

-Interview conducted with the DON and the SDN
on 07/25/14, at 440 PM, revealed they had
attended an in-service on 07/1914, by the
Regional Corporate Nurse on tha lab policy and
protocal, abuse, resident rights, and care plans.
The DON and SDN stated they had then provided
the in-service to the nureing staff.

-interview conducted on 07/25/14, at 4:15 PM,
with the Regional Nurse Consuitant ravealed she
had been respansible for providing an in-service
to both the DON and tha SDN on 07/19/14,
related to tha lab policy and protocol, abuse,
resident rights, and care plans prior to them
providing an in-service to the nursing staff.

-Raview of the in-sarvica roster revealed 43
facility nurses attended the in-service provided by
the DON and SDN on the lab policy and protoco!
and care plans.

-Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2;38 PM, Licansed Practical
Nursa (LPN) #3 at 2:45 PM, LPN #5 at 2:56 PM,
LPN #6 at 2:02 PM, State Registered Nurse Aide
(SRNA) #8 at 2:24 PM, SRNA #10 at 2:00 PM,
SRNA#14 at 2:11 PM, SRNA #15 at 2:15 PM,
and SRNA#16 at 2:28 PM all revealed they had
attended an in-service on abuse, and resident
rights.

“Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #2 at 2:38 PM, Licensed Practical
Nurse (LPN) #3 at 2:46 PM, LPN #5 at 2:56 PM,
and LPN #6 at 2:02 PM ravealed they had
attended an in-sarvice related to the lab policy
and protocol regarding how to put a laboratory

FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
c
185221 B.WING 0712512014
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIP CODE
SALYERSVILLE NURSING AND REHABILITATION CENTER 571 PARKWAY DRIVE
SALYERSVILLE, KY 41455
(x4)ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x4}
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E GOMPLETICN
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 282 | Continued From page 26 F 282

FORM CM5-2567(02-98) Pravious Versions Chsclele

Event ID- COFVY

Fatifty D 100318 if continuation sheet Page 27 of 137




i e Wy R
PRINTED:; 08/25R014
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DERICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDNG COMPLETED
c
185221 B. WING 07/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SALYERSVILLE RURSING AND REHABILITATION CENTER 571 PARKWAY DRIVE
SALYERSVILLE, KY 41485
4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION oy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX [EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 282 | Continued From page 27 F 282

ordear into the computar, the tracking process,
and documentation required.

to renaw any laboratory orders that were near
expiration, and that the facility would do al}
ranewals. The laboratory was required to

about to expire,

revealed the Administrator had notified the

updates, and that the facility axpected the

orders were nearing expiration.

orcers had been completed as ordered by the
physician ravealed all had been completed.

reports had bean placed on the resident's

-Review of the letter sent to tha faboratory dated
07/22/14, revealed the laboratory sarvice was not

immediately notify the Administrator and the DON
of any changes or any laboratory orders that were

-Interview conducted with the Administrator on
07/25M4, at 4:30 PM, and the DON at 4:40 PM,

laboratory's Ganeral Manager by phone and then
by letter and had instructed them that they were
to na longer update any laboratory orders in the
computer, that the facility would do all Jaboratory

Laboratory Auditor to give the Administrator and
the DON a list of all residents whose laboratory

-Review of an audit completed by the DON, RN
#2, RN #8, RN #8, and RN #10 on 07/22114, of all
residents' laboratory orders to ensure laboratory

-Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #8 at 2:30 PM, RN #9 at 2:38 PM,
Licensed Practical Nurse {LPN) #3 at 2:48 PM,
LPN#5 at 2:56 PM, LPN #6 at 2:02 PM, and the
DON at 4:40 PM, revealed they had all assisted in
completing an audit on 07/22/14, of all residents'
labaratory orders to ensure the orders had been
completed as ordered by the physician and the
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medical record and the results reported o the
physician as necessary.

-Review of the laboratory calendars for each
nursing station revealed all Unit Managers had
decumanted all laboratory orders and the date
the laboratory test was due for the residents on
their unit.

~Observations of the laboratory calendars were
conducted an 07/25/14, on the Blus Wing at 2:40
PM, Peach Wing at 2:45 PM, and the Green
Wing at 2:50 PM.

-Intarviews conducted on 07/25/14, with RN #2 at
4:43 PM, and RN #9 at 2.38 PM, revealed they
used the calendars to monitor laboratory orders
ta ensure the |aboratary fest were completed.
The RNs also revealed they wers required to
check iaboratary orders daily prior (o attending
the moming Quality Assurance mesting and were
required to report any concems with laboratory
orders not being complated.

-Interview conducted with the Administrator on
07/25/14, at 4:30 PM, and the DON at 4.40 PM,
revealed they reviewed the laboratory calendars
gvery moming In the Quality Assurance morming
rmeating to ensure laboratory orders had bean
completed as ordered by the physician,

-Review of the Nurse on Call schedule revealed a
nurse was schaduled every weekend 1o taka
Administrative call.

-Review of an in-service by the Administrator
dated 07/22/14, and attended by the DON, RN
#2, and RN #8 revaaled the weekend On-Call
Nursa was required to call the facliity on Saturday

F 282
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and Sunday at 9,00 AM, 1.00 PM, 5:00 PM, and
9:00 PM, to ensure any "stal" [aboratory orders
had baen conducted. If any wers ordered, the
RN was then required to verbally verify if the
rasults had been received by the facility. The
weekend Nurse on Call was required to
document the information on the weekend log
beginning 07/26/14.

-Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, and the DON at 4:40
PM, all ravaaled they had attended an in-service
by the Administrator on 07/22/14. The interviews
revealed they were required to call the facility
when on call on Saturday and Sunday at 9:00
AM, 1:00 PM, 5.00 PM, and 9:00 PM, to ensure
any stat laboratory orders had been ordered, and
the results returned. The interview revealed they
were also required to document the information
on a weekend lab-monitoring tool as part of the
Quaelity Assurance program, which began on
07/26M4,

-Interview conducted with the Administrator on
07/25/14, at 4:30 PM, revealed she had
conducted an in-service for nurses who would be
taking administrative call on weskends an
G7/22/114. The Administrator stated the on-call
nurses were required to call the facility at 9:00
AM, 1:00 PM, 5:00 PM, and 9:00 PM to ensure all
stat laboratory orders had been completed and
the results were on the resident's medical record.
The Administrator stated the procass would begin
on Saturday, 07/26/14. The Administrator stated
she would be reviewing the audits every Monday
in the morning meeting, which was a par of the
Quality Assurance program,

-An in-service roster dated 07/20/14, regarding
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Abuse and Resident Rights with a posttest,
ravealed all employsees had attended the
in-service.

-Review of a new hire in-service syllabus was
reviawed and the |aboratory policy in-service was
added to the new hire arientation,

-Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2.38 PM, Licensed Practical
Nurse (LPN) #3 at 2:46 PM, LPN #5 at 2:56 PM,
LPN #6 at 2:02 PM, State Registerad Nurse Aida
(SRNA) #8 at 2:24 PM, SRNA #10 at 2:00 PM,
SRNA#14 at 2:11 PM, SRNA #15 at 2:15 PM,
and SRNA #16 at 2:28 PM revealed they had
attended an in-service on abuse and resident
rights and had alsa complsted a posttest.

-Interview conducted with the SDN on 07/24/14,
at 12:55 PM, revealed she had provided
in-sarvica for staff on the 1ab policy and protocaol,
abuse, resident rights, and the required usage of
the care plans.

-Raview of a list of Quality Assurance Team
Commititea membars was conducted.

-Raview of an audit completad by the DON, RN
#2, RN#8, RN #8, and RN #10 on 07/22/14,
ravealed the facility had reviewed all residents’
laboratory orders to ensura laboratory orders had
been completed as ordered by the ghysician.

-Intarviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #8 at 2:30 PM, RN #9 at 2:38 PM,
DON at 4:40 PM, and tha Administrator at 4:30
PM, revealed they wera all part of tha Quality
Assurance Committee and attended meatings
daily Monday through Friday during the maorning

F 282
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meeting which was part of the Quality Assurance
program. The staff ravealed they developed and
reviewed aducation in-services and palicies for
the lab palicy and protocol, cara plans, and the
abuse and resident rights in-service, as well as
the audit tocls that will be used. The staff stated
they would also he raviewing the audit tools.

-Review of Quality Assurance morning meeting
minutes dated 07/19/14, 07720114, 07/21/14,
07/22M14, 07/2314, G7124/14, and 07/25M14,
which had all bean reviewad and signed by the
Regional Nurse Cansultant or the Regional
Diractor of Oparations, was conducted.

-Interviews conducied on 07/25/14, at 445 PM,
with the Regional Cerporale Nurse Consultant
and tha Regiona) Director of Operations, revealed
they had raviewed and signed all daily Quality
Assurance minutes heginning on 07/19/14
through 07/25/14, The Regional Corporate Nurse
Consultant stated she had been in the facility
every day since immediate jeopardy had been
identified.

-Review of Resident #8's Comprehansive Plan of
Care regarding anticoagutant therapy revesled
the resident had a care plan intervention to obtain
a PT with INR as ordered by the physician.

-Review of Care Plan Protocol staff were
Infarmed where care plans were located at each
nursing station, and staff were required to follow
the plans of cara for gach resident, and directed
that care plans would be updated with any
change in condition that would impact a resident's
care.

-Review of an in-servica roster dated 07/21/14,

F 282
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ragarding the Care Plan Protocol attended by
licensed nursing staff revealad the nurses were
provided education on the Care Plan Protocol as
well as required to take a postiest.

-Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, Licensed Practical
Nurse (LPN) #3 at 2:46 PM, LPN #5 at 2:56 PM,
and LPN #6 at 2.02 PM, verified they had
attended an in-service regarding the required use
of the care plan, and had completad a posttest.

-Review of an audit completed by the Reglonal
Corpaorate Nurse on 07/20/14, revealed all care
plans for residents who were on anficoaguiant
therapy had been reviewed.

-Interview conducted with the Regional Corporate
Nurse Consultant on 07/25/14, at 4:45 PM,
revealed she had conducted an audit on 07/20/14
of all care plans for residents who were on
anticoagulant therapy, to ensure their plans of
care were being followed as directed.

-Review of an audit complated by the DON, Unit
Managers, Minimum Data Set {(MDS}
Coordinator, and Social Services revealed 100
percent of the resident care plans were audited to
ensure laboratory orders were documented on
the care plans.

-Interviews conducled on 07/25/14, with RN #2 at
4:43 PM, RN #8 at 2:30 PM, RN #9 at 2:38 PM,
and the DON at 4:40 PM, all revealed they had
assisted in the audit of all residents’ care plans to
ensure care was balng provided as directed in tha
care plans.

