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critical lab results) minimally five (5) days a week
and PRN for thirly {30) days or additionally as
necessary until 08/15/14; then one (1) time
waekly until 09/12/14 or as needed; than monthly
theraafter or as needed sooner.

-Regional Nurse Consultant or the Regicnal

Direct of Operations will raview, comment,
racommend, and/or approve Quality Assurance
mestings as per the monitoring protocol,

-The Phamacy Consultant reviewed Resident
#8's medical record on 05/19/14 and on 06/26/14.
Tha phamacist 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 Administrater nor DON was
made aware of this issue by the Phamacy
Consultant and neither the Administratar nor DON
had access to Omniview. During the audit, the
pharmacist failed {o review all Cournadin or other
bloed thinning laboratory tests, which placed alt
residents with this type of medication at risk.

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

-The Administrator drafied a letter to the General
Manager of the pharmacy on 07/23/14, stating
that during the pharmacist's monthly review, the
minimum expectation is that all residents with an
order for Coumadin must be raviewed every
maonth. The lefter also stated that the Pharmacy
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Consultant must axit with the Administrator and/or
DON, go cver the consultant reports, and leave a
hard copy of his consultant raport.

-On 07/21/14, the Adminisirator 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 consuitant reporis when reports are
ready and provida the facility with & hard copy of
the consultant reports.

-The Administrator and/ or DON will educate the
Pharmacy Consultant before thair next regular
review to ensure they assess the foliowing areas:
monitoring labs for critical levels, drug-to-drug
interactions, and recommended drug alternatives.
The education will also includa that the Pharmacy
Consultant must exit with the Administrator and/or
DON upon completion of their review to go over
the consultant reports and provide the facility with
a hard capy of the consullant reports, The
Pharmacy Cansultant will be required to sign
verification of education.

-The Administrator and DON now have access o
the pharmacy computer system effective
07/23114, so they can goin and look at tha
consultant reports as well as any notes that had
been mads. The Administrator and DON will
review the reports in the pharmacy computer
systern when they become available after the
Phamacy Consultant has completed his exit.
The Administrator and DON will check the
computer system daily afer the pharmacy
consultant has exited to see if the reports are an
the computer. When the reports are available on
the computar the Administrator and DON will

compare the computer to the hard copy
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pharmacy reports lo ensure that they match. Any
Issues found will be addressed through quality
assurance and taken to qualily assurance
meelings for follow-up.

-The Administrator and DON will raview tha
Pharmacy Consultant's raport monthly to see
what recommeandations 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 follow-up.

-if any weekend stat labs are ordered, the Nursa
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.

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

-Basead on the fact that the Care Plan was not
followed for anticoagulant therapy the root cause
has besn determined lo 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
care by 7/21/14. In-services will be conducted by
the Staff Development Nurse, DON or designae.
tIn-services will inclxde documentation required
for the use of interventions on the care plans. All
new hires will be educated during general
orientation by the Staff Davelopment Nurse. Six
(6) licensed staff members havea not been
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in-serviced due to vacation, ar sick leave and they
will be educated before they are allowed to relum
to work.

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

-One hundred percent {100%) of the care plans
have been revlewad and/or updated for labs on
07/21/14 by members of tha 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
received labs per physician orders.

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

**Tha surveyars validated the Immediate
Jeopardy was removed as follows:

-Review of the laboratory reports for Resident #8
revealed a PT with INR dated 07/02/14 with the
resuits being 85.1 for the PT and the INR rasuits
being 7.0.

-Review of the Nursa's Notes for Resident #8
dated 07/02/14, at 5:41 PM, ravealed Resident
#8's physician was nofified regarding the results
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of the rasident's FT with INR, and the resident
was sent to the hospital.

-Interview conducted with Registered Nurse (RN)
#2 on 071814 at 9:05 AM, revealed Resident #8
had not received higfher 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 laboratory test as
ordered and received an order to obtain weekly
PT with INR. A PT with INR was completed on
07/02114, the resident's physician was notified of
ths results, and the resident was sent to a
hospital,

-Interview with the lahoratory Corporate Manager
on 07/22/14, 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
expira 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 Palicy and Protoco!
developed by the facility on G7/19/14, revealad a
posttast had been completed by all facility nurses

-Review of an in-service rostar dated 07/15/14,
revealed the DON and Staff Development Nurse
(SDN) attended an in-servics by the Regional
Nurse Consultant on the lab policy, neglect,
resident rights, and care plans.

-Interview conducted with the DON and lhe SDN
on 07/25/14, at 4:40 PM, revealed they had
attended an in-service on 07/19/14, by the
Regtonal Corporata Nurse on tha lab policy and

protocol, abuse, resident rights, and care plans,
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The DON and SDN stated they had then provided
the in-service to the nursing staff.

-Interview conducted on 07/25M4, at 4:15 PM,
with the Regional Nurse Consultant revealed she
had been rasponsible for providing an in-servica
to both the DON and the SDN on 07/19/14,
ralated ta the lab policy and protacol, abuse,
resident rights, and care plans prior to them
providing an in-service to the nursing staff.

~-Raview of the in-service roster revealed 43
facility nurses attended the in-service provided by
the DON and SON on the lab policy and protocol
and cars plans.

-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 #5 at 2:02 PM, Stata Registered 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 ail 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 #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 revealad they had
attended an in-sarvice related to the lab policy
and protocol regarding how to put a laboratory
order into the computer, the tracking process,
and documentation required.

-Review of the letter sent to the |laboratory dated
07122114, ravealed the laboratory servica was not
ta renew any laboratory orders that were near
expiration, and that the facility would do alt
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renewals. The laboratory was required to
Immadiately notify the Administrator and the DON
of any changes or any |aboratory orders that were
about {o expire.

-Interview canducted with the Administrator on
07/25/14, at 4:30 PM, and the DON at 4:40 PM,
revealad the Adminisiratar had notified the
laboratory's General Manager by phone and then
by letler and had instructed them that thay were
to no longer update any taboratary orders In the
computer, that the facility would do all laboratory
updates, and that the facility expected the
Laboratary Auditor to give 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 iaboratory
orders had been completed as crdared 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 #9 at 2:38 PM,
Licansed Practical Nurse (LPN) #3 at 2:46 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’
Jaboratory orders to ensura ihe orders had been
completed as ordered by the physician and the
reporis had been placed on the resident's
medical record and the results reported to the
physician as necessary.

-Review of the laboratory calendars for sach
nursing station revealed all Unit Managers had
documented all laboratery orders and the date
the laboratory test was due for the residents on
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their unit,

-Obsarvations of the laboratory calendars were
conductad on 07/25/14, on the Blua Wing at 2:40
PM, Peach Wing at 2:45 PM, and the Green
Wing at 2:50 PM.

-interviews conducied on 07/25/14, with RN #2 at
4.43 PM, and RN #9 at 2:38 PM, revealed they
used the calendars lo monitor faboratary orders
to ensure the laboratory test ware complated.
The RNs also revealad thay were required to
check laboratary orders daily prior to attending
the moming Quality Assurance meating and were
required to report any concams with laboratory
orders not being completed.

-Interview conducted with the Administrator on
07/25/14, at 430 PM, and the DON at 4:40 PM,
ravealed they reviewed the laboratory calendars
every moming In the Quality Assurance morming
meeting to ensure laboratory orders had haen
completed as ordered by the physician.

-Review of tha Nursa on Call schaduta revealed a
nurse was scheduled every weekend {0 take
Administrative call.

-Review of an in-service by the Administrator
dated 07/22/14, and attended by the DON, RN
#2, and RN #8 revealed the weekend On-Call
Nurse was required to call the facility on Satutday
and Sunday at 9:00 AM, 1:00 PM, 5:00 PM, and
9:00 PM, 1o ensure any “stat” laboratory ordars
had been conducted. If any were ordered, the
RN was then required to verbally verify if the
results had been received by the facility. The
weekend Nursa on Call was required to
document the information on the weekend log
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baginning 07/26/14.

-Interviews conductad 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 revealed they had attended an in-sefvice
by the Administrator on 07/22114. The intarviews
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 £:00 PM, to ensure
any stat laboralory orders had been ordered, and
the results retumned. The interview revealed they
were also required to document the information
on a weekend lab-monitoring tool as part of the
Quality Assurance program, which began on
07/26/14.

-Interview conductad with the Administrator on
07/25114, at 4:30 PM, revealed she had
conducted an in-service for nursas who would be
taking administrative call on weekends on
07/22/14. 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 laboralory arders had been completed and
the results were on the resident's medical record.
The Administrator stated the process would begin
on Saturday, 07/26/14. The Administrator stated
sha would be reviewing the audits every Monday
in the moming meeting, which was a part of the
Quality Assurance program.

-An in-sarvica roster dated 07/20/14, regarding
Abuse and Resident Rights with a positast,
revealed all employees had atiended the
in-service.

-Review of a new hire in-service syllabus was
reviewed and the laboratory policy in-servica was
added to the new hire orientation.
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<Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, Licansed Practical
Nurse (LPN) #3 at 2:46 PM, LPN #5 at 2:56 PM,
LPN #6& 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 #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 also completed a posttest,

-Interview conducted with the SDN on 07/24/14,
at 12:55 PM, ravealed she had provided
in-service for staff on the lab palicy and protocol,
abuse, rasident rights, and the required usage of
the care plans.