-Review of a latter sent to the facility's phammacy

F2a2
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regarding the Pharmacist not identifying and

reviswed. The letter revealed the future

Phammacist would raview all residants on an

exit with the DON and the Administratar going
them and to leave a hard copy of the findings.
at 4:40 PM, revealed she had spoken with the
Consultant Pharmacist on 07/18/14, and was

informed he would no longer be doing the

pharmacy reviews for the facility and a new

facility's pharmacy reviews.

regular review ravealed the Consuitant
Pharmacist would be required to monitor
laboratory tests for criticat levals, drug-to-drug

with the Administrator and DON and must be
reviewed during the exit conferanca.

-Observation on 07/25/14, at 3:50 PM, of the
Administrator accessing the Consultant

raports was conducted.

bringing it to the facility's attention that Resident
#8, who was on Coumadin therapy, had not been
having the physician-ordered PT with INRs was

expectation of the facilily was that the Consultant
anticoagulant as well as any other medication that
required laboratory levels to be drawn. The letter

also revealed the Pharmacist was axpscted to

forward and review any consultant reports with

-Interview conductad with the DON on 07/25/14,

Consultant Pharmacist would be completing the

-Review of an education syllabus to be taught to
the new Consultant Pharmacist before their next

interactions, and recommended drug alternatives.
In addition, the Consultant Pharmacist wauld be
required to exit with the Administrator and or the
DON upon completion of the pharmacy review
and to leave a hard copy of the consultant reporis

Pharmacist computer system with access to the

F 282
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~Interview conductad with the Administrator on
07/25/14, at 4:30 PM, revealed she had
contected the General Manager of the pharmacy
regarding the conecarn that Consultant Pharmacist
had not idantified and notified the Administrator
nor the DON regarding tha PT with INRs nat
being done as orderad for Residant #8. The
Administrator stated she then sent the
information In & latter to the pharmacy. The
Administratar stated the General Maneger was
Informed the new Consuitant Pharmacist would
have to attend an in-servica by either her or the
DON when coming to the facility on thelr next
scheduled visit. The Adminigbatur stated she
altended alt Quality Assurance Commiltes
maatings and would ba raviewing all data
obtalned from all the audits.

-Interviews conducied with tha Reglonal
Corporats Nurse Consultant and the Reglonal
Diractor of Oparations, on 07/25/44, at 4:45 PM,
reveslad sither one or both of them had provided
aversight to the (acility and would continue to do
so until the Jeopardy waa abated, and then would
provide overaight on a weekly basis, Tha
interview also revealed they would continue to
review all Quality Assurance minutes,

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the residant
environment remaine as fres of accident hazards
B3 i3 pousible; and each residaent receives
adequate supsnvision and assistance devices to
prevent accldents,

F 282

F 323

F323 483.25¢(h)FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

§.Resident # 12 was placed ina

biluteral feg rests an 7/ 2472014 by the
Occupational therapisc,

wheelchair with anti-rollback devices and
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F323 F 2. DON, Unit Manager, Dietary
Continued From page 35 F323 Supervitor, and Soclal Sorvices
completed an audit of one hundred
. pereent of all assistive devices that wers
This REQUIREMENT s not met as evidenced lsted on the resident’s physicians orders
by: and the eare plan on 8/772014,
Based on observalion, Intervlew, record raview, Communication forms were fitled out and
and review of the facility's Incidents and given to malntenance and/er therapy as
Accidents pallay, it was determined the facility needed end updates were made ag
failed to ensure one (1) of thity-four {34) sampled necessary,
residents (Resident #12) recelved adequate .
assistive devicas to pravent accidents, A review 3. In clinicai meeting Monday through
of Resident #12'a care plan revealad the Friday all new physic[{m orders will be
resident's wheelchalr required anti-roliback reviewcd by the Tnterdisciplinary team.
devices and bilataral lag rests bacause the A“’f ncw‘physmm_n arders fo‘r on assigtive
residant was at gk for injury from faling. device will ll’cc:;"nﬂ 1o ensure that they
Observations of Resident #12 sitting in hister have been placed appropriately.
whaollchalr on 07/21114, oszlw. and 07/23/14 The Adminisirgtor In serviced the
revealed there wers no antl-roilback devices or interdisciplinary team on 8/14/2014 that
leg rests atached io the wheelchalr. during the interdisciplinary careplun
mecting that is donc on each tesidentat
The findinge Include: least quarterly they will check the
) ) o revidents nssistlve devices and verity that
Review of the facility's "Incidents and Accldents they match the residents physicians orders
Policy,” with a revision date of 10/16/12, revealed and the residents care plen., any
the policy did not address the prevantion of discrepancies will be addressed and taken
accidents, Interview with the Administrator on through the QA process.
07/24/14 at 1:30 PM, revealed the facility did not .
have a policy related to assistive devices. Beginning the week of 8/11/2014 the
DON and/or unit menagers wilt audit 10%
Record review revealed the facilly admitted of residents with physician’s orders for
Resident #12 on 09/25/43 with disgnoses el PR L L
including General Muscie Weakness, m?:; ‘ht: DEEM&-"EH e_:w:!l Ll la,‘f’ Ly
residents with assistive devices monthly
Hnygir;enslt;té Dl:!bat;s Mellitus, History of Falis, for three months or ongoing until this
and Lack of Coordination. issue i3 resolved.
Review of a Quarterly Minimum Data Sat (MDS) 4,Quality Assurance Team consisting of
assessment dated 06/17/14, revealed the facility at Teast Administrator, DON, unit
assessad Resident #12 o heve a Brief Interview mansgers to meet monthly to review audit | % '&\g\l‘{
for Mendal Status (BIMS) score of 6, which findings and revise plan as needed this
Indicated the resident had severely impalred plan will be ongoing unti) this ivsue is
FORM CMS-2687(02-09) Provious Versions Obiolets Event I0;COFV1S Fecmyy Tesolved.
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cognition.

Raview of the Comprehensive Plan of Care with a
ravision date of 06/24/14, ravealed the facility
developed a care plan intervention for
anti-rollback devices {davice to prevent the
wheelchair from ralling back when the resident
attempts to stand) and bilaleral lag rests
(attachment placed on the wheelchair to allow the
resident's legs {o rest on and aid in mability) to be
on Residant #12's wheeichair to prevent falls.

Observations of Resident #12 on 07/21/14 at 450
PM, on 07/22/14 at 11:28 AM, and on 07/23/14 at
9:36 AM revezled the resident was sitting ina
wheaelchair in the dining room. The rasidant's
wheslchair revealed staff failsd to ensure the
anti-roliback davices and bilateral leg rests wers
in place on the wheselchair.

Interview conductad with State Registered Nurse
Aide {SRNA) #10 on 07/23/14 at 10:16 AM
revealed she was responsible for the care of
Resident #12 on 07/23/14, Further interview
revealed she was to raview the resident's care
plan daily. However, the SRNA slatad she was
unaware what “anti-rollback to the whesichair"
meant, or if Resident #12's wheelchair had
anti-rollbacks or leg rests.

Interview conducted with SRNA #11 on 07/23/14
at 10:19 AM reveaied she was also responsible
for the care of Resident #12 on 07/23/14. She
stated sha was required lo review the carae plan of
the residents that she provided care for each day,
as the care plan would include information about
the resident's care needs. However, SRNA#11
also stated she was unaware if Resident #12 had
anti-rolibacks and leg rests to the resident’s
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whealchair.

Registered Nurse (RN) #1 acknowledged in an
interview conducted on 07/23/14 at 10:27 AM that
Resident #12 did not have anfi-rollbacks or leg
rasts on tha resident's wheelchair. The RN
stated therapy staff was responsible for placing
attachments onto wheelchairs.

Interview conducted with the Physical Therapist
(PT) on 07/23/14, at 1:31 PM, revealed the
Therapy Depariment was responsible for placing
attachments on wheelchairs. The PT stated she
was unsure why the attachments wera not on
Resident #12's wheelchair or if the attachreants
had aver been placed on the wheelchair. The PT
stated nursing stalf monitored the care of
rasidents to ensure care was provided.

Further inlarview with RN #1 on 07/23/14 at 2:22
PM ravaaled she was the Unit Manager for the
Green Wing and Resident #12 resided on her
unit. RN #1 stated she made rounds frequently
throughout the unit to monitor to ensure resldents
were being provided the care they required.
However, the RN statad she had not identified
that the anti-rollbacks or the bilateral leg rests
wara not on the resident's wheelchair.

Interview with the Director of Nursing (DON) on
07725114 at 1:17 PM revealed the facility
monitored residents to ensure they were provided
with adequate suparvision to pravent accidents
when they conducted resident care rounds
randornly throughout the facility. The DON stated
Therapy staff was required to place attachments
on wheelchairs, but nursing staff was responsible
to ensure the attachments were in place or to
notify the Therapy Depariment to place them on
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unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (indluding
duplicate therapy); or for excassive duration; or
without adequate monttoring; or without adequats
indications for s use; or in the presence of
adverse consequences which indicata the dose
should be reduced or discontinued; or any
combinations of the reasons sbove.

Based on a comprehansive sssessmantof a
resident, the facllity must ensure that residents
whe hava not used antipsychotlc drugs ame not
glven these drugs unless antipsychotic drug
therapy is necessary to traat a gpedific condttion
@5 diagnosed and documentad in the dlinical
record; and residents who use antipsychotic
drugs receive gradual dose raductions, and
behavioral Interventions, unless clinically
confraindicated, In an effort to discontinua these
drugs,

This REQUIREMENT s not ma! as avidenced
by:

Based on observation, Interview, racard reviaw,
raview of the facility's policies entitled *Lab and
Diagnostic Test Results-Clinical Protacot® end
"Medication Adminlstration," and & review of tha
facllity's contract for Laboratory Services, it was
determined tha facllity fallad to ensure nursing
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1, Resident #8 hiad a physician's order for
routine PT with INR cvery week. !
Resident #3 had a PT with INR drawn on |
5{12/2014. On May 12,2014 the Iab
audltor wos doing her review and saw that |
the PT with INR for Resident ¥ B.was |
going to expire on July 31, 2014 so she
went i to renew the lab in the Medlob
system. She mistakenly changed the start |
date o July 1, 2014 through July 31, 2014
which deleted out of the system until thot
date thersfore there would be no PT with
INR order in the system for resident § §
ftom May 12, 2014 untif July 1, 2014.

The unit manager discovered thata PT
with [NR wasn't being drawn during
changeover on 6/30/2014. The physician
was notified by the unit manager snd a
clarification order was obtained t geta

PT with INR weekly on 630/2014. The
unit maneger put the PT with INR in the
Medlab computer systam to be drawn on
the next lab day which was 7/1/2014. The
I'T with INR was drawn an Resident ¥8

on 7/22014, The PT was 85.1 und the |
INR. was 7.0, The physicinn wus notlfied -
by the LPN und new orders were received
to transfer the Resident #8 1o the hospital |
for direct admission. Resident# 8 was |
admitted 1o the hospltel from 7/2/2014 10 |

7412014,
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staff effectively monitored medications and
labaratory results for one (1) of thirty-four (34)
sampled residents (Resident #8). Review of
physiclan's orders for May 2014 revealed the
physician had prescribed 8 milligrams {mg) of
Coumadin (anticoagutant) {o be administered to
Residant #8 at night, and for a Prothrombln Time
{PT) with an Intemational Normalized Ratlp (INR)
(lsboratory {eals fo chack bleeding tims) to be
completed weekly.

A review of Rasident #&'s medical record
ravealed tha facllity administered Coumadin on a
dally basis at night and a PT and INR waa
obtsined on 05/05/14 and on 05/12/14. The
PT/INR that was obtalned on 05/12/14 revealed
the resident's PT was 24.6 seconds (raference
range €.5 to 11.6 seconds), and tha rasident's
INR was 2.2 (refarencs range 0.9 to 1.1).
Documentation revealzd faclity ateff continyed to
administer § mg of Coumadin to Residant #8 et
night; however, staff falled to ensure the PT and
INR was collected on a weekly basia as ordered
by the realdent's physiclan, Review of the
rasident’s medical record revealed a PT and INR
was not obtalned for Resident #8 again until
07/02114 {seven weeks afier the previous tast on
05/12114) al which time the resldant’s PT was
85.1 saconds {73.5 seconds above reference
range), the INR was 7.0 seconds (5.9 above the
reference range), and was identified by the
laboretory to be at a “Critical” level. Reviaw of the
Nurse's Notas datad 07/02/14, revealed Resident
#8's physician was notified of the abnormal [ab
results and the resldent was transported and
admitted to a hospital whera ha/she was placed
on telemetry (heart monitoring) and diagnosed
with "Coumadin Toxicity.”

£ 320 2. Administrative Nursing Staff

compleied & 100 peresnt audit of ait labs
on 71222014 ta cnsure that labs were
drawn per physicians order; any issues
identified were addressed and fuken
through QA. Based on the information
provided to me in QA lollow-up included
completion of S-Bars and physician prder .
zLadﬁctu'on and putting lab resuits on the
art

The facility will have one pharmncy
consultant who will come 10 the facility
each month to conduct 8 pharmacy review
on [00% of the residents in the fuaitity

Tha Director of Nursing will review the
phrmacy recommendations monthly,

Any recommenidation that needs

physician approval will be sent 1o the
physician. The unit msnagers will receive
the recommendations afier the physician |
reviews them and will write onders or
follow up on es needed. The Director of
Nursing will ensure that all pharmacy

recommendations ase follawed up on and
addressed. These results will ba taken
through the Quality Assurance process,

3. A tob policy and protoco] was !
developod by the Quatity Assurance team
on..luly 19, 2014 10 be used for all labs,
This new policy and protocol fchudes the
sleps 10 ke starting from rectiving a lab
ordcf aH the way to getting the resulis and
monitoring for timeliness.
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The facility's fallura to ensuns facllity staif
provided adequats monitoring of drugs and
laboratory testing and fallure to ensura residents
wara free fiom significant medication errors:
caused, or was likely lo cause, serlous injury,
harmm, impalmnent, or death to residents in the
faciity. immediate Jeopardy was detarmined to
axist on 05/18/14 at 42 CFR 483.20 Rasident
Assessment (F282), 42 CFR 483,25 Quality of
Care (F329), 42 CFR 483,60 Pharmacy Services
(F428), and 42 CFR 483,75 Administration (F490
and F520) at a scopa and savarity of *J."
Substandard Quality of Care was identified at 42
CFR 483.25 Quality of Care (F329), The facility
was notified of the Immediate Jeopardy on
07118/14,

An acceplabla Allegation of Compllance {AQC)
was racelvad on 07/24/14, which alleged removal
of the Immediate Jaoperdy on 07/24/14. Prior to
exit on 07/25/14, the State Survey Agency
determined the Immediate Jeopardy was
removed on 07/24/14 as alleged by the facllity..
which lowered the scope and severily to "D* at 42
CFR 483.25 Quality of Care {F328), 42 CFR
483.60 Pharmacy Services (F428), and 42 CFR
483.75 Administration (F490 and F520) while tha
facility monitors the efféctiveness of systemic
changas and quality assurance aciivities,

The findings include:

Review of the facility's policy titled, "Lab and
Diagnostic Test Rasults-Clinica! Protocal,* with &
ravisian date of October 2010, revealed the
physician would identify and order diagnostic and
laboratory testing based an diagnostic and
monitoring needs. The policy stated nuralng staff
would procass the test requisiiion and arranga for

Preferred Care Partners, MG in serviced
the DON, and Staff Development Nurse
on the leb policy on July 19, 2014 prior to
them in servicing the Licensed Nursing
Staff and Unit Managers, All ofthe
nurses as well as the unit managers \vas
in-serviced by the DON, Stell
Development nurse or deslgnee on the
new lab policy und protocol. New
protocol has been developed to ensure
that lubs are drawn as ordered and that
resulis ere received in o timely menner to
prevent residents from missing any
ordered labs,

The administraior drfted a leteer (o the
manager of Medlab on 7/22/2014 stting
that the minlmum expectation 19 that for
any changes in renewing a {ab order or
any other changes o the Medlnb system
they must notify the Administrator and
DON as weli a5 provide education en
those chiangea.

Also stated in the lettet from July 22,
2014 is the expectation that no Medlab
auditwr witl renew any lsbs ot all, the
facility will be responsible for that,
Medlab is also expected during their
monthly audits will provide the
Administrator and DON with a list of
names for those orders expiting in the
upcoming merith so that the building can
rencw the lab orders in die Medlab system
tirnely,

Tlie Regionad Nurss Consultant for
Preferred Care Partners, MG in serviced
the DON and the Staff Devefopment
Nurse on the leb policy and protocol on
7719/2014 before they in serviced the
licensed nursing staff,
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unit managers was cducated on the new
L LUl DL A LS o £ lab po!lcyasgnd pratacol by 72002014 by
Review ofthe faclity’s policy tied, "Medication it v
Administration,” which was undated, revealed educated on the lab policy sad protocol
nursing staff would evaluate If the medication was during oricntation. No licensed nursing
implicated In an adverse consequance and had
achiaved the therapautic goat. However, the staff will be permitied to work prior to
policy failad to address monitoring receiving this education.
medlcation/medication erors,
All staff has been in serviced on abuse, |
Rewview of the facllity's contract titled, "Laboratory what it is, and the reporting. Education !
Contract Addendum,” dated 05/15/085, revealed was conducted by DON, Staff
the faboratory "wiit provide chart audHt services for E:;;ll‘;{‘i';‘:': ?tiur;'-:’ got;;;iﬂm N‘;llh |
facility on a monthly hasis." Howevar, tha _ Al 0 - MO agency
contract did not address a specific amount of time ;‘j’ug gidfncl_hty : Ailr;llew'hircsiwnll
in which a labaratory test order would axpira/stop e mt'? P ‘i"“g 3°“N orientation by
belng collected. cvelopment byurse.
Review of the fachlty's contract tiled, "Phamacy it B o S Rcaiat
Consultant Agreement,” dated 02/01/99, revaaled DON, Staff Development Nurse or
the Phermacist (RPh) would review the drug designea with & completion date of
regimen of 2ach rasident in the facility and would 712072014, No agency in use at the
report in witing eny iregulanity to the facility's facility. All new hires will be educated
Administrator; Medlcal Directoyr, the resident's during general arientation by the Siafl'
physician, and the DON. Development Nurse,
Record review ravealed tha facllity inltially
admitted Reslident #8 o the facllity an 02/07/12
following a hospltalization, and was readmitied on
02113, The resident's diagnoses included
Atrial Fibrillation.
Review of Resident #8's May 2014 Phyziclan's
Orders revealed an order for 8 milligrams of
Coumadin to ba administered daily. The
Physictan's Orders also included an order for a
Prothrombin Time (PT) with an International
Normalized Ratio (INR} to be compleled weakly.
Residant #8's medical racard revealed facliity
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staff administered 8 mg of Coumadin to the
rasldant nightly; howaver, staff failed to ensurs
the PT/INR waes collectat on a weekly basis from
05112114 through 07/02/14 (a imeframe of seven
weeks), APT and INR laboratory test was
conducted on 07/02114, which revealed Resident
#i8's PT was 85,1 seconds (73.5 seconds above
the reference ranga), his/her INR was 7.0
saconds (5.8 abova tha reference range), and the
laboratory resulis revealed tha fevels wers,
"Gritical.” Review of the Nurse's Noles dated
07/02/14, revealed Resldent #8's physician waa
nollfied of the “Critical tab results and the
residant was transported to a hosplial. Review of
the Hospital record revealed Rasident #5 was
admitted to the hospital, placed on telemetry, and
diagnosed with "Cournadin Toxicity," {According
1o the Occupational Safety and Health
Administration [n.d ], the signs and symploms of
Coumadin toxicity include bleody nose; blaeding
gume; muscle and foint pain; hematomas of the
arms, legs, buttocks, andfor joints; frank blood In
tha urine and feces; ancrexia, nausea, vemiting,
dlarthea or abdominal paln; paller and fatigue
caused by anemia; paralysis caused by
intracranlal hemorhage; blurry vision, eye pain,
and blindress; skin lesions end petachiae,
necrosis, or gangrene). A review of tha residant's
facllity and hospital medical records and
{nterviews with staff revealed Resident #8 did not
axhibit any outward signs or symptoms of
Coumadin Toxicity.