-Review of a list of Quality Assuranca Team
Committee members was conductad,

-Review of an audit complstad by the DON, RN
#2, RN #8, RN #9, and RN #10 on 07/22114,
revealed the facility had reviewed all residents'
laboratory arders to ensure laboratory orders had
been completed as ordered by the physician.

-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,
DON at 4.40 PM, and the Administrator at 4:30
PM, revealed they were all part of the Quality
Assurance Committee and attended mestings
daily Monday through Friday during the morning
meeting which was part of the Quality Assurance
program. The staff revealed they developed and
reviewed education in-services and policies for
the lab policy and protocot, care plans, and the
abuse and resident rights in-service, as wall as
the audit tools that will be used. The staff staled
they would also be reviewing the audit tools.
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-Review of Quality Assurance morning mesting
minutes dated 07/19/14, 07/20/14, 07/21/14,
07122114, 07/23/14, 07/24/14, and 07/25/14,
which had all bean raviewed and signed by the
Reglonal Nurse Cansuitant or the Regional
Director of Operations, was conductad.

-Interviews conducted on 07/25/14, at 4:45 PM,
with the Regional Corporate Nurse Consullant
and the Regional Director of Operations, revealed
they had reviewed and signed all daily Quality
Assurance minutas beginning on 07/19/14
thraugh 07/25/14. The Regional Corporate Nurse
Consuttant stated she had been in the facility
every day since immadiate jecpardy had been
identified.

-Review of Resident #8's Comprehensive Plan of
Care regarding anticoaguiant therapy revealed
the resident had a care plan intervention 1o obtain
a PT with INR as ordered by the physician.

-Review of Care Plan Protocol staff ware
informed whare care plans wera located at each
nursing station, and staff were required lo follow
the plans of care for each 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-sarvice roster dated 07/21/14,
regarding the Care Plan Protocol attended by
licensed nursing staff revealed the nurses were
provided education on the Care Plan Protocol as
well as required 1o take a posttest.

-Interviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, Licensed Practical
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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 usa
of the care plan, and had completed a posttest.

-Raview of an audit comnpleted by the Regional
Corporate Nurse on 07/20/14, revealed all care
plans for residents who were on anticoagulant
therapy had baen 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 an
anticoagulant therapy, to ensure their plans of
care were being followed as directed.

-Review of an audit completad by the DON, Unit
Managers, Minimum Data Sat (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 conducted 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 being provided as diracted in the
cara plans,

-Review of a letter sent to the facility's pharmacy
regarding the Phammacist not identifying and
bringing it to the facility's attention that Residant
#8, who was on Coumadin therapy, had not been
having the physician-ardered PT with INRs was
raviewed, The letter revealed the future
expactation of tha facility was that tha Consultant

Pharmacist would review all residents cn an
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anticoagulant as well as any other medication that
raculred laboratory levels to be drawn. The leftar
also revealed the Pharmacist was axpecied 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.

-Intervisaw conducted with tha DON on Q7/25/14,
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 Pharmacist 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 Consultant
Pharmacist would be required to monitor
laboratory tests for critical levels, drug-to-drug
interactions, and recommended drug alternatives,
In addition, the Consultant Pharmacist would be
required to exit with the Administrator and or tha
DON upon completion of the pharmacy review
and 1o leave a hard copy of the consultant reporis
with the Administrator and DON and must be
reviewed during the exit conference.

-Observation on 07/25/14, at 3:50 PM, of the
Administrator accessing the Consultant
Pharmacist computer system with access to the
reporls was conducted.

-Interview conducted with the Administrator on
07/25/14, at 4:30 PM, revealed she had
contacted the General Manager of the pharmacy
regarding the concern that Consultant Phammacist
had not identified and notified the Administrator
nor tha DON regarding the PT with INRs nat
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balng dona as ordered for Resident #8. The
Administrator stated she then sent the
information fn a tetter to the phanmacy. The
Administrator stated the Gerneral Managerwas
Informed the new Consultant Pharmacist would
have to attend an In-service by either her or the
DON when coming to the facilkty on their next DM R A
scheduled visit. The Administrator stated she WELL-BEING
attended all Quality Assurance Committee
meelings and would be reviewing all data 1. Resident #8 had a physicion's order for
obtained from all the audits. toutine T with INR th:y week. '
Resident #8 had a PT with INR drawn on
~Interviews conducted with the Reglonat 5/12/2014, On May 12, 2014 the lab
Compomte Nuree Consultant and the Regional audilor was dving her review and saw that
Director of Operations, on 07/26/14, at 4:45 PM, the PT with INR for Resident # 8 was
revealad sither one or both of them had provided g0ing W expire on July 31, 2014 so she
oversight to the fadility and would continua to do went in (o renew the lab n the Medlab
sa until the jeopardy was abaled, and then would sysiem. She migiakenly chenged the start
provide oversight on a weekly basis, The date 1o July 1, 2014 through July 31,2014
interview also revealed thay would continue to Which deleted out of the system until that
reviaw all Quallty Assurance minutes. date thrznf?m there would be no PT with
F 490 | 483,75 EFFECTIVE F 400 }zl::vt:; ;'3.’ “éﬁﬂsffn?f?&“?“fé‘i f ¢
§8=y | ADMINISTRATION/RESIDENT WELL-BEING The st mansger discoveres tar & BT
A facllity must be administened in a manner that ﬁ;ﬁﬁf J:::h;g'dzr;\lvz d-;fhn:g
enables it to Use Ils resources effectivaly and physician was notified by the upit
efficiently to attain or maintals the highest manager and a elarification order was
practicable physical, mental, and psychosocial obtained to get a PT with INR, weckly on
well-being of each resident. 6/30/2014. The unit manager put the PT
with INR in the Medlub computet system
to be drawn an the next lab day which
was 7/1/2014, The PT with INR was
This REQUIREMENT 13 not mat as evidenced drawn on Resideat #8 on 7/2/2014. The
B PT was 85.1 and the INK wus 7.0, The
Based on obsarvation, interview, record raview, physician was notified by an LPN and
review of tacllity policies enfjtiad "Medication new orders were recelved 10 ransfer the
Administration" and “Lab and Diagnostic test :;ig;‘;:s é‘;‘:‘:e::’ﬁ'\‘;l_ag“;dd"ﬁf’d :
o 3 . 1 mitted to
rasults-Clinical Protocol,” and the Administralor's the hospital from 7/2/2014 to 71472014,
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position dascription, it was detarmined the
tacility's Administration falled to ensure iis
resources were usad effectively and efficlantly to
attain or maintaln tha highest practicabla physical,
mental, and psychosactal well-being of ona (1) of
thirty-four (34) sampled residents (Resldent #8).
The facility admitted Resident #8 on 09/07/12 with
diagnoses that includsd Atrisl Fibrillation. A
raview of the physician's orders for May 2014
revealed tha physician had written an order for
staff to administer 8 miillgrams {mg) of Coumadin
to Resldent #8 every night and to obtaln a
Prothrombin Time (PT) with an Intemational
Nomnalized Ratio (INR) (faboratory tests routinely
aniered for patlents that recaiva Coumadin to
check bisading time} fo bea drawn weekly. Raview
of Resident #8's physiclan's ordars ravealed
although the medications had been administersd
a5 ordered, the laboratory teats had not baen
eonducted on a weekly basls for Resident #8 as
ordered. Raview of laboratory reports revealed a
PT with INR had been conducted on 05/12/14;
howaver, the next PT with INR had not been
contuctad until 07/02/14, a timeframe of saven
weeks. Review of the laboratary repart for the PT
and INR conducted on 07/02/14 ravealed
Resident #0's PT and INR levels wera "Critical,
ard the resident was transferred and admilted to
a hospltal, placed on telemetry, and diagnosed
with "Coumadin Toxicly." Interview conductad
with the Administrator revealed the Director of
Nursing {DON) informed her on 07/01/14 that the
routine laboratory tasts used Lo monitor Resident
#8's Coumadin use had not been conduycled as
ordered by the physiclan since 0512114, even
though it had been ordared ta ba conducted on a
weekly basls. The Administrator staled the Unit
Managers and DON were presant on 07/01/14,

when the Incldent was discussed, According to

F480}  ,rdered by the physician are at risk. All
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of the License nursing staff as well as the
urit mansgers has been in-serviced on the
ncw Iab policy end protocol by the DON,
Staff Development Nurse or designee by
77202014, New protocol has been
developed to ensure that labs are drawn as
ordered and that resuits are received in s
timely manner to prevent residents from

missing any ordered labs.

3. The ndministeator drofted 8 letter to the
manager of Madlab on 7/22/2014 stating
that the minimum expectation 11 that for
any changes in rencwing a lub order or
any other changes ta the Medleb system
they must notify the Administrator and
DON 23 well as provide educatlon on
thase changes.

Also stated in the letter from July 22,
2014 is the expectation that oo Medlab
auditor will not renew any labs ot all, the
fachlity 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 expiring in the
upcoming month so that the buflding can
renew the lab orders in the Med!ab system
timely.