Interview with Uinit Manager #1, on OT/18/14 at
6:05 AM, revaalad she was responsible to ensura
laboratery orders wera completed. However,
according to tha Unit Manager, on 08130/14 she
diacovered the PT with INR had not been
collected for Resldent #8 since 05/12/14, The

calendar to tie labs listed on the lab
tracking sheet before moming meeting to

* verify that they match Monday througl

Friday, The unit manager will then
follow up prior o moming mesting to
ensure that labs were drawn as listed,
results have been received, and they have
been followed up op timely Monday
through Fridey. During moming meeting
Monday through Friday the Administrator
or DON or designes will check the Lab
book as well as the lab calendar to ensiire
that labs have been drawn as physiclan
ordered and results have been réceived.
Any issues identified are corrected
immediately. Thess results will be taken
through QA. This practice became
effective 7/19/2014, Il there are any
weekend stat Inbs ordered the Nurse on.
call will call the Administratar of DON
and will QA any Labs ordered and
received on Saturday and Sunday,

The Nurse on the rotating calf schedule
was in serviced on the weekend lab
monitoring log on 7/22/2014 by the
Administrator, The weekend nurse on call
will ¢all the fecility on Saturday and
Sunday nt 9am, 1pm, Spim, and 9pm to
see if any stat isbs were ordered on the
waekend. If stat labs have been ordered
they will verbaily verify that the results
have been received and the physician and
the family have been notified and if any
new orders have been received. They will
write this down on the weekend lab
monltoring log beginning this upcoming

weekend, The Nurse on call will then cail !

the DON ar Administrator and reviaw the
weekend iabs,
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Unit Manager stated sha contacied the faboratory
on 06/30/14, and was told the order for Resident
#8's PT with an INR had “expired." According to
the Unit Manager, the Corporate Manager for the
laboratory Informed her standing orders for
laboratory tests expired aftar 400 days, The Unit
Manager statsd sha was not aware of the date
the laboratary request had explred,

Interview on 07/18/14 at 1:20 PM with Residant
#2's physiclan revealed the fallure lo ensufa
Resident #8's PT and INR fevels were oblalned
and reported weekly could have caused the
rasident harm. The physician stated he assessed
the resident on 08/21/14, and had documented
Resident #8's PT with INRs were being menitored
weekly In his Progreas Noles, but staled he had
just reviewed the laboratory reports that viare on
tha resident's medical record and had ot
identified tha PT with INRa had not been
complated waakly for Resident #8 as he had
ordered,

Interview conducted on 07/22/14, at 2.00 PM with
the Camparale Manager for the laboratory utilized
by the facliity revealed the laboratory sent an
Auditor to tha facility once a month to verify
laboratory orders. The Corporate Manager stated
the Auditor would update an order at that time,
but it was uitimately the facility's responsibllity to
ensure laboratory orders were updated and the
process had not changed. The Comporate
Manager staled when the Auditor verified
Physician Orders on 05/12/14, she had attempted
lo update tha physician's order for Resident #58's
PT/INR, but had mistakenly entared & “start’ date
for the laboratory tasts of 07/01/14, Instead of
05/19/14, and that had causad the laboratory
ordets {o be missed from 05/19/14 until 07/02/14,

F 320 admission und readmission medication
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orders s revlewed and will continue to be
reviewed during morning meeting
Monduy through Friday for efficacy. All
Iab and pharmacy consultait reparts witl
be reviewed monthly for any
recommended changes or fatlow up,
Results will be taken through QA.

4. The Direetor of Nursing will review the
pharmacy recommendations monthly,
The Director of Nursing will énsure that
all pharmacy recommendations are
followed up on end addressed. These
resuits will be revicwed at the Quality
Assurance meeting times three months. |

The Quality Assurance Commitica
consists of faxility and contracted staff,
This Includes Administrator, DON, Unit
Managers, Staff Development Murse,
Social Services, Activities Director, and
the Dietary Director. Contracted
membership includes the Medical
Director.

QA Meetings can be held with two ar
mors team members in attendance daity 5
duys o week and PRN for review of data |
to ensure complience including: any
findings of labs not completed per
physician order, any abnormal [ab results
fbund withous physician notification, or
critical {ab results,
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Interview with the Director of Nursing (DON) on
07/18/14 at 1:15 PM revesled tha Laboratory the
facility utilized to perform laboratory teating
maintained standing orders for leboratory tests for
a timeframe of 400 days; and then discontinued
the order unlgss it was rsordered by the
physician. According to the DON, the Laboratory
had eonductad the PT and INR for Residant #1 In
accordanca with the physiclan's initiat order, but
had discontinuad the test the first day aftar the
standing order expired (the 400th day). The DON
atated facility staff was required fo updats
standing arders for the Laboratory to continue to
conduct [aboratory tests, The DON stated unt!
the Incident with Residert #8, neither she nor the
facility had besn aware of the expiration of a
laboratory order afiar 400 daya, nor waa it
specified in the contract hetween tha facilty and
the laboretory. Tha DON stated the facility had
not put any menitars In place other than tha
Laboratory Auditor until after Resident #8's PT
with INRs had been missed,

Interview with the Administrator on 07/18/14, at
2:30 PM, ravealed she was Informed of tha
facility's faiture to obtaln PT and INR laboratory
tests for Resident #8 an 07/01/14. The
Administrator stated the facility had not taken any
action after the incldent to ensure care was
provided in accordance with physician's orders.

“The lacility provided an acceptable Allegation of
Compllance (ADC) on 07/24/14, The facility
implemented the following actions to ramove the
immeadiate Jeopardy:

-Residant #8 had a physician's order for a rauting
PT with 1NR to be drawn every week, Residant

QA Commitico members will teview QA
topics minimally 5 days a weck and PRN
for 30 days or additionally as necessary
until 9/30/2014; then monthiy thereafter
or us needed, The Regional Clinical
Consultant or the Regional Director of
Operations for the Management
Company, Preferred Care Panners,
Management Group will review,

meetings minutes five time weekly or as
needed until September 30, 2014,

comment, recommend and/or approve QA '
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#8 had a PT with INR drawn on 5/12114. On
06/12/14, the lab noted that the PT with INR for
Resident #8 was going to expire on 07/31/14 so
she went in to renew the lab in the Medlab
System. She mistakenly changed the start date
to 07/31/14 through 07/31/14, which deleted the
order out of the systemn until that date; therefore,
thera would be no PT with INR order in the
system for Resident #8 from 05/12/14 until
07/01/14. The Unit Manager discovered that a
PT with 1NR was not being drawn during
changeovar on 6/30/14. The physician was
notified by the Unit Manager and a clarification
order was obtained On 06/30/14 o obtained a PT
with INR weekly. The Unit Manager put the PT
with INR in the Medlab computer system fo be
drawn con the next lab day, which was 7/1/14.
Tha PT with INR was drawn on Rasident #8 on
712114, Tha PT was 85.1 seconds and the INR
was 7.0. The physician was notified by the LPN
and new orders ware received to transfer
Rasident #8 to the hospital for direct admission.
Resident #8 was admitted to the hospital from
07/02/14 1o 07/04/14.

-All residents who were fo have routing labs
ordered by the physician are at risk. Tha
Regional Nurse Consultant provided an in-sarvice
for the DON and Staff Development Nurse on the
lab policy on 07/19/14, prior to providing an
in-sarvice fo Licensed Nursing Staff and Unit
Managers. All of the nurses, as well as the Unit
Managers, will be in-serviced by the DON, Staff
Development Nurse or designee on the new
laboratory policy and profocol. New protecol has
been developed to ensure that laboratory tests
are drawn as orderad by the physician and that
the results are received In a timely manner.
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-The Administrator drafted a letter to the manager
of the laboratory on 07/22/14, stating that the
minimum expectation is that for any changes in
ranewing a lab order or any other changes to the
laboratory system thay must notify the
Administrator and DON as well as provide
education on those changes. Also stated in the
letter from 07/22/14 is the expectation that no
taboratory auditor will renew any labs at all, the
facility will be responsible for that. Tha labaratory
was also expected during their monthly audits te
provide the Administrator and DON with a fist of
names far those orders expiring In the upcoming
month so that thay could renew the lab orders in
the laboratory system timely.

-A lab policy and pratacol was daveloped by the
Quality Assurance team on 07/19/14 to be used
for al} faboratory tests. This new policy and
protoco! includas the steps to take starting from
receiving a labaratary order all the way to getting
the results and monitaring for timeliness.

-The Regional Nurse Consultant in-serviced the
DON and the Staff Development Nurse on the lab
policy and protocol on 07/19/14, before they
in-serviced the licensed nursing staff.

-All licensed nursing staff as well as the unit
managers wlll be educated on the new lab policy
and protocol by 7/20/14, by the DON, Staft
Development Nurse or designsa. All new nursing
hires wili be educated on the lab policy and
protocol during orientation. No licensed nursing
staff will be permitted to work prior to receiving
this education. Six {8) licensad nursing staff had
not received the in-service because of vacation
and sick Jeave; however, the facility will provide
in-service to the six employees before they raturn

F 329
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to work.

-Adrministrative Nursing Staff completed a 100
percent audit of all labs on 07/22/14 {0 ensure
labs were drawn per physicians order; any issues
identified wera addressed and taken through QA.
Based on tha information provided, Quality
Assurance follow-up included completion of
documentation, Physician order clarification, and
putting lab results on the chart.

-The Unit Managers will have a laboratory
calendar, which has all routine laboratory tests
scheduled to ba drawn for tha rest of the year on
it. They will compara tha feberatory calendar to
the faboratory tests in the labaratory book prior to
the moming meetings Monday through Friday to
ensure that they match and to ensure that they
ara drawn timely as ordered and rasulis are
raceived as well as family and physician
notification as neaded. The Administrator and/for
DON or designee will monitor use of the
laboratory book five (5) days & week, Monday
through Friday, in the morning mesting o ensure
that laboratory tests have been drawn as ordered
and results have been returned to the facility and
have been addressed. Routine laboratory tests
are parformed Monday through Thursday.

~The Nurse on the rotating call schedule was
in-serviced on the weekend lab-monitoring fog on
07/22/14 by the Administrator. The Weekend
Nurse on Call wili call the facility on Saturday and
Sunday at 9 AM, 5 PM, and 9 PM to see if any
"stat" laboratory tests were ordsred on tha
weekend. If "stat" laboratory tesis have been
ordared they will verbally verify that the rasuits
have besn received and the physician and the
family have been notified and if any new orders
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have been received. They will write this down on
the weekend lab monitoring log beginning this
upcoming waekend,

-All staff has been In-serviced on abuse, the
definition of abuse, and reporting abuse.
Education will be conducted by DON, Staff
Development Nurse or designee with a
complstion date of 07/20/14. No agency is used
at the facility. All new hires will be educated
during general orientation by the Staff
Development Nurse,

-All staff will be in-sarviced on Resident Rights.
Education will be conducted by DON, Staff
Davalopment Nurse or designee with a
complatien date of 07/20/14. No agency staff are
used the facility. Ali new hires will be educated
during general orlentation by the Staff
Development Nurse,

~The Quality Assurance Committes consists of
facility and contracted staff. This includes
Administrator, DON, Unit Managers, Staff
Pevelopment Nurse, Social Services, Activities
Director, and the Dietary Director. Contracted
membership Includes the Medical Director.

-The Quality Assurance Commities members
raviewed the education material on 07/15/14.
The education materials croated were reviewed
by Quality Assurance and have been taught to
staff by the DON and Staff Development Nurse,
who were In-serviced by the Regional Nursa
Consultant before they In-serviced the Licensed
Nursing Staff. Records of the in-service include
signaturas of attendancas, signature of in-services
received, and copy of testing for efficacy of the
training. Staff in-service education was provided

F 329
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on 07/19/14 and completed on 07/20/14, Staff
retained copies of all in-service materials for thelr
use.