The Reglonal Divector of Operadons or
the Clinical Nurse Consultant for
Preferred Care Partners, MG wiil be in the,
factlity 10 provide management aversight
throughout the survey process at least
weekly

A lak policy and protocol was developed
on July 19, 2014 by the quality assurance
commiltes to be used for ell labs, This
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the Adminlstrator, because fthe Unit Managera
wera réquired to monitor laboratory tests to
ensure the teate wera done and were present
when the DON was notified of the incident, the
facility had not conducted staff In-services relatad
to the incident and had not monitared any other
resident recards, inciuding physician orders and
laboratory reporis, to ensure other residents’
medications and laboratory tests wera provided in
accordance with physician's orders,

The facllity's fallure ta ensure it was administered
in a manner that anabled it to usae ita resources
effectively and sfficlently to atiain or malntain the
Righest practicable physical, mentsl, and
psychosocial well-being for lis residents caused,
ar was likely ta cause, sarlous Injury, ham,
impainment, or death to reaidents in the facilty.
Immediate Jeopardy was delermined to axist on
05/19/14 at 42 CFR 483.25 Quality of Cara
(F329), 42 CFR 483,20 Resident Assessment
(F282), 42 CFR 483.60 Pharmacy Services
(F428), 42 CFR 483.75 Administration {F490 and
F520) at a scope and severity of “4."
Substandard Quality of Care was kientifled at 42
CFR 483.25 Qualily of Cars (F329), Tha facility
was nolified of the Immedlate Jeopardy on
07/18{14,

An accaptable Allegation of Compliance (AOC)
was recalved on 07/24/14, which alleged removal
of the Immediate Jeopardy on 07/24/14. On
07/25/14, the Slate Survey Agency detarmined
the Immediate Jeopardy was remaoved on
07/24/14, as alleged, which lowerad the scope
and saverlty to "D" al 42 CFR 483.25 Quality of
Cara (F328), 42 CFR 483.80 Pharmacy Services
(F428), 42 CFR 483.75 Administration {F490 and
F420) whila the facility moniiorg the affectiveness

Preferred Care Partners, MG In secvieed
the DON and the Staff Development
Nurse and the Administrator on the lab
policy and protacal on 7/19/2014 before
they in serviced the licensed nursing staff.

All licensed nursing staff as well as the
unit managers has been eduicated on (he
new lab policy and protocol by 7/20/2014
by the DON, Staff Development Murse ar
designee, Alt new nussing hires wilt be
educated on the lab policy and protocol
during orientation. No licensed nursing
stafT will be permitted ta wark prior to
recciving this education,

The unit managers have a lab calendar
which has all routine 1abs scheduled to be
drawn for the rest of the year in it. They
weill compere their lab caléndar to the jabs |
In the tab book prior o meming meeting
Monduy through Friday to ensure that
they mateh and to ensure that they are
Jdrawn timely as ordered and resules are
received os-well as family and physicizn
notificatlon as needed. This process
began 7/19/2014. The Administrator
and/or DON or designee will monitor use
of the lob baok five days a week Monday
through Friday in morning meeting to
ensure that labs have been drawn s
urdered and results has came back and has
been addressed, Routine labs are Monday
through Thursday, Any issues identified
are corrected immediately. Results will
be taken to the QA meeting,

The Nurse on the rotating call schedule
was inserviced on the weekend lab
monitoring log or 7/22/14 by the
Adiministrator. The weekend aurse on call
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F 480 | Continued From page 90 F 490 will call the facility on Saturday and
of systamic changes and quality assurance Sunday at 3um, Ipm, Spm, and 9pm to
activities, see if any stat labs were ordered on the
weekend: If stat labs have been ordered
The findinga include: they will verbally verify that the results
hiave bezn received and the physiciin and
Review of the Administrator's "Position the family kave been nutified snd if uny
Description” dated and signed by the new oters have beca secsived, Theywill
Administrator on 02/12/13, revealed the Wiite (h's cown on e weekend lab
monitoring log beglnning this upcoming
Administrator was responsible for directing tha
e weekend. 1f there are any weekend stat
day to day functions of the facility in accordance e
: Inbs ordered the Nurse on call will call the
with current federal, state, and local guidelines Administrator or DON end will QA any
and regulations that govarmn nursing faciliffes {p {abs ordered end received during the
assure that the highest dagree of quality care can weekend.
be provided to residents at all times. The position
description alse revealed i was the The Administrator drafted a letter to the
Adminiatrator's respensibliity to ensure excellent menager of tfie pharmecy an July 23,
care was maintainad for residents by overseaing 2014 sinting that during the phannacist’s
and monitoring patient care services deliverad. monthly review at the fucility the
minimum expectation ts that alf resldents
Review of an undsted facllity policy titled, with an order for Coumadin must bo
"Medication Administration,” revesled the nuraing reviewed svery month. The Jetter also
staff would evaluata medicalions to detetmine if a staled that the pharmacy consultant must
resident had an adverse consegquence such as an exil with the Administrator and/or DON
abnormat laboratory test result, or had achieved ?"d go m the °°“I§':1],'““' "P‘I’m:"‘d
the therapeutlc drug level (within the desired caysja hard copy ot his consufiant report
levet), or a level that was too high or too low. The edministrator calted and spoke with
- . N John Smith (General Manager of The
e e A administrator called and spoke with John
Diagnostic test results-Clinicai Protecol,” with a Stmith (CGeneral Manager of Omnicare of
revision date of Oclobar 2010, ravealad tha Beattyville) and explained to him that the
physician Wﬂ:t]ld Identify anddri:ardar d:iagn:;ﬂc and pharmacy consultant must exit with the
leberatory testing based on diagnostic a Administraler and/or DON and go over
monltoring needs. The policy revealad nursing their consultant reports when reponts ure
staff would process Lhe test requisitions and ready and provide the fhcility with o hard
errange for the {ests to be completed by the copy of the consultant reports on July 21,
laberatory, 2014,
Review of the contract between the laboratory
and the facility dated 10/02/08, revealed the
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confract did nol specify an amount of tima at
which a physiclan's routing laboratory order would
expire. The contract revealed the laboratory
wauld fumish (o tha facility the results of ail
routine tesis as cutlined in the physician's order In
a reasonabla time lo the faclity,

Medical record review ravealed the facllity [nitially
admitiad Reeldant #8 on 08/07/12, with
diagnosis that included Atsial Fibrllation.

Reviaw of the monthly May 2014 Physiclan's
Orders for Resldent #8 revealed an order for @
milligrams of Coumadin {anticoagulant} o be
administarad every night and for a Prothrombiin
Tima (PT) with an International Narmallzed Ratlo
(INR) (leboratory tests to check blaeding time) to
be conducted every week. Review of Resident
#8'8 laboratory results revealed a PT with INR
had been conductad on 05/12/14; however, no
further PT with INR had beean conducted untl
07/02/14, at which time the resident's PT was.
86.1 seconds (73.5 seconds above tha reference
range of 9.5 to 11.6 seconds) and hisher INR
was 7.0 (5.9 abave the reference range of 0.8 to
1.1). According to the labaratary report, both
lavels were "Critical.” Documentation in the
Nursing Notes revezled on 07/02/14, ot 5'41 PM,
factiity staff notified tha resident’s physiclan of the
efevated PT and INR laboratory results and the
rasident was transported to a hospltal for further
svaluation and treatment.

Documentation In the resident's hospital record
revealed Resldant #8 was admilied to the
hospital on 07/02/14, placed on telemetry to
monitor histher vital signs, and the physician at
the hospital diagnosed Resident #8 to have
"Goumadin Toxlcity.*
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educate the pharmacy consultant before
their next regular review on the ensuring |
that they essess the following areas: '
menitoring labs for critical levels, drag to
drug interactions, and recommended drug I
gllernatives. The education wilt also
include that the pharmiacy consultant mest
exit with the Admintstrator and/or DON
upon completlon of their revicw to go

over consultant reparts and provide the
facility with a hard copy of the consulant
Teport. ‘The pharmacy consultant will be
fequired to sign verification of education,

The edministrator and DON now has
eccess 1o Omniview effective Juty 23,
2014 50 we can go in and look at the
consultant reports as well as any notes
that has beent made. The Adminfstrator
and DON will review the reports.in the
Omniview systam when they become

available after the pharmacy consultant
hag did his exit. The Administrator and
DON wifl check the Omniview system
daily after the pharmacy consultant has
exited 1o see if the reports are on
Omniview. When the reports are
aviilable on Omniview the Administrator
and DON will compare Omniview to the
hard copy pharmacy reports to ensure that
they match, Any issues found will be
nddressed through quality sssurance and
taken to quality assurance meetings for
foltow-up,
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Intarview conductad with the Administrator on
07718114, at 2:30 PM, revealad the Director of
Nursing (DON) had Informed her on 07/01/14 that
the routine [aboratory tests used o monttor
Reskdent #9's Coumadin use had not been
conductad as ordered by the physiclan since
05/12/14 aven though i had been grdared to be
conducted on 8 weekly basls, The Administrator
gtated the pharmacist and riursing staff failed to
Identify and/or report that the rouline Jaboratory
tests for Resldant #8 had not been conducted as
arderad by the physiclan. The Administrator
stated a Unit Manager had leamed on D8/20/14
that the laboratory tests had not been conducted
ag ordared by the physician for Rasident #8 and
contacted the rasident’s physician. According to
the Adminlstrator, the Unit Manager that leamed
tha laboratory tests had not been conducted
notified the DON on 07/01/14 in the presence of
the facliity's Unit Managers, who wera
responsibie to monitor the laboratory requests to
ensure they had baen completed. According to
the Administrator, baceuse the Unit Managers
were prasent when tha DON was notified of the
amission of the laboratory tests for Reaident #8,
tha Administrater had not taken any action to
educate staff of tha facility’s policies retated to the
incident and had nat monitored any othar resident
records, ncluding physiclan erders and laboratory
reports, to ensure other residents medications
and laboralery tests were provided In accondance
with physician orders, In addltion, the
Administrator stated that prior to 07/01/14 she
was not aware laboratory orders would expire In
the computer system afar 400 days nor way that
Information in the contract batween the facliity
and the laboralory. However, when the
Administratar became awsare on 07/01/14, no

4. The Regional Director of Opecations or
Regional Ctinical Consulrant will review
the facility onslte or assist with
monttoring administration weekly or as
needesd times 6 weeks. Results of the visit
will be reviewed in the Quality Assurance
nieeting.

The Quality Assurance Committes
consisis of facility and contracted staff.
This includes Administrator, DON, Unit
Managers, Siaff Devalopment Nurse,
Social Services, Activities Director, and
the Dietary Dircctor. Contracted
membership includes the Medical
Director.

QA Mectings can be held with two or
more team members in attendance daily 5
days a week and PRN for review of dats
(0 ensure complionce including: any
findings of labs not coinpleted per -~
pliysician order, any sbnormal lub results
found without physician notificution, or
critical lub results,

QA Committce members will review QA |

{opics minimelly S days a week and PRN
for 30 days or additionally a3 necessary
urtil 9/30/2014; then monthly thereafier
or us needed. The Regional Clinical
Consultant or the Reglonal Director of
Operations for the Management
Company, Preferred Care Partners,
Management Group witl review,
comment, recommend and/or approve QA
meetings minutes five time weekly or os
needed untll September 30, 2014,
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action was taken to ensure laboratory testing
orders did not expire and labaratory tests wers
obtained as ordered by residants' physicians.

**The facility providad an acceptable Allegation of
Compliance (AOC) on 07/24/14. Thae facility
implemented tha following actions to remove the
Immediste Jeopardy:

-Resident #8 had a physiian’'s order for a routine
PT with 1NR to be drawn every week. Resident
#8 bad a PT with INR drawn on 5/12/14, On
08/12/14, the lab nated that tha PT with INR for
Resident #8 was going to expire on 07/31/14 so
sha went in to renew the lab in the Medlab
System. She mistakenly changed the stari date
to 07/31/14 through 07/31/14, which deleted the
order out of tha system until that date; therefore,
there would be no PT with INR order in the
system for Resident #8 from 05/12/14 until
07/01114. The Unit Manager discovered that a
T 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 05/30/14 to oblained a PT
with INR weekly. The Unit Manager put the PT
with INR In the Medlab computer system to be
drawn on the next lab day, which was 7/1/14.
The PT with INR was drawn on Resident #8 on
7/2M4. Tha PT was 85.1 saconds and the INR
was 7.0. The physician was notified by the LPN
and new orders were received to transfer
Residant #8 to the hospital for direct admission.
Resident #8 was admitted to the hospital from
07/02114 to 07/04/14.

-All residents who werae to have routine labs
ordered by tha physician are at risk. The
Regional Nurse Consultant provided an in-service

F 490
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for the DON and Staff Development Nurse on the
lab policy on 07/19/14, prior {o providing an
in-service to Licensed Nursing Staff and Unit
Managers. All of the nurses, as wall as tha Unit
Managers, will be in-servicad by the DON, Staff
Development Nurse ar designee on the new
laboratory policy and protocol. New protacol has
bean devaloped to ensure that laboratory lests
ara drawn as ordered by the physician and that
the results are received in a timely manner.

«The Administrator drafted a letter to the managar
of the laboratory on 07/22/14, stating that tha
minimum expactation is that for any changes in
renewing a lab order or any other changes to the
labaratory system they must notify the
Administrator and DON ag well as provide
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 the upeoming
month so that they could renew the lab orders in
the laboratory system timely.

-A |ab policy and protacol was developed by the
Quality Assurance team on 07/16/14 to be used
for all laboratory tests. This new policy and
protocol includes the steps to take starting from
receiving a laboratory ordar zll the way to getting
the results and monitoring for timeliness.

-The Regianal Nursa Consultant in-servicad 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.
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-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 naw nursing
hires will be educated on the lab policy and
protocal during arientation. No licensed nursing
staff will be permitted to work prior to receiving
this education. Six (6) licensed nursing staff had
not received the in-service because of vacation
and sick leava; howavar, the facility will provide
in-service to the six employees before they return
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 issuas
identified were addressed and tzken through QA.
Based on the information provided, Quality
Assurance follow-up included completion of
documentation, Physiclan order clarification, and
putting lab results an the chart.

-The Unit Managars will have a laboratory
calendar, which has all routine laboratory tests
scheduled to be drawn for the rest of the year on
it. They will compara the laboratory calendar to
the laboratory tests in the laboratory book prior to
the moming mesatings Monday through Friday to
ensure that they match and to ensure that thay
are drawn timely as ordered and results are
received 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 {ests have been drawn as orderad
and resulis have been returned te the facility and
have been addressed. Routine laboratory tests
are performed Monday through Thursday,
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~The Nurse on the rotating call schedule was
in-serviced on the weekand lab-monitaring log on
07122114 by tha Administrater. The Weskend
Nurse on Call will call the facility on Saturday and
Sunday at 9 AM, § PM, and 9 PM to see if any
"stat” laboratory tests were ordered on the
weekend. If "stat® laboratory tests have been
ordered they will varbally verify that the rasults
have besen raceived and the physician and the
family hava been notified and if any new ordars
have bean received. They will write this down on
the weekend lab monitoring log beginning this
upcoming weekend.

-All staff has bean in-saerviced on abuse, the
definition of abusse, and reporting abusa.
Education will be conducted by DON, Staff
Development Nurse or designee with a
completion date of 07/20/14. Ne agancy is used
at the facility. All new hires will be educated
during general orientation by the Staff
Deavelopment Nurse.

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

-The Quality Assurance Committee consists of
facility and contracted staff. This includes
Administrator, DON, Unit Managers, Staff
Development Nursa, Social Services, Aclivities
Diractor, and the Dietary Director. Coniracted
membership Includes the Madical Director.
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-The Quality Assurance Committee members
reviewed the aducation material on §7/19/14,
The education matarials crealed were reviewed
by Quality Assurance and have been taught to
staff by the DON and Staff Development Nurse,
who were in-servicad by the Regional Nurse
Consultant bafore they in-serviced the Licansed
Nursing Staff. Records of the in-sarvice include
signatures of altendanca, signature of in-services
received, and copy of testing for efficacy of the
training. Staff in-service education was provided
on 07119114 and completed on 07/20/14. Staff
retained copies of all in-service materials for thair
use.

-Members of the Quality Assurance Committee
developed a policy on 07/19/14 ta validate that
Laboratory tests were abtained as orderad by the
physician and results were raceived and followed
up on timely per policy protocol. This was
implemented 07/19/14 and is ongoing. Tha Unit
Managers will compare the laboratary calendar to
the laboratory tests listed on the
laboratory-tracking sheet before morning
meetings to verify they match. The Unit Manager
will then follow up prior to the marning mesting to
ensure that lahoratory tests were drawn as listed,
rasulis have baen recsived, and they have been
followed 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 ensure that laboratory tests have
been drawn as physician ordared and results
have been received. Any issues identified will be
corrected immediately. This practice became
sffective 07/19/14, If any weekend "stat”
labaratory tests ordered, the Nurse on Call will
call the Administrator or DON and will audit any
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laboratory tests orderad and received.

-Quality Assurance Meetings will be held with two
{2} or more team members in attendanca 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 resuits found without
physician notification, or any critical lab resulis.

-Quality Assurance Committee members will
review data (any findings of laboratory tests not
complatad per physician order, any abnormal lab
results found without physician notification, or any
critical lab results) minimally five (5) days a week
and PRN for thirty (30) days or additionally as
necassary until 08/15/14; then one (1) time
weekly until 09/12/14 or as needed; then monthly
thereafler or as nesded sooner,

-Regional Nurse Consultant or tha Regional
Direct of Operations will review, comment,
recommand, and/or approve Quality Assurance
mestings as per the monitoring protacal.

-The Pharmacy Consultant reviewed Resident
#8's medical record on 05/19/14 and on 06/26/14.
The phamacist noled on the 06/26/14 review in
Omniview (the pharmacy's compulerized 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 awars of this issue by the Pharmacy
Consultant and neithar the Administrator nor DON
had access fo Omniview. During the audit, thé
pharmacist failed to review all Coumadin or olher
blood thinning laboratory tests, which placed all
residents with this type of medication at risk.
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-The DON spoke with the current Pharmacy
Consultant on 07/18/14, who had conducted tha
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 facllity
starting in August.

-The Administrator drafted a Istter ta the General
Manager of the pharmacy on 07/23/14, stating
that during the pharmacist's monthly review, the
minimum axpectation is that all residents with an
order for Coumnadin must ba reviewed evary
month. Tha latter also stated that the Pharmacy
Consultant must exit with the Administrator and/or
DON, go over the consultant reports, and leave a
hard copy of his consultant report.

-On 07/21/14, the Administrator called and spoke
with the Genera! Manager of the pharmacy and
axplained to him that the pharmacy consultant
must axit with the Administratar and/or DON and
go over their consuitant reparts when reports are
ready and pravide the facility with a hard copy of
the consultant reports.