-Members of the Quality Assurance Committee
developed a policy on 07/19/14 to validate that
Laboratory tests were obtained as ordered by the
physician and rasults were recaived and followed
up on timely per policy protocol. This was
implemented 07/18/14 and is ongoing. The Unit
Managers will compare the laboratory calendar to
the laboralory tests listed on the
labaratory-tracking sheet befure morning
meetings to verify they match. The Unit Manager
will then follow up prior to the moming meeting fo
ensure that laboratory lesis were drawn as listed,
results have been recaived, and thay have been
followad up on timely. During the moming
meetings, Monday through Friday, the
Administrator, DON, or designee will check the
Laboratory book as well as the laboratory
calendar to ensura that labaratory tests have
been drawn as physician ordered and results
have bean received. Any issues identified will be
corrected immediately. This practice became
effective 07/19/14. If any weekend "stat"
laboralory tests ordered, the Nurse on Call will
call the Administrator or DON and will audit any
laboratory tests orderad and received.

~Quakty Assurance Mestings will be held with two
(2) or more team members in attendance daily,
five (5) days a week and PRN for review of data
to ensure compliance including: any findings of
laboratory tests not completed per physician
order, any abnormal lab results found without
physician notification, or any critical lab results.

-Quality Assurance Commiitee mambers will

F 329
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review data {any findings of laboratory tests not
completed per physician order, any abnommnal lab
results found without physiclan notification, or any
critical lab results) minimally five (5) days a waek
and PRN for thirty (30) days or additionally as
necessary untll 08/15/14; then one (1} time
weekly until 09/12/14 or as needed; then monthly
theraafter or as needed sooner.

-Regional Nursa Consuitant or the Regional
Direct of Operations will review, comment,
recommend, and/or approve Quality Assurance
meetings as per the monitaring protocal.

-The Pharmacy Consultant reviewed Resident
#8's medical record on 05/19/14 and on 06/26/14.
The pharmacist noted on the 06/26/14 review in
Omniview (the pharmacy's computerized system)
that Resident #8 hadn't been having their PT with
INR drawn weekly per physician's orders.
However, the neither Administrator nor DON was
made aware of this issue by the Pharmacy
Consultant and neither the Administrator nor DON
had access to Omniview. During the audit, the
pharmacist failed to review all Coumadin or other
blood thinning laboratory tests, which placed all
residents with this type of medication at risk.

~The DON spoke with the current Pharmacy
Consultant on 07/18/14, who had conducted the
pharmacy review for Resident #8 in May and
June 2014, and the Pharmacy Consuitant stated
that he was resigning and someone else would
be doing the pharmacy consulling for the facility
starting in August.

-The Administrator drafted a letter to the General
Manager of the pharmacy on 07/23/14, stating
that during the pharmacist's monthly review, the

{X4) iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BRE COUPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE bATE
DEFICIENCY)
F 329 | Continued From page 50 F 329

FORM CMS-2587(02-89} Pravious Varsions Oosoléle

Event ID: CDFV1I1

Fadlity ID' 100518 If continuation shest Paga 51 of 137




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

PRINTED: 08/25/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPFLIERICLIA
AND FLAN OF CORRECTICN IDENTIFICATION NUMBER:

{as221

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

c
07/25/2014

B.WING

NAME QF PROVIDER OR SUPPLIER

SALYERSVILLE NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, 2P CODE
571 PARKWAY DRIVE
SALYERSVILLE, KY 41465

*0 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORRECTION ix5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG CROSS-REFERENCED TO THE APPROPRIATE oare
DEFICIENCY}

F 329 | Continued From pags 51

minimurn expectation is that all residents with an
order for Coumadin must be reviewed every
month. The Jetter alsc stated that the Pharmacy
Consuttant must axit with the Administrator and/or
DON, go over the consuitant reports, and leave a
hard copy of his consultant report.

-0On 07/21/14, the Administrator called and spoke
with the General Manager of the pharmacy and
explained to him that the pharmacy consultant
must exit with the Administrator and/or DON and
go over their consultant reports when reporis are
ready and provide the facility with a hard copy of
the consultant reports.

~The Administrater and/ or DON will educate the
Pharmacy Consultant bafore thelr next regular
review to ensure they assess tha following areas:
monitoring labs for critical levels, drug-to-drug
intaractions, and recommended drug altematives.
The education will also include that the Pharmacy
Consultant must exit with the Administrator and/for
DON upon completion of their review ta go over
the consultant reports and provide the faciiity with
a hard copy of the cansuitant reporis. The
Pharmacy Consultant will be required to sign
verification of education.

=The Administrator and DON now have access to
the pharmacy computer system effective
07/2314, so thay can go In and look at the
consuitant reports as well as any notaes that had
been made. The Administrator and DON will
review the reports in the pharmacy computar
system when they became available after the
Phammacy Consultant has completed his axit.
The Administrator and DON will check the
camputer system daily after the pharmacy

consultant has exited to see if the raports ara on
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the computer. When the raports are available on
the computer the Administrator and DON will
compare the computer to the hard copy
pharmmacy reports to ensure that they match. Any
issues found will be addressed through quality
assurance and taken to quality assurance
maaetings for follow-up.

-The Administrator and DON will review the
Pharmacy Consultant's report monthly to see
what recommendations have bean made, and to
identify any issues found. Any issues found will
be addressed through quality assurance and
taken to quality assurance meetings for follow-up.

-If any weskend stat labs are ordered, the Nurse
on Call will call the Administrator or DON and will
document any labs on the audit tool for the
weekend lab tests ordered and received.

-Rasident #8 has a care plan for anticoagulants,
which stated to obtain a PT/INR as ordared, at
least monthly. Howevar, the PT with INR
laboratory tests for Resident #8 were not drawn
weekly as ordered by the physician or as care
plannad from 05/12/14 to 07/02/14.

-Based on the fact that the Care Plan was not
followad for anticoagulant therapy the root causs
has been delarmined to be lack of use of the care
plan as a communication tool to licensed nursing
staff.

-Licensed Nursing staff will be in-serviced on the
comprehensive care plan use in directing resident
cara by 7/21/14. In-services will be conducted by
the Staff Development Nurse, DON or dasignee.
In-services will includa documeantation required
for the use of interventions en the care plans. All
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new hires will be educated during genearal
orientation by the Staff Development Nurse. Six
{6) licensed staff members have not baen
in-serviced due to vacation, or sick leave and they
will he educated befora they are allowed to return
to work.

-One hundred percent {100%) of all
anti-coagulant care plans were reviewed and/or
updated by the Regional Nurge Consultant as
necessary on 07/20/14.

-0One hundred parcent (100%) of the care plans
have been reviewed and/or updated for labs on
07/21/14 by members of the care planning team
including the DON, MDS, Unit managers, Dietary
Manager, Social Services.

-The Administrator did not have sufficient lab
protocols in place to assure that Resident #8 had
raceived labs per physician orders.

<The Reglonal Director of Operations or the
Clinical Nurse Consultant will be in the building
daily until the facility has abatad the immediate
jeopardy to provide facility oversight. After the
facility has abated the immeadiate [eopardy, they
will be in the facility to provide management
oversight throughout the survay procass at least
weakly,

**The surveyors validated the Immediate
Jeopardy was removed as follows:

-Review of the laboratory reporis for Resident #8
revealed a PT with INR dated 07/02/14 wilh the
results being 85.1 for the PT and the INR results
being 7.0.
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-Review of the Nurse's Notes for Resident #8
dated 07/02/14, at 5:41 PM, ravealed Resident
#8's physician was notified regarding the results
of the resident's PT with INR, and the resident
was sent to the haspital.

-Interview conducted with Registerad Nurse (RN)
#2 on 07/16/14 at 9:05 AM, revealed Resident #8
had not received his/her PT with INRs weekly as
was ordered by the physician in the May 2014
physician orders. The RN stated on 06/30/14 she
notified Resldent #8's physician that the resident
had not receivad a PT with INR taboratory test as
ordered and received an order to obtain weekly
PT with INR. A PT with INR was completed on
07/02/14, the resident's physician was notified of
the mesults, and the resident was sentto a
haespital,

-Interview with the laboratory Corporate Manager
on 07/2214, at 2:00 PM, revealed during her
monthly review of laboratory orders, the
Laboratory Auditor had updated Resident #8's PT
with INR order in the computer, which was set to
expire on 07/31/14, and had inadvertently set the
naw start date for 07/01/14, instead of 05/19/14,

-Review of the Laboratory Policy and Protocol
daveloped by the facility on 07/19/14, revealed a
posttest had bean completed by all facility nurses.

-Review of an in-service roster dated 07/19/14,
ravealed the DON and Staff Development Nurse
(SDN) attended an in-service by the Regional
Nursa Consultant on the lab policy, neglect,
resident rights, and care plana.

-Interview conducted with the DON and the SDN
on 07/25/14, at 4:40 PM, revealed they had
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attended an in-sarvice on 07/19/14, by the
Regional Corperate Nurse an the |ab policy and
protocol, abuse, rasident rights, and care plans.
The DON and SDN stated they had then provided
the in-sarvice to the nursing staff.

-Interview conducted on 07/25/14, at 4:15 PM,
with the Regional Nurse Consultant revaaled she
had been responasible for providing an in-service
ta both the DON and the SDN on 07/19/14,
refated to the lab policy and protocol, abuse,
resident rights, and care plans prior to them
providing an in-service to the nursing staff,

-Review of thae in-service roster revealed 43
facility nurses attended the in-servica provided by
the DON and SDN on the lab policy and protocol
and care plans.

-Interviswa conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, Licensed Practical
Nurse (LPN) #3 at 2:48 PM, LPN #5 at 2:56 PM,
LPN #86 at 2:02 PM, State Registared Nurse Aide
{SRNA) #8 at 2:24 PM, SRNA #10 at 2:00 PM,
SRNA#14 at 2:11 PM, SRNA#15at 2,15 PM,
and SRNA #16 at 2:28 PM all ravealed they had
attanded an in-service on abuse, and resident
rights.

-Interviews canducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, Licensed Practical
Nursa (LPN) #3 at 2:46 PM, LPN #5 at 2:56 PM,
and LPN #56 at 2:02 PM revealed they had
attended an in-sarvice reiated to the lab policy
and protocol regarding how to put a laboratory
order into the computer, the tracking process,
and documentation required.

-Revlew of the latler sent to the laboratory daled

F 329
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07/22/14, revealed the laboratory service was not
{o renew any laboratory orders that were near
expiration, and that the facllity would do all
renewals. The laboratory was required to
Immediately notify the Adminlistrator and the DON
of any changes or any laboratory orders that wera
about to expire.

-Interview conducted with the Administrator on
07/25/14, at 4:30 PM, and tha DON at 4:40 PM,
revealad tha Administrator had notified the
labaratory’s General Manager by phone and than
by letter and had instructed them that they were
to no langer update any laboratory orders in the
computer, that the facility would do all laboratory
updates, and that the facllity expected the
Laboratory Auditor to giva the Administrator and
the DON a list of all residents whose laboratory
orders were nearing expiration.

-Review of an audit completed by the DON, RN
#2, RN #8, RN #9, and RN #10 on 07/22/14, of all
residents’ laboratory orders to ensure laboratory
orders had been completed as orderad by the
physician revealed all had been completed.

-interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #8 at 2:30 PM, RN #0 at 2:38 PM,
Licensed Practical Nurse (LPN) #3 at 2;46 PM,
LPN #5 at 2:56 PM, LPN #§ at 2.02 PM, and the
DON at 4:40 PM, revealed they had ell assisted in
completing an audit on 07/22/14, of ali residents’
laboratory orders to ensure the orders had been
comgpleted as ordered by the physician and the
reports had been placed on the residant's
medical record and the results reparted to the
physician as nacessary.

-Review of the laboratory calendars for each
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nursing station ravealed all Unit Managers had
documented all laboratory crders and the date

the laboratory test was dus for tha residents on
their unit.

-Observations of the laboratory calendars were

PM, Peach Wing at 2:45 PM, and the Green
Wing at 2:50 PM.

4:43 PM, and RN #9 at 2:38 PM, revealed they
used the calendars to monitor laboratory ordars
to ensure the laboratory test were completed,
The RNs also revealed they ware required to
check laboratory ordars daily prior to attending

required to report any concerns with laboratory
orders not being complsted.

-Interview conducted with the Administrator on
07/25/14, at 430 PM, and the DON at 4:40 PM,
revaalad they reviewed tha laboratory calendars
avery moming in tha Quality Assurance morning
meeting to ensure laboratory orders had been
completed as orderad by the physician.

nurse was scheduled evary waskend to take
Administrative call.

-Review of an in-service by the Administrator
dated 07/22/14, and attended by the DON, RN
#2, and RN #9 revealed the weekend On-Call

and Sunday at 9:00 AM, 1:00 PM, 5:00 PM, and
9.00 PM, to ensure any “stat" laboratory orders
had been conducted. If any wera ordered, tha
RN was then requirad to verbally verify if the

conducted on 07/25/14, on the Blue Wing at 2:40

-Interviews conducted on 07/25/14, with RN #2 at

the morning Quality Assurance meeting and were

-Review of the Nurse on Call schedule revealed a

Nurse was required to call the facility on Saturday
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resulis had been received by the facility. The
weekend Nurse on Call was required to
documeant the infarmation on the weekend log
beginning 07/26/14.

-Interviaws conductad on 07/258/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, and the DON at 4:40
PM, all revealed they had attanded an in-servica
by the Administrator on 07/22/14. The interviews
ravealed they were requirad to call the facility
when on call on Saturday and Sunday at 9:00
AM, 1:00 PM, 5:00 PM, and .00 PM, to ensure
any stat laboratory orders had been ordered, and
the resulis returned. The interview revealed they
were also required to document the information
on a weekend lab-monitoring tool as part of the
Cuality Assurance program, which bagan on
07/2614.

-Intarview conducted with the Administrator on
07725114, at 4:30 PM, revealed she had
conducted an in-service for nurses who would be
taking administrative call on weekends on
07/22114, The Administrator stated the on-call
nurses ware required to call the facility at 9:00
AM, 1:00 PM, 5:00 PM, and 9:00 PM to ensura all
stat laboratory orders had baen compleied and
the results ware on the resldent's medical record.
The Adminisirator stated the process would bagin
on Saturday, 07/26/14. The Administrator stated
she would be reviewing the audits every Monday
in the moming meeting, which was a part of the
Quality Assurance program.

-An in-service roster dated 07/20/14, regarding
Abuse and Residant Rights with a posttast,
ravealed alt smployees had attendsd the
in-sarvice.
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-Review of a naw hire in-service syllabus was
reviewed and the laboratory policy in-service was
added to the new hire orientation.

-Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, Licensed Practical
Nurse (LPN) #3 at 2:48 PM, LPN #5 at 2:56 PM,
LPN#8 at 2:02 PM, Stale Registarad Nurse Aide
(SRNA) #8 at 2,24 PM, SRNA #10 at 2.00 PM,
SRNA#14 at 2:11 PM, SRNA#15 at 2:15 PM,
and SRNA #16 at 2:28 PM revealed they had
atiended an In-servica on abuse and resident
rights and had also completed a posttest.

-Interview conducted with the SDN on 07/24/14,
at 12:56 PM, revealed she had provided
in-service for staff on the lab policy and protecal,
abuse, resident rights, and the required usage of
the care plans.

-Review of a list of Quality Assurance Team
Committee members was conducted.

-Review of an audit completed by the DON, RN
#2, RN #8, RN #9, and RN #10 on 07/22/14,
revealad the facility had reviewed all residents’
laboratory orders to ensure lzboratory orders had
been completed as ordered by the physician.

-Intervisws conducted on 07/25/14, with RN #2 at
4:43 PM, RN #8 at 2:30 PM, RN #9 at 2:38 PM,
DON at 4:40 PM, and the Administralor at 4:30
PM, revealed they ware all part of the Quality
Assuranca Commitiee and altended meetings
daily Monday through Friday during the moming
meeting which was part of the Quality Assurancs
program. The siaff revealad they davaloped and
reviewed education in-services and policies for
the lab policy and protacol, care plans, and the

329
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abuse and resident rights in-service, as well as
the audit toals that will be used. The staff stated
they would alsa be reviewing the audit tools,

-Review of Quality Assurance morning meeting
minutes dated 07/19/14, 07/20/14, 07/2114,
07122114, 07/23/14, 07/24/14, and 07/2514,
which had all been reviewed and signed by the
Regional Nurse Consultant ar the Regional
Director of Operations, was conducted.

-intarviews conducted on 07/25/14, at 4:45 PM,
with the Reglonal Corporate Nurse Consultant
and the Regional Director of Operations, ravealed
they had reviewed and signed all daily Quality
Assurance minutes beginning on 07/19/14
through 07/25/14. The Regional Corporale Nursa
Consultant stated she had been in the facility
every day since immedlale jeopardy had been
identified.

-Review of Resident #8's Comprehensive Flan of
Care regarding anticoagulant therapy revealed
the resident had a care plan intervention to abtain
a PT with INR as ordered by the physician.

-Review of Care Plan Protocol staff were
informed where care plans wara located at each
nursing siation, and staff were required to follow
the ptans of care for each resident, and directed
that cara plans would be updated with any
change in condition that would impact a resident's
care.

-Raview of an in-service roster dated 07/21/14,
regarding the Care Plan Protocol attanded by
licensed nursing staff revealed the nurses were
provided education on the Care Plan Protocol as
well as required to take a postiest.

F 329
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-Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, Licensad Practical
Nuraa (LPN) #3 at 2:45 PM, LPN #5 at 2:56 PM,
and LPN #6 at 2:02 PM, verified they had
attended an in-service regarding the required use
of the care plan, and had complated a posttest.

-Review of an audit complated by the Regional
Corporate Nurse on 07/20/14, revealed all care
plans for residents who were on anticoagulant
tharapy had been reviawed.

-interview conducted with the Regional Corporate
Nurse Consultant on 07/25/14, at 4:45 PM,
revealed sha had conducted an audit on 07/20/14
of all care plans for residents wha wara on
anticoagulant therapy, to ensure their plans of
care wers being followed as directed.

-Reviaw of an audit completed by the DON, Unit
Managers, Minimum Data Set (MDS)
Coordinator, and Social Services revaaled 100
percent of tha resident care plans were audited to
ensure |laboratory orders were documented on
the care plans.

-Interviaws conducted on 07/26/14, with RN #2 at
4:43 PM, RN #8 at 2:30 PM, RN #9 at 2:38 PM,
and the DON at 4:40 PM, all revesled they had
assisted in the audit of all residents’ care plans to
ensure care was baing provided as diracted in the
care plans.

-Review of a letter sent to the facility's phammacy
regarding the Pharmacist not idantifying and
bringing it to tha Facility’s attention that Resident
#8, who was on Coumadin therapy, had not been
having the physician-ordered PT with INRs was
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raviawed. The letter revealed the future
expectation of the facility was that the Consultant
Pharmacist would review all residents on an
anticoagulant as well as any other medication that
required taboratory levels 1o be drawn. The letter
also revealed the Phammacist was expected to
exit with the DON and the Administrator going
forward and review any consultant reports with
them and to leave a hard copy of the findings.

-Intarview conducted with the DON on 07/25/14,
at 4:40 PM, revealed she had spoken with the
Consultant Pharmacist on 07/18/14, and was
informed he would no longer be doing the
pharmacy reviews for the facility and a new
Consultant Phamacist would be completing the
facility's pharmacy raviews.

-Review of an education syllabus to be taught to
the new Consultant Pharmacist before their next
regular review revealed the Consuitant
Phammacist would be requirad 1o monitor
laboratory tests for critical lavels, drug-to-drug
intaractions, and recommended drug altematives.
In addition, the Consultant Pharmacist would be
required to exit with the Administrator and or the
DON upon completian of the pharmacy review
and to leave a hard copy of the consultant reports
with the Administrator and DON and must be
raviewed during the exit confarence.

-Obsarvation on 07/25/14, at 3:50 PM, of the
Administrator accessing the Consultant
Phamacist computer system with access fo the
reports was conducted.

-Intarview conducted with the Administrator on
07/25114, at 4:30 PM, revealed she had

contacted the General Manager of the pharmacy
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regarding the concam that Consultant Pharmacist
had et identified and nolified the Administrator
nor the DON regarding the PT with INRs not
belng dons as ordered for Resident #8. The
Administrator slated she then sant the
information in & latter to the pharmacy. The
Administrator stated the Ganaral Manager waa
informed the new Consultant Pharmacist would
have to attsnd an in-service by either har or the
DON whan coming to the facitity on thelr next
schaduled visit, The Administrator stated she
sttended all Quality Assurance Committee
maetings and would be reviawing all data
abtained from all the audits,

-Interviews conducied with the Regional
Corporate Nurse Consultant and tha Regional
Diractor of Operations, on 07/25/14, at 4,45 PM,
ravealed either ona or both of them had provided
oversight to the facillty and would continue to do
80 untl the jeopardy was abated, and then would
provide oversight on a8 weekly basis. The
interview also revealad they would continue to
raview all Quality Assurance minutes.