-The Administrator and/ or DON will educate the
Phamacy Consultant before their next reqular
raview to ensure they assess the following areas:
monitering labs for critical levels, drug-to-drug
interactians, and recommendsad drug alternatives.
The education will also include that the Pharmacy
Consultant must exit with the Administrator and/or
DON upon completion of their review to go over
the consultant reports and provide the facility with
a hard copy of tha consuiltant reporis. The
Pharmacy Consultant will be required to sign
verification of education.
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-The Administrator and DON now have access ta
the phamacy computer system sffective
07/23/14, s0 they can go in and look at the
consuliant reports as well as any notes that had
been mada. The Administrator and DON will
review the reports in the pharmacy computer
system when they become available after the
Pharmacy Consultant has completed his exit.
Tha Administrator and DON will check the
computer system daily after the pharmacy
consuitant has exited to ses if the reporis are on
the computer. When the reports are available on
the computer tha Administrator and DON will
compare the computer to the hard copy
pharmacy reports to ensure that they match. Any
issuas found will be addressed through quality
assurance and taken to quality assurance
meetings for follow-up.

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

-If any weekend 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.

-Resident #8 has a care plan for anticoagulants,
which stated 1o obtain a PT/INR as ordered, at
least monthly. However, the PT with INR
{aboratory tasts for Resident #8 were not drawn
weekly as ordered by the physician or as care
planned from 05/12/14 to 07/02/14.

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

-Licansed Nursing staff will be in-serviced on the
comprehensive care plan use in directing rasident
care by 7/21/14. In-services will ba conducted by
the Staff Davelopment Nursa, DON or designee.
In-services will include decumentation required
for the use of interventions on the care plans. All
new hiras will be educated during general
orientation by the Staff Davelopment Nurse. Six
(6) licensed staff members have not been
in-serviced due to vacation, or sick leave and they
will be educated before they ara allowed to raturn
to work.

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

-One hundred percent {100%) of the care plans
have been reviewed and/or updated for labs an
07121114 by members of tha care planning team
Including the DON, MDS, Unit managers, Dietary
Manager, Social Services.

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

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

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

-Review of the laboratory reporis for Resident #8
revealad a PT with INR dated 07/02/14 with the
results being 85.1 for the PT and the INR results
being 7.0.

-Review of the Nurse's Notes for Residant #8
dated 07/02/14, at 5:41 PM, revealed Resident
#8's physician was natifted regarding the results
of the residant's PT with INR, and the resident
was sent fo the hospital.

-intarview conducted with Registarad Nurse {RN)
#2 on 071814 at 9:05 AM, revealsd Resident #8
had not received his/her PT with INRs weekly as
was ardered by the physician in the May 2014
physician orders. The RN staled on 06/30/14 sha
notified Resident #8's physician that the resident
had naot received a PT with INR laboratory test as
ordaered and received an order to oblain weakly
PT with INR. A PT with INR was completed on
07/02114, the resident's physician was notified of
the results, and the resident was sentto a
hosgpital.

-Interview with the laboratory Corporate Manager
on 07/22114, at 2:00 PM, revealed during her
monthly raview of laboratory orders, the
Laboratory Auditor had updaled Resident #8's PT
with INR order in the computer, which was set to
expire on 07/31/14, and had inadvertently set the
new start date for 07/01/14, instoad of 05/15/14.

-Raview of tha Laboratory Policy and Protocol

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SULOING COMPLETED
C
185221 B. WING 07/2512014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SALYERSVILLE NURSING AND REHABILITATION CENTER 571 PA ¥ DRIVE
SALYERSVILLE, KY 41485
%4 D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORREGTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
F 490 | Contirued From page 102 F 490

FORM CMS-2547(02-09) Pravious Versons Otsolete

Evant IC: COFV14

Facllty ‘D 100518

If continualion shaet Page 103 of 137




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

PRINTED: 08/25/2014
FORM APPROVED
MB NO. 0838-0391

185221

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A_BUILDING

B. WING

(X3} DATE SURVEY
COMPLETED

C
0712572014

NAME OF PROVIDER OR SUPPLIER

SALYERSVILLE NURSING AND REHABILITATION CENTER

571 PARKWAY DRIVE
SALYERSVILLE, KY 41465

STREET ADDRESS, CITY. STATE, ZIP CODE

o4 1D SUMMARY STATEMENT OF DEFICIENCIES

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR L5C IDENTIFYING INFORMATION)

1} PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE Dare

DEFICIENCY)

F 490 | Continuad From pags 103

(SDN) attended an in-service by the Regional
Nurse Consultant on the lab policy, neglact,
resident rights, and care plans.

on 07/25/14, st 4:40 PM, revealed they had
attended an in-service on 07/19/14, by the

the In-sarvica to the nursing staff.

to both the DON and the SDN on 07/19/14,
related to the [ab policy and protocol, ahusa,
resident rights, and care plans prior to them
providing an in-service to the nursing staff,

-Review of tha in-service roster revealed 43

and care plans.

SRNA#14 at 2:11 PM, SRNA #15 at 2:15 PM,

attended an in-service on abusse, and resident
rights.

developed by the facility on 07/19/14, revealed a
posttest had been completed by all facility nurses.

-Review of an in-servica roster dated 07/19/14,
revealed the DON and Staff Development Nurse

-Intarview conducted with the DON and the SDN

Regional Corporate Nurse on the lab policy and
protocol, abuse, resident rights, and care plans,
The DON and SDN stated they had then provided

-Interview conducted on 07/25/14, at 4:15 PM,
with the Regional Nurse Consultant revealsd she
had been responsible for providing an in-service

facility nurses attended the in-service provided by
the DON and SDN on the fab policy and protocol

-Interviews canducted on 07/25/14, with RN #2 at
443 PM, RN #9 at 2:38 PM, Licensed Practical
Nurse (LPN) #3 at 2:46 PM, LPN #5 at 2.56 PM,
LPN #8 at 2:02 PM, State Registerad Nurse Aide
(SRNA) #8 at 2:24 PM, SRNA #10 at 2:00 PM,

and SRNA #16 at 2:28 PM all revealed they had
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-Interviews conducted on 07/25/M4, 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 revealed they had
attended an In-service related fo the lab poficy
and protocol regarding how to put a laboratory
order into the camputer, the tracking process,
and documentation required.

-Review of the lstter sent to the laboratory dated
07/22/14, revealed the laboratory service was not
to renew any laboratory orders that were near
expiration, and that the facility would do all
renawals. The tabaratory was required to
immediately nofify the Administrator and the DON
of any changes or any laboratory ordars that were
about to expire.

-Interview conducted with tha Administrator on
07/25M14, at 4:30 PM, and the DON at 4:40 PM,
revealed the Administrator had notified the
laboratory's General Managear by phone and then
by letter and had instructed them that they wera
to no longer update any laboratory orders in the
computer, that the facility would do all laboratory
updates, and that the facility expected the
Laboratory Auditor ta give the Administrator and
the DON a list of all rasidents whose laboratory
ordars were nearing expiration.

-Review of an audit completad 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 ordered by lhe
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 #9 at 2:38 PM,
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Licansed Practical Nurse (LPN) #3 at 2:46 PM,
LPN #5 at 2:56 PM, LPN #8 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 2!l rasidents’
laboratory orders to ensure the orders had been
compleled as ordered by the physician and the
reporis had been placed on the resident's
medical record and the results reportad to the
physician as necessary.

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

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

Interviews 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 arders
to ensure the laboratary test were completed.
The RNs also revealed thay were required to
check [aboratory orders datly prior to attending
the moming Quality Assurance meeling and were
required to report any concerns with laboratory
orders not being completed.

-Interview conducted with the Administrator on
07/25H14, at 4:30 PM, and the DON at 4:40 PM,
ravealed they reviewed the laboratory calendars
every moming in the Quality Assurance morning
meeting to ensure laboratory orders had besn
completed as ordered by the physician.

-Review of the Nurse on Call schedule revealed a
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nurse was scheduled evary weekend 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
Nurse was required to cali the facllity on Saturday
and Sunday at 2:00 AM, 1:00 PM, 5:00 PM, and
9:00 PM, to ensure any "stal” laboratory orders
had been conducted. If any were orderad, the
RN was then raquired to verbally verify if the
results had been received by the facility. The
weekend Nurse an 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 revealed they had attended an in-service
by the Administrator an 07/22/114. The interviews
revealed they were required to call the faciiity
when on call on Saturday and Sunday at 8:00
AM, 1:00 PM, 5:00 PM, and 3:.00 PM, {o 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
Quality Assurance program, which bagan on
07/26/14.

-Interview conducted with the Administrator on
07/25M14, at 4:30 PM, revealed she had
conducted an in-service for nurses who would be
taking administrative call on weekends on
07/22/14, The Administrator stated the on-call
nurses were required to call the facility at 2:00
AM, 1:00 PM, 5:00 PM, and 9.00 PM {o ensure alt
stat laboratory orders had been completed and
tha results ware on the resident's medical record,
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The Administrator stated the process would begin
on Saturday, 07/26/14. The Administrator stated
she would ba 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 Resident Rights with a postlest,
revealed all employees had attended the
in-sarvica.

-Reviaw of a new hire in-setvice syllabus was
raviewed and the laboratory policy in-servica 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 #8 at 2:02 PM, State Registered Nurse Alde
(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 also completed a postiest.

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

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

-Review of an audit completed by the DON, RN
#2, RN #8, RN #9, and RN #10 on 07722114,
revealed the facility had reviewed all residents'
laboratory orders to ensure Iaboratory onders had
been completed as ordered by the physician.
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-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,
DON at 4:40 PM, and the Administrator at 4:30
PM, revealed they were all part of the Quality
Assurance Committee and attended meetings
daily Monday through Friday during the moming
mesting which was part of the Quality Assurance
program. The staff revealed they developed and
reviewed education in-services and policles for
the lab policy and protecel, care plans, and tha
abuse and resident rights in-service, as well as
the audit tools that will be used. The staff stated
they would also be reviewing the audit tools.

-Review of Quality Assurance morning meeting
minutes dated 07/19/14, 07/20/14, 07/21/14,
Q7/22/14, 07/23/14, 07/24/14, and 07/25/14,
which had all been reviewed and signed by the
Regional Nurse Consultant or the Regional
Directar of Operations, was conducted.

-Interviews conducted on 07/25/14, at 4:45 PM,
with the Reglonal Corporate Nurse Consultant
and the Regional Director of Operations, revealed
they had reviewed and signed all daily Quality
Assurance minutes beginning on 07/19/14
through 07/25/14. The Regional Corporate Nursa
Consultant siated she had been in tha facility
avery day since immediate |eopardy had been
identified,

-Review of Resident #8's Comprehensiva Plan of
Care regarding anticoagulant therapy revealed
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
informed where care plans wera [ocated at each

FORM CMS5-2267(02-39) Previous Versions Obeolets

Event ID-COFVH

Facilty 10 100518

1t continuation shest Page 109 of 137




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/25/2014

nursing station, and staff were required to follow
the plans of care for each resident, and directed
that care plans wouid be updated with any
changa in condition that would impact a resident's
care.

-Review of an in-sarvica roster dated 07/21/14,
regarding the Cara Plan Protocol attended by
licensed nursing staff revealed the nurses were
provided education on the Care Plan Prolocol as
wall as required to take a posttest.

<Interviews conducted on 07/25/14, with RN 22 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 #8 at 2:02 PM, verified they had
attenided an in-service regarding the required use
of the care plan, and had completed a posttest.

-Raview of an audit completed by the Regional
Corporate Nurse on 07/20/14, revealed all care
plans for residents who were on anticoagulant
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, ta ensure their plans of
care were being followed as directed.

-Review of an audit completed by the DON, Unit
Managers, Minimum Data Set (MDS)
Coordinator, and Social Services revealed 100
percent of the resident care plans wars audited to
ensure laboratory orders wera dacumented on
the care plans.

-Interviews conducted on 07/25/14, with RN #2 at
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4:43 PM, RN #8 at 2:30 PM, RN #8 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 being provided as directed in the
cara plana,

-Review of a letter sent to the facility's pharmacy
regarding the Pharmacist not identifying and
bringing it to the facility's attention that Resident
#8, who was on Coumnadin therapy, had not been
having tha physiciarti-ordered PT with INRs was
reviewed. 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 laboratory levels to be drawn. The letter
also revealed the Pharmacist was axpectad 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.

-Interview 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 tha facility and a new
Cansultant Phammacist would be completing the
facility's pharmacy reviews.

-Review of an education syllabus to be taught to
the new Consultant Pharmacist before their next
ragular raview revealed the Consultant
Pharmacist would be required to monitor
labaratory tests for critical levels, drug-to-drug
interactions, and recommended drug aiternatives.
In addition, the Consultant Pharmacist would be
required to exit with the Administrator and or the
DON upon completion of the pharmmacy review
and to leave a hard copy of the consultant reporls
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with the Administrator and DON and must be
reviewed during the exit conference.

-Obsarvation on 07/25/14, at 3:50 PM, of the
Adminrlistrator accessing tha Consultant
Phammacist computer system with access to the
reports was conducted.

-Interviaw conductad with the Administrator on
07/25M4, at 4:30 PM, revealed she had
contacted the General Manager of the pharmacy
regarding the concern that Consultant Phanmacist
had not identified and notified the Administrator
nor the DON ragarding the PT with INRs not
being done as ordered for Resident #38. The
Administrator stated she then sent the
information in a letter to tha pharmacy. The
Administrator stated the General Manager was
infermed the new Consultant Phannaciat would
have to attend an in-service by either her or the
DON when coming to the facility on their next
scheduled visit. The Adminlstrator statad she
attended all Quality Assurance Commities
mestings and would be raviewing all data
obtained from all the audits.

-interviews conducted with the Regional
Corporate Nurse Consultant and the Regional
Director of Operations, on 07/25/14, at 4:45 PM,
revealed either one or both of them had provided
oversight to the facility and would continue to do
so until the jeopardy was abated, and then would
provide oversight on a weekly basis. The
interview also revealed they would continue to
review all Quality Assurance minutes,

F 520 | 4B3.75(0)(1) QAA F 520
58=) | COMMITTEE-MEMBERSMEET
QUARTERLY/PLANS
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A facllity must malntaln a quality assessment and
assurance committee congisting of the director of
nursing services; a phyaiclan designetad by the
facllity; and at feast 3 other membera of the
faclity's staff,

The quality assessment and assurance
commiltee meets at laast quarterly to identify
lssues with respect to which quality assesament
and assurance actvities are necassary, and
davelops and implements appropriate plans of
action to correct Identlfied quallty deficiencies.

A Slate or the Secretary may not require
disclosure of the records of such commities
except insofar a9 such disclosure.Is relatad 1o the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committae to identify
and correct qualily deficiencies will not be used as
a basls for sanctions.

This REQUIREMENT is nat met as evidenced
by:

Basad on interviaw, record review, and review of
the faclfity's policy entitled, "Quality Assessmant
and Assurance Plan," it was determined the
facility falled to maintain a Quality Assessment
and Assurance Committee that identified quality
daficiencles end failed to develop and implement
appropriata plans of action to correct Identified
deficiencies for one {1) of thirty-four {34) sampled
residents (Resident #8). Review of the May 2014
Physiclan Orders for Regident #8 ravealad the

F 520 483.75(0)(1) QAA COMMITTEE-
MEMBERS/MEET
QUARTERLY/FLANS

i, Resident #8 had a physician's order for
routine PT with INR every week
Resident #8 had a PT with [NR drawn on

5412/2014. On May 12, 14 the 1ab audilor

was doing her review end saw that the PT
with INR. for Resident # 8 was going to
expire an July 31, 2014 so she went in to

renew the 1eb in the Medlab system. She

mistakenly changed the start date to July
1, 2014 through July 31,2014 which
deleted out of the system umtil that date
therefore there would be na PT with INR.
order in the system for resident # 8 from
May 12, 2014 uniil July 1,2014. The unit
manager discovered that a T wilh [NR
wasn't belng drawn during changeover on
June 30,2014, The physician was notified
by the unit manager and » clarification
order was obtained to get a PT with INR
weekly on 6730/2014. The unit manager
put the PT with INR in the Medlab

computer systom to be drawn on the next |

lab day which was 7/1/2014, The PT with
TR was deawn on Resldent #8 on
71212014, The PT was 35.1 and the IRN
was 7.0. The physician was notified by
an LPN and new orders were received to
transfer the Resident #8 ta the hospital for
direet sdmission. Resident #8 was

admitied to the hospital from 7/2/2014 to

412014,
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410 SUMMARY STATEMENT OF DEFICIENCIER B PROVIDER'S PLAN OF CORRECTION 5
PREFK (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAQ REGULATCHY OR LBC IDENTIFYING INFOHMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE L
DEFIGIERCY)
F 520 | Continyed From page 113 F520f  The Quality Assurance Commitiee fhiled
physictan had ordered 8 miligrams of Coumadin to put a.plan in place after identifying an
(anticoagulant) to be adminiatered every night to issue with labs not being drawn for
the reaident and had also ordered a Prothrombin Resident #8 weekly per physician’s
Titne {(PT) with an Imernational Normalized Ratio orders, The Quality Assurance
(INR), which are laboratary tests to check the Co!nrmuce failed to develop a plan of
residants bieeding tims, 1o be completed on a action 10 correct the problem of labs nat
weekly basie, being drawn per phiysician's orders for
Resident #8 a3 well as failed to develop a
On 05/05/14, the physician pave staff a verbal system to monitor lobs.
order o decrease Realdant #8's Coumadin
dosage from 6 milligrams dally to 5 milligrams a mm;r:dom;m c‘.’]ﬂ;‘g‘:&
day. Review of laboralory results dated 05/12/14 apolicy on i/ 40
' validate that Labs arc. being oblained as
ravealed the resident's PT was 24.6 gaconds with ordered by the physician and results ere
a reference range of 8.5 to 11.6 seconds. The received and followed up on timely per
INR wag 2.2 seconds with a raference range of policy protocol. This was implemented
0.9 kv 1.1 seconds. Further review of the 7/19/2014 and Is ongoing, The unit
labaratory results for Resident #8 revealad after managers will compare the Jab calendar to
05/12/14, the facilily. falled to cbtain a PT and INR the labs fisted on the lab tracking shest to
for Resident #8 until 07/02/14 {a timeframe of verify thet they match prior to moming
saven weeks aftar the previous PT and INR had meeling. The unit manager will then
baen obtalned), at which lime the resident's PT follow up 16 ensure that labs were drawn
was 85.1 saconds (73.5 seconds above the us listed, results have been received, and
normal range of 9.5 to 11.8 seconds) and his/her they have been followed up on timely
INR level was 7.0 (5.9 above the normal range of prior 10 moming meeting, any issues
0810 1.1). notéd will be addressed and followed up
in QA. Dwring moming meeting Monday
Review of the laboratory report revealed the PT through Friday the Adminisirutor or DON
and INR lavals obtained on 07/02114 were or designiee will check the Lab book as
"Critical.” Review of the Nurse's Notes ravealed well as the lab cafendar 1o ensure tha lsbs
Reasidant #8's phyalclan was notified of the haye been drawn as physicisn ordered and
abnarmat lab results on §7/02/14 and the resicent results huve been received. Any issucs
was taken to a hospital where hefehe was placed ‘d","_“ﬁed are corrected immediately.
on telemetry and diagnosed with "Cowmadin This practice became ¢ffeetive 7/19/2014,
Toxicity.” If there arc any weekend sta labs ordered |
i the Nurse on calt will cell the i
Inlerview revesaled the facility falled to identify that Adminigirator or DON aud will QA sy
‘ Iabs ordered and reccived tha Regional
g PT ang INR had not been conducted on a Director ofOpcrations orthe chicma!
weekly basis (l’qr a tirna'ﬁama of saven waeks) a9 Nurse Consultant for the Preferred Care
ordered by Resident #8's physiclan and, as a Partners Management Group will review
FORM CMS-2567{02.99) Pravious Vanslany Obsclats Event I COFVA1 Factty 80Y Weekend QA lab noles/reponts ieot Page 114 of 137
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result, falled o develop and implement
appropriate plana of action thraugh a Quality
Assurance Program to corect the identiiled
deflolency to prevent medication and laboratory
monitaring errors, the pharmacist's failurs lo
identify and report drug irregularities to the
physician and the Director of Nursing, and the
facility's fallure to be administered in a manner to
ensure each resident maintained the higheat
practicable physical, mental, and paychosoclal
wallbseing of each resident. (Refer to F282, F329,
F428, and F490.}