F 428 | 483.60{¢c) DRUG REGIMEN REVIEW, REPORT F 428 F 428 483.60 (c) DRUG REGIMEN
55=4 | IRREGULAR, ACT ON gﬁWEW. REPORT IRREGULAR, ACT
The drug regimen of each rasidant must ba
reviewed at least once a month by a ficanaed :&E‘;m’fmfd‘fm}suhm revicwed
harmacist S medrcal record on 3,
P and on 6/26/2014. The phan::c[;tl 3:%" ”
The pharmacist must report any iregularitles to r?\:::c:: gn:t;{w?w orhelr 812612014
the attending physician, and the director of haiving ih:ir Pe.;.'dinmt st hadn’t been
nursing, and thase reports must be acled upan. per physlcian's ;;lers. E{.ﬁ::‘::r:::ﬁ;
the Administrator nor the DON was made
aware of this issue by the pharmacy
consultant and neither jhe Administrator
Aor the DON hed access to Omaiview,
FORM CMG-2567(G1-09) Previous Vorsions Obisolain Event ID:COFVIL Fecily @y 100518 If continuation sheet Page €4 of 137
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This REQUIREMENT I not met as evidanced
by:

Based on obsarvation, intarview, record review,
and raview of the facilty's contract with the
phammacy, it was determined the facility falled to
ensure the phammacist reportad Iregularities to
the atfending physician and to the Director of
Nursing (DON) In order for the reports to be acled
upen for ane (1) of thirty-four (34) sampled
residents (Resident #8),

Rasident #8 had Physiclan's Orders for
Coumadin {anticoagulant) and for a Prothrombin
Time (FT) with an International Nofmalized Ratio
(INR} (laboratory tasts to check bleeding time)
labaratory tests o be completad weekly. Raview
of Resldent #8's May 2014 monthly Physiclan
Ordera revealed an order for ataff t6 administer 8
milligrams {mg) of Coumadin avery night, On
05/06/14, the facility recaived a verbal order from
the physician to decrease the Caumadin to 5
milligrams every night and on 05/12114, the
physictan ordered that the Coumadin be
Incraased to 8 miltigrams every night. Racard
raview rovealed & PT and INR waa obtained on
05/12/14 and ravealad the resident's PT was 24.6
seconds (reference range 9.5 1o 11.8 seconds),
and the INR was 2.2 (raferenca rangs 0.9 to 1.1).
Howavar, the next PT with an INR for Resident
#8 was nol complated until 07/02/14 (seven

‘weeks afler the previous PT/INR had been

obtained on 05/12/14) and the resident's PT was
85.1 sacands (73.5 secands abova refarence}
and the INR was 7.0 (5.9 abave the referenca
ranga). Review of the Laboratory report revealed
the resldent's PT and INR at that time was
"Critical." Resident #8 waa admitied to the
Rospital on 07/02/14, was placed on telemelry,

FORM CM5-2567(02-85} Previcus Versins Obscisle

Evont ID:COFPVIL

o EPOMS. The pharmacy consultant will be

who had conducted the pharmacy review
for Resident # 8 In May and June 2014
and he stated that he was resigning and.
someone else would bs doing the
pharmucy consulting for the facility

starting in August,

2. The Administrator drafted a letter to the
munager of the pharmacy on Tuly 23, :
2014 siating that during the pharmacist's
monthly review at the facility the
minimum expectation is that all residents
with an order for Coumeadin must be
reviewed every month, The letter also
stated that the pharmacy consultant must
axit with the Administrator and/or DON
and go over the consultant repans and
lenve e hord copy of his consullant seport,

The edministrator calied and spoke with
John Smith (General Mannger of
Omualicare of Beattyvilie) and explained.to
him that the pharmacy consultant must
exit with the Administrator and/or DON
and go over their consultant repotts when
reports am ready and provide the facility
with a herd copy of the conssitant reports
on July 21, 2014,

The Administrator and/ or DON will
educate the pharmacy consultani before
thelr next reguier review on the ensuring
that they assess the following arcas:
montoring labs for critical levels, drug to
drug interactions, and recommended drug
ofternatives. The education will also
include that the pharmacy consultant must
exil with the Administrator and/or DON
upon completion of their review to go
aver consultant repotts and provide the
Facility with & hard copy of the consultant

required to sign verfication of educatian, et Page 850t 137
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F 4281 continued From page 65

1 and diagnosed with Coumadin Toxiclty. Review
of the Pharmacist {RPh) notes revealsd the RPh
had reviewad Rasident #8's medical racord on
05/19/14 and 0872614, Howaver, there was no
evidance the pharmacist had notified the
physlcian o the DON that the rasident's BT and
INR had not been obtained as ordered by the
physleian.

The faciiity's fallure to ensure rasidents raceivad
adequata drug monitoring and was free from
significant medication errors caused, arwas likely
{o cause, sarlous injury, harm, Impalment, or
death o residents in the facility. Immediata
Jeopardy was determined to exist on 05/19/14 at
42 CFR 483.25 Quality of Gare (F328), 42 CFR
483.20 Residant Assessmeant (F282), 42 CFR
483.80 Pharmacy Services (F428), and 42 CFR
4B3.78 Administration (F480 and F520 ata scope
and severity of “A” Substandard Qualtty of Care
was ldentified at 42 CFR 483.25 Quality of Cara
(F329). The facllity was notified of the Immadiate
Jeopardy on 07/18/14.

An acceptable Allegation of Compliance (AQC)
was recelved on 07/24/14, which alleged removal
of the Immediata Jeopardy on 07/24/14, On
07726114, the State Survey Agency determined
the immediate Jeopardy was removed on
0724114, as alleged, which lowerad the scope
and severity o "D* at 42 CFR 483,25 Quality of
Care (F329), 42 GFR 483.60 Phammacy Senvicas
{F428), and 42 CFR 483.75 Administration (F490
and F520) while the facility monitors the
effectiveness of systemic changes and quallty
agsurance activities,

The findings include:

F4280 1y adminlstrator and DON naw has
aceess 1o Omniview effective July 23,
2014 50 we can &o in and look af the
consuitant reparts as well s any notss
that has been made. The Administrator
and DON will review the reports in the
Omaiview system when they becomne
available after the phannacy consuftans
has did his exit, The Administrator and
DON will check the Omniview system
daily after the phermacy consultant hes
exited to see if the reports arc on
Omniview, When the reparts are
avaiiable on Omniview the Administrator
end DON will compere Omniview to the
hard copy pharmacy reports to cnsure that
they match, Any issues found will be
addressed through quality #ssurance and
taken o quality assurance meclings for
Totlow-up,

=

identif; - Vi

3. The facility will have one pharmacy
consultant who will como to the facility
each month to conduct 4 pharmocy review
on 100% of the residents i the facility.

Thu Director of Nursing will review the
pharmacy fecommendationg manthly.
Any recommendation that necds
physician approval wiil be sent (o the
physician. The unjg managers will recejve
the recommendations after the physjeian
reviews them and will write orders or

FORM CMS-2567(02.95) Proviews Versions Oksolets Evont 10: COFV

Focit follow up on 28 nesded, The Director of
Nursing will ensure that all pharmacy
recommendalions ure followed up on and
addressed. These results wij be taken
through Quality Assurance.

Slues

sheet Page 880t 137
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Raview of the facility's contract with the pharmacy
entitied, "Pharmacy Consuliant Agreament,”
dated 02/01/93, ravealad the Pharmacist (RPh)
would review the drug regimen of each resldentin
the facility and would report In wilting any
irreguladty to the fadility's Administrator, Madical
Director, the resident's physician, and the DON,

Record review revealed the facllity admitted
Resldant #8 on 09/07/12 with a diagnosis of Atrial
Fibrillation,

Further review of Reaidant #8's medical recard
revealad Physiclan's Orders for May 2014 that
revealed Resident #8 was tu recelve 8 milligrams
of Coumnaiin {anticoagulant) evary night, and a
Prothrombin Time {PT) with an tntematlonat
Nomalized Ratio (INR) (laboratory tests to check
for bleeding time) avery week,

Review of Physiclan Orders for Reaidant #3
ravesled a verbal order dated 05/05/14 to
decrense the resldent's Coumadin dosage to 5
mifligrams every night. In addition, the physiclan
gave 8 verbal order dated 05/12/14 for the
residant’s Coumadin to be increased io 8
milflgrams every night,

Review of Reslident #8's labaratory records dated
05/12/14 reveglad tha PT was 24 6 seconds with
tha normal range belng 9.5 to 11,6 seconds. The
INR was 2.2 with the nonmal range belng 0.9 to
1.1 seconds. Furhar review of laboratory resutts
for Reaident #8 revealed the laboratory testing
had not been completed on a weakly basls as
ordered. Raview of laboratory reports revealed a
PT and INR was conducted on 07/02/14, seven
weeks after the most recent tests on 05/12/14,

and the resident’s PT was 85,1 seconds {73.5

F 428 A lab policy and protocol was developed
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on July 19, 2014 by the quality assurance
cummiltee to be used for al} laba, This
new policy and protocol includes the steps
to iake sturting from receiving a lab order
all the way to getting the results and
monitoring for timeliness.

The Regions! Murse Consultant for
Preferred Care Partners, MG in serviced
ths DON and the Steff Development
Murse on the lab policy and protocol on
771972014 before they began in sefvicing
Licensgd Nursing Staff.

All licensed nursing stafT as well as the
unit menagers has beeo educated on the
new lab palley and protocel by 7/20/2014
by the DON, Staff Development Nurse or
designee. All new nursing hires will be
educated on the lab palicy and pratocal
during orientation. No licensed nursing

staff wil] be permitted to worle prior to
receiving this cducation.

The unit managers have 4 lub calendar
which has all routine tebs scheduled {o be
drawn for the rest of the yeer in it. They
will compare their lab calendnr to the labs
in the lah book prior to motning mecting
Moaday through Friday to ensure that
they match and to ensure that they are
drawn Ymely 85 ordered and results are
reccived a5 well as family and physician
notification es needed any issues found
will be eddressed and brought through the
QA process. The Administrator and/or
DONM ar designes will monitor use of the
lab book five days a week Monday
tirough Friday prior to morning meeting
to ensure that [abs have been drawn es
ordered und results has came back and has

FQIM CMS-2561{02-28) Pravious Versions Obisolate

Event ID; COFVTY

" been addressed, results will be taken
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"Critical.” Ahand written note on tha laboratory
report revealed a Registared Nurse (RN) notified
the resident’s physician of the abnommal lab
results and Resident #8 was transported to a
hospital,

Review of the hospital record for Resident #8
ravealad the resldent was admitted to the hospital
on (7/02/14, placed on telemetry, and was
diagnesed with Coumadin Toxicily (Increased
leeding time which can be potentialty fatal from
too high dosage of Coumadin, an anticoagulant).

Review of the Madication Regimen Review
revealad the RPh had reviewed the medication
regimen for Resident #8 on 05/18/14 and
06/26/14. However, there was no documented
evidance the RPh had identifiad andfor nolifled
the Adminlatraior, DON, Medical Director, or tha
resident's physlician that the weekly PT and INR
laboratory teats had not been conducted as
prescribed for Resldent #8.

Interview conducted with the RPh on 07/18/14, at
1;40 PM, revealed he conducted manthly
medication regimen reviews, and reviewed
laboralory reporis of ihose residents that racalvad
Coumadin (anticoagulant). The RPh stated he
had not recorded Resident #8's PT with INR on
08/268/14, and that he had "missed" the fact that
the resident had not had 8 PT with INR
completed sinca 05/12/14.

Interview with the Director of Nursing on 07/18/14
at 1:15 PM revealed she had not recelved any
communication from the RPh that the weekly PT

x40 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'E PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY WUST BE PRECEDED BY FULL FREFIX {EAGH CORRECTIVE ACTION SHOULD BE
™ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE REFERENCED TO THE APPROPRIATE CATE
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F 428 | Cantinued From page 87 F 428 1fthere are any weekend stat labs ordercd
seconds above the reference range) and the INR the Nurse on call wili call the.
was 7.0.{5.9 abova tha reference range). The tﬁmi“‘ij"’:’d"' "; DON :a‘d will QA any
laboratory report indicated both levels were lubs ovdered and received.

4. The Quality Assurance Commiites
consists of facility and contracted stall.
This inciedes Administrator, DON, Unit
Managers, Staff Developraent Nurse,
Soclal Services, Activities Director, and
the Digtary Director. Contracted
membership includes the Medieal
Director.

QA Meetings can be held with nwo or
more team members in atiendance daily 5
days a week and PRN for review of data
to ensure compliance including: any
fodings of lobs not completed per :
physlclan order, uny abnormal 1ab resuits
found without physician notification, or
critical lab results.

QA Committee members will review QA
topics minimatly 5 days a week and PRN
for 30 days or additjonally as necessury
until 9/30/2014; then monthly thereafier
or as needed. The Regional Clintcal
Consultant of the Regional Director of
Operations for the Management
Company, Preferred Care Partnérs,
Menagement Group will review,

meetings minutes five time weekly or as
needed until September 30, 2014,

comment, recommend and/or apprave QA i

Qe

FORM CME-2467(02-08) Pravious Viarsions Obsaiste

Event iD:COFVA1
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and INR that had been ordered by Resident #8s
physician had not been done. The DON stated
she would have expected the pharmacist io notify
her.

Interview on 07/18/14 at 1:20 PM with the Medical
Director revealed he was also Resident #8's
physician. According to the Medical Director, he
expecied the pharmacist that conducted the
monthly drug regimen raviews at the facility to
notify him of any drug iregularities and that the
weekly PT and INRs that he had ordered for
Residant #8 had not been completed as ordered.

Interview conducted with the Administrator an
07/18/14, at 2:30 PM, revealed the phanmacist
conducted drug regiman on & monthly basis and
tha phanmacist was to notify her of any drug
irregularities as the result of his monthly drug
regimen review, The Administrator stated the
phammacist had conducted a monthily drug
regimen review for Resident #8 on 05/19/14 and
06/26M4. Howevar, according to the
Administrator, the pharmacist had not notified her
of any drug imeguiarities or that the laboratory
tests used to monitor Resident #8's Coumadin
use had not been conducted as ordered by the
physician,

“*The facility provided an acceptable Allegation of
Compliance (AQOC) on 07/24/14. The facility
implemented the following actions to remove the
Immediate Jaopardy:

-Resident #8 had a physician's order for a routine
PT with 1NR to be drawn avery week. Resident
#8 had a PT with INR drawn on §/12/14, On
06/12/14, tha lab noted that the PT with INR for
Resident #8 was going to expire on 07/31/14 so

F 428
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sha want In to renew the lab in the Medlab
System. She mistakenly changed the start date
1o 07/31/14 through 07/31/14, which deisted the
arder out of the systam until that dats; therefors,
there would ba no PT with INR order in the
system for Resident #8 from 05/12/14 until
07/01114. The Unit Manager discovered that a
PT with 1NR was not being drawn during
changeover on 6/30/14. The physician was
notified by the Unit Manager and a clarification
order was obtained On 06/30/14 to obtained a PT
with INR weekly. The Unit Manager put the PT
with INR in the Medlab computer system to ba
drawn on the naxt lab day, which was 7/1/14.
The PT with INR was drawn on Resident #8 on
7/2H4. The PT was 85.1 seconds and the INR
was 7.0. The physician was notified by the LPN
and new orders were received to fransfer
Resident #8 to the hospital for direct admission.
Resident #8 was admitted to the hospital fram
07/02/14 to 07/04/14,

-All residents who were o have routine labs
ordered by the physician ara at risk. The
Regional Nurse Consultant provided an in-service
for tha DON and Staff Development Nurse on the
lab policy on 07/19/14, prior ta providing an
in-sarvice to Licensad Nursing Staff and Unit
Managers. All of the nurses, as well as the Unit
Managers, will be in-serviced by the DON, Staff
Development Nurse or designea on the new
laboratory policy and protocol. New protocol has
been daveloped to ensure that laboratory tests
are drawn as ordered by the physician and that
the results are received in a timely manner.

-The Administrator drafted a letter to the manager
of the laboratory on 07/22/14, stating that the
minimum expectation is that for any changes in

FORM CMS-2567(02-99) Pravious Versiona Obsolete Event ID: COFVIY Factity 10: 100519
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renewing a lab order or any other changes to the
laboratory system they must nofify the
Administrator and DON as well as pravide
education on those changes. Also stated in the
letter from 07/22/14 is the expectation that no
laboratory auditor will renew any labs at all, the
facility will be responsible for that.  The laboratory
was also expected during their monthly audits to
provide the Administrator and DON with a list of
names for those orders expiring in tha upcoming
month so that they could renaw the lab arders in
the laboratory sysiem timsly.

-A lab palicy and protocal was daveloped by the
Quality Assuranca team on 07/19/14 to be used
for all laboratory tests. This new policy and
protacol includes the steps to take starting from
receiving a laboratory order all the way to getting
the resuits and monitaring for timeliness.

-The Regional Nurse Cansultant in-serviced the
DON and the Staff Developmant Nurse on the lab
policy and protocol on 07/19/14, before they
in-serviced the licensed nursing staff.

-All licensed nursing staff as well as the unit
managers will be educated on the new lab policy
and protocol by 7/20/14, by the DON, Staff
Development Nurse or designee. All new nursing
hires will ba educated on the fab policy and
protocot during orientation. No licensed nursing
staff wili be permitted to work prior to receiving
this education. Six (5} licensed nursing staff had
not received the in-sarvice because of vacation
and sick leave; however, the facility will provide
in-servica to the six employees before they retum
to work.

-Adminigtrative Nursing Staff completed a 100
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percent audit of all labs on 07/22/14 to ensure
labs were drawn per physiclans order; any issues
identified were addressed and taken through QA.
Basad on the information praovided, Quality
Assurance follow-up included completion of
documentation, Physician order clarification, and
putting lab results on the chart.

-The Unit Managers will have a laboratory
calendar, which has all routine laboratory tests
scheduled to ba drawn for the rest of the year on
it. They will compare the laboratory calendar io
tha laboratory tests in the laboratory book prior to
the morning meetings Manday through Friday to
ansure that they match and to ensure that they
ara drawn timely as ordered and resulls are
recelved as well as family and physician
notification as needed. The Administrator and/or
DON or designee will monitor use of the
laboratory book five {5) days a week, Monday
through Friday, in the morning meeting to ensure
that laboratory tests have been drawn as orderad
and resulis have been returned to the facility and
have baen addressed. Routine laboratory tests
are perfarmed Monday through Thursday.

-The Nurse on the rotating call schedule was
in-servicad on the waskend fab-monitoring log on
07/22/14 by the Administrator. The Waekend
Nurse on Call will call the facility on Saturday and
Sunday at 9 AM, 5 PM, and 5 PM to see if any
“stal" [aboratory tests were ordered on the
weekend. If "stat" laboratory tests have bean
ordered they will verbally verify that the results
have been received and the physician and the
family have been notified and if any new orders
have been recaived. They will write this down on
the weekend lab monitoring log beginning this
upcoming weekend,
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-All staff has been in-servicad on abuse, the
definition of abuse, and reporting abuse.
Education will be conductad by DON, Staff
Development Nurse or designee with a
completion date of 07/20/14. No agency Is used
at the facility. All new hires will ba educated
during general orientation by the Staff
Davalopment Murse.

-All staff will be in-serviced on Rasident Rights.
Education will be conducted by DON, Staff
Development Nurse or designee with a
completion date of 07/207114. No agency staff are
used the facility. All new hires will be educated
during general orientation by the Staff
Davelopment Nursa,

-The Quality Assurance Commitiae consists of
facility and contracted staff. This includes
Administrator, DON, Unit Managers, Staff
Daveiopment Nurse, Social Services, Activities
Director, and the Distary Director. Contracted
membership includes the Medical Director.

-The Quality Assurance Commiltee members
reviewed the education material on 07/19/14,
The education materials created were reviewad
by Quality Assurance and have been taught to
staff by the DON and Staff Development Nurse,
who were in-serviced by the Regional Nurse
Consultant before they in-serviced the Licensed
Nursing Staff. Records of the in-sarvica includa
signatures of altendance, signature of in-services
received, and copy of testing for efficacy of the
training. Staff in-service education was provided
on 07/19/14 and completed on 07/20/14. Staff
retalned copies of all in-service materials for their
use.
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-Mambers of the Quality Assurance Commitiee
developed a policy an 07/19/14 to validats that
Laboratory tests were obtained as ordered by the
physician and results were received and followed
up on timely per policy protocol. This was
implamented 07/19/14 and is ongoing. The Unit
Managers will compare the laboratory calendar to
the laboralory tests listed on the
laboratory-tracking sheet bafora moming
meetings to verify they match, The Unit Manager
will then follow up prior to the moming meeting to
ensure that laboratory tests were drawn as listed,
rasults have bean recsived, and they have been
followed up on timely. During the morning
meetings, Monday through Friday, the
Administrator, DON, or designee will check the
Laboratory book as well as the laboratory
calendar to ensure that laboratory tests have
been drawn as physician orderad and results
tave bean received. Any Issues identified will be
corracted immediately. This practice became
effective 07/19/14. If any weekend "stat"
{aboratory tests ordared, the Nurss on Call will
call the Administrator or DON and will audit any
laboratory tests ordered and received.

-Quality Assurance Meetings will be held with two
(2} or mors team members in attendance daily,
five (5) days a week and PRN for review of data
to ensure compliance including: any findings of
labaratory tests not completed per physician
ordar, any abnormal lab results found without
physician notiffcation, or any critical 1ab results.

-Quality Assurance Committea members will
review dala (any findings of laboratory tests not
completed per physician order, any abnormal lab
rasults found without physician nofification, or any
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