The faclity's failure to ensure residenls received
adaquate drug monhoring and was free from
sigrificant madication errora caused, or was likely
to cause, serious injury, harm, Impairment, ar
death to resldents in the facility. Immediate
Jeopardy was detemnined to exist an 05/19/14 at
42 CFR 483.20 Resident Assessment (F202), 42
CFR 483.25 Quality of Care (F329), 42 CFR
483,80 Pharmacy Services (FA28), and 42 CFR
483,75 Administration (F490 and F520} at a
scope and severity of "J." Subistandard Quality of
Care was Identifled at 42 CFR 483.25 Quality of
Care (F329). Tha facility was notified of the
irmmediate Jeopardy on 07/18/14,

An acceptable Allegation of Compliance (ACC)
was received on 07/24/44, which alleged removal
of the Immediate Jeopardy on 07/24/14. Prior to
exit on 07/25/14, the State Survey Agancy
determined the Immediate Jeopardy was
removed on D7/24/14 as allegad, which lowered
tive scope and severity to "D* at 42 CFR 483.25
Quakity of Care (F329), 42 CFR 483.60 Pharmacy
Servicgs (F428), and 42 CFR 483.76
Administration {F430 and F520) while the facility
monitors the effectiveness of systemic changes

developed on July 19, 2014 by the Quality’

Assurance Committee and approved by
the Quallty Assurance Commiltee 1o be
used for all labs. AN residents who have
routine labs ordered by the physician are
atrisk. All of the nurses ay well as the
unil managers have been in-serviced on
the hiew lab policy and pmiocol. New
protocol hes been daveloped to ensure
that lnbs are deawn as ordered and that
results are received in a timely manner to
prevent residents from missing any
ordered lubs

One hundred percent of all antl-coagulunt
care plans were revicwed and/or updated
if necessary by the RNC for Peferred
Care, MG, on July 20, 2014

One hundred percent of residents who are
on Coumadin PT with INR labs were
audited by the DON 1o ensure they were
drawn per physiclans orders on
/202014, Any issucs identified wero
addressed.

3, The sdministrator drofted o letter (o
the monager of Medlab on 7222014
staling that the minimum expectation [s
that for any changes in renewing a lab
order or any other changes to the Medlab
system they must notify the Administraior
and DON as well as provide cducation on
those changes,

Also stated io the letter from July 22,
2014 is the expeciotion that no Medlab
suditor will not renew any labs st all, the
facitity will be responsible for that.
Medlals is also expected during theit
monthty audits will provide the
Administrator and DON with n list of
names for those orders expiring in the
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and quality assurancs activities.
The findings Include:

Review of the facifity's policy titled, "Quality
Assassmant and Assurance Plan," with a revision
date of December 2009, revealed tha facility
would davelop, Implement, and maintaln an
engoing, facilltywide Quality Assessment and
Assurance Program designed ta monitor and
avaluate the quality of resident care, pursua
tethods to Improve care quallty, and resolve
identified problems. The policy revealed lha
Adminlstrator was respansible for ensuring the
facllity's Qualily Assessment and Assurance
Program complied with federal, state, and local
regutatory agency requiraments.

Record review revealad the facility admitted
Rasidant #8 on 08/07/12, with a diagnosis of
Atrial Fibrillation.

Review of Resident #8's May 2014 monthly
Physician's Orders ravealed an order for
Coumadin (anticoagulant) 8 milligrams to ba
administared avery night orally and for
Prothrombin Time (PT) with an Intemational
Nomalized Ratlo (INR} {laboratory tests to check
bleeding time) to be drawn weekly.

Review of Resident #8's Physiclan’s Orders
ravealed a verbal order deted 05/05/14, for tha
residant's Coumadin to ba decreasedto 5
milllgrams evary night; and on 06/12/14, the
physician gave a verbal arder o Increase the
resident's Coumadin ta & milligrams avery. night.
Review of Resident #8'a PT with INR results,
which were dated 05/12/14, revealed tha
resident's PT was 24,5 seconds, with a reference

rencw the lab orders in the Medlab system
timely.

The Administrator drafied a letter to the
manager of the pharmacy o July 23,
2014 stating that during the pharmacist’s
monthly review at the facility the
minimum expectation is that all residents
with an order for Coumadin must be
reviewed every manth. The lester also
stated that the pharmacy consultant must
exit with the Administrefor and/or DON
and po over the consultant repants and
leave a hard copy of his consuliant report.

‘The administrator colled and spoke with
John Smith {General Menager of !
Omnicare of Beaityvillt) and explained to
him that the pharmacy consuitant must

exit with the Administrator andfor DON
and go over their consultant reports when
reports are reedy and provide the facility
with a hard copy of the consultant reporis
on July 21, 2014,

The Administrator and/ or DON wili
educate the pharmacy consullant before
their next regutar review on the ensuring
that they assessthe followlng arcas:
monitoring labs for critical levels, drug to
drug interactions, and recommended drug
aliernatives. The education will also
include that the pharmacy consultant must
exit with the Adminlstrator and/or DON
upon completion of their review to go
over consultant repons and provide the
facility with a hard copy of the consultant
teport. The pharmacy consultant will be
required to sign verification of education.
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F 520| Continued From page 116 F820] Alam policy and protocol way developed
range of 8.5 to 11.6 secaonds and the resident's on July 19, 2014 to be used fo!- all labs,
INR level was 2.2, with a reference range of 0.9 This new policy u'nd protocol u.1c_lude.1 the
to 1.1, Continued review of the labaratory results steps to teke starting from recelving a lab
for Resident #8 revealed no documanted. order ull the way to gewing the results and
avidence the weakly lab testing had been monitoring for timelincss.
completed as ordered by the physiclan until .
07/02/14 (2 imeframe of saven weeks), at which ﬁ‘efkr:;‘;"ga’ N;:;Sg“ﬁ::?{: ::':vi o
tme the resident's PT level was 85.1 seconds th BON ':;:"h < Staif Development
{73.5 seconds above the reference range of 9.5 ;l:'rsc u?l:le tab palicy and protocel on
to 1.8 seconds) and'the INR was 7.0 (5.9 above 10/2044 before ey In secvicad the
tha refaranoe range af 0.9 to 1.1 saconds). ficensed nursing staff,
According to the lab report dated 07/02/14, the )
residont's PT and INR levels were "Critical.” Alf ticgnsed nursing staff as well as the
Raview of Resident #8's Nurse's Notes ravealed unif managers have been educated on the
the resident's physician was notified of the- new Iab policy and pratocol by 7/20/2014
abnormal l2b results and Resident #8 was by the DON, Staff Development Nurse or
tranaported to a locel hospital, designes, All new nursing hires witl be
educated on the lab policy and protocol
Review of Resklent #8's hospltal record ravealed during orentation, Na licensed nutsing
the restdent was admitted to on 07/02/14, placed stafl will be permitted to werk prior to
on talemetry, and was diagnosed {o have receiving this education
"Coumadin Toxicity,"
The unil managers will have a lab
interview conducted with the Director of Nursing calendar which has alf routine labs
(DON) on 07/17/14, at 8:30 PM, ravealed she scheduled to be drawn foe the rest of the
was responsitls for the Quality Assurance year in t. They will compare their 1sh
Program for the faciity. The DON stated even calendar 10 the labs in the lab book prior
though she became awara on 07/01/14 that :?,'3""“"5 meeﬂlrllg M:"-d“}' tch;““g‘?
Resident #8's laboratary tests (PT and INR) had D e iate a8
not been conducted as ordered, no additional :' de::d s r::u::: ar?::nceilv ed)::s afm“ i
aducalion In-services or monltors had been put family and physiclan notificatlon as
into placa. The DON stated the Unit Managers, needed. The Administrator andfor DON
whao were responsible for monltoring to ensura all o dcs,-'gme will montor use of the lab
residents (aboratory testing had been completed book five days & week Monday thraugh
as it was ordered by the physician, had been Friday in moming meeting to ensure that’
present when she leamed of the omission of labs have been drawn ay ordered and
Resident #0's laboratary tests. According to the results has came back and hes been
DON, she and the Unit Managers discussed the addressed. Routine laby are Monday
situation and the DON determined they had been through Thursday,
FORM CMS-2567(2-04) Pravitus Versions Gorolste Evant 10:COFV11 Faciity 10: 100519
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F 520 | Continved From page 117 ¥ 520 Thg:?dm on call d\:ill m;ll mclfacllisty on
Saturday and Sunday at $am, 1pm, Jpm,
ls:t:cr;eg:ev;z;;ated an the, omfasian of and 9pm to see {f any stat labs were
’ ordered on the weekend. 11 stat labs have
The Administrator stated in interview conductad &f’;ﬁ;ﬁ:ﬂ? eﬁ'ﬁ:ﬁﬁgﬁ"ﬁ .
on 07/18/14, at 2:30 PM thet the pharmecist had physician snd the family have been.
not natified her that the laboratory tests used to notified. They will write this down on the
monitor Resident #8's Coumadin use had not weekend lab monitoring log
baesn conducted as ordered by the phyaician.
The Administrator stated nursing staff had also The Administrator and DON will review
failed to identify that the routine laboratory tests the reports in the Omniview systemn when
tad not been conducted as ordered by the they besoine available after e pharmacy
 physiclan until 66130744, The Administrator consultant has did his exit. The
stated the Unit Managsr nolified the DON of the Administrator and DON will check the
incident on 07/01/14 in the presence of the Omnivicw system daily afterthe
facility's Unit Managers. According to the pharmacy consultznt has exlted (o see if
Administrator, because ihe Unit Managers were the reports are on Omniview. When the
present when the DON was nolified of the reports are available an Omniview the
omiesion of the laboratary tests for Reskient #8, gdmi“:“moru'i‘ningN will ;ompa@
the facility had not conductad staff In-servicea e aﬁ’
refated to the incident and had not monltored any g:l::mpamics will be men through é A
uther resident meords, including phyaiclan ordars )
and labc.nralory repans. ta ensure other residents' The administrator inserviced the Quality
medications and laboratory tests were provided in Assurance commities members on
accordanca with physlclan orders, Quality Assurance on 8/22/2014, Any
\ member who wasn't at work received an
*The facility provided an acceptable Allegation of inscrvices on 872272014 over the phone by
Compliance (AQOGC) on 07/24/14, The facillty the administrator,
Implamented the following actions to remave the
Immediate Jeopardy: Ec facility \;vill have n Tonlhlﬂ' 1?uality
surance Meeting; a plan will be
-Resident #8 had a physician's order for a routine developed for an orens identified. The
PT with 1NR to ba drawn every wesk. Resldent monthly Quality Assurunce plan will be
#8 had a PT with INR drawn on 5/12/14, On monitored by the Reglonal Nurse
06/12/14, the lab noted that the PT with INR for Consuliant x the Rﬁg"’“' Dirscior of
Resldent #8 was gaing lo expire an 07/31/14 so &P;m;spr;h; g é’:g‘;g:::em
she weant in to ranaw the Iab In the Medlab y . :
Sysiem. She mistakenly changed the start data Manzgement Oroup they will review,
to G7/31/14 through 07/31/14, which delatad the
. arder out of the system untll that dats; therefore,
FORM CHIB-258T(02-59) Pravious Vamions Obsolele Evant ID: COFv Faclity 10: 100519
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there would be no PT with INR order in te
system for Resident #8 from 05M12/14 unti
07/01114. The Unit Maneger discovered that a
PT with 1NR was not being drawn during
changeover on 8/30/14. The physician was
notified by the Unli Managar and a clarification
crder was obtalned On 06/30/14 to obtained a PT
with INR weekly. Tha Unit Manager put the PT
with INR in the Medtab computar system to be
drawn on the naxt lab day, which was T/1/14.
The PT with INR was drawn on Resident #8 on
712114, The PT was 86.1 seconds and the INR
was 7.0. The physiclan was notified by the LPN
and new orders were recelved to tansfer
Resident #8 to the hospha) for direct admission.
Resident#8 was admitted to the hospital from
07/02/14 to Q7/04114,

-All residents wha were {a have routine labs
erdered by the phyaician are at risk, The
Raglonal Nurse Consultant provided an In-service
for the DON and Statf Development Nurse on the
lab policy on 07/19/14, prier to providing an
in-sarvica to Licensed Nursing Staff and Unit
Managars. All of the nurses, as well as tha Unlt
Managars, will be in-serviced by tha DON, Staff
Developmant Nurse or designee on the new
laboratory policy ard protocol. New protocol has
bean devaloped tc ensura that labarstory tests
are drawn as ordered by the physician and that
the results are recaived in a timaly 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
renawing a tab order or any ather changes ta the
laboratory system they must notify the
Administrator and DON as well as provide
education on those changes. Also stated in the
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F520| plun monthiy or as needed .

4. The monitoring resulls of the regiona} !
review will be bronght to the Quality
Assuranée meeting for 3 months,

The Quality Assurance Commitico
cansists of facility and contmcted staff.
This includes Administrator, DON, Unit
Manogers, Staff Development Nurse,
Social Services, Activities Director, and
the Dictary Director. Coniracted
membershlp includes the Medical
Direcior,

QA Meetings can be held with two or
more team members i attendance daiiy §
days a week and PRN for review of data
lo ensurs campliance including: any
findings of labs not completed per
physician order, any abnormal lab results
found without physician notification, or
critiea) Jab resuits,

QA Committee members will review QA
‘topics minimally § doysa week and PRN -
for 30 days or additionally as necessary
until 9/30/2014; then manthly therealter

or as needed, The Replonal Clinical
Consultant or the Regional Director of
Cpetations for the Management

Campany, Prefered Care Partners,
Manegement Group will review,

camment, recommend and/or approve QA

meetings minutes five time weekly or as %\m\‘q
needed until September 30, 2014,
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latter from 07/22/14 is the expectation that no
laboratory auditor will renew any labs at all, the
facility will be rasponsibla for that. The laboratory
was also expected during their monthly audits to
provide the Administratar and DON with a Tist of
names for those orders expiring in the upcoming
month so that they could renaw the lab orders in
the laboratory system timaly.

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

-The Regional Nurse Consultant in-servicad the
DON and the Staff Davelopment Nurse an the lab
pelicy and protecol on 07/19/14, before they
in-servicad the licensed nursing staff,

-All licensed nursing staff as well as the unit
managers will be educaied on tha new lab policy
and protocal by 7/20/14, by the DON, Staff
Development Nurse or designes. All new nursing
hiras will ba educated on the iab policy and
protocol during orientation. No licensed nursing
staff will be permitted to work prior to receiving
this education. Six (6) licansed nursing staff had
not recaived the in-service because of vacation
and slck leave; however, the facility will provide
in-service to the six employees before they retum
o work,

-Administrative Nursing Staff completed a 100
percent audit of all labs an 07/22/14 to ensura
labs wera drawn per physicians arder; any issues
identified were addressed and taken through QA.
Based on the information provided, Quality

F 520
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Assurance follow-up included completion of
documentation, Physiclan 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 be drawn for the rast of the year on
it. They will compara tha laboratory calendar to
the laboratory tests In the laboratory book prior to
the morning meetings Monday through Friday to
ensure thal they match and {o ensure that they
are drawn timely as orderved and rasults are
raceived as well as family and physician
notification as needad. The Administrator and/or
DON or designea will monitor usa of the
laboratory book five (5) days a week, Monday
through Friday, in the moming mesting fo ensure
that laboratory tests havae been drawn as ordared
and rasults have bean retumad to the facility and
have been addressed. Routine laboratory lests
are parformed Monday through Thursday.

-The Nurse on the rotating call schedule was
in-serviced on tha weekend lab-menitoring log on
07/22114 by the Administrator. The Weekand
Nurse on Call will call the facility on Saturday and
Sunday at 8 AM, 5 PM, and 9 PM to see if any
"stat” laberatory tests were ordered on the
weekend. |f “stat” laboratory tests have baen
orderad they will verbally verify that the resuits
have been received and the physician and the
tamily have been nofified and if any new ordars
hava bean raceived. Thay will write this down on
the weekend lab monitoring log beginning this
upcoming weekend.

-All staff has been in-gerviced on abuse, the
definition of abuse, and reporting abusa.
Education will ba conducted by DON, Staff
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Development Nurse or designes with a
completion date of 07/20/14. No agency is used
at the facility. All new hires will be educaled
during general arientation by the Staff
Developmant Nurse.

-All staff will be in-serviced on Resident Rights.
Education will be conducted by DON, Staff
Development Nurse or designee with a
completion date of 07/20/14. No agency staff are
usad tha facility, All new hiras will be educated
during general orlentation by the Staff
Development Nurse,

-Tha Quality Assurance Committes consists af
facility and contracted staff. This includes
Administrator, DON, Unit Managers, Staff
Development Nurse, Social Sarvicas, Activities
Director, and the Dietary Diractor. Contracted
membership includes the Medical Director.

~Tha Quality Assurance Committee members
reviewed tha education material on 07/19/14.
The education materials created were reviewed
by Quality Assurance and have been taught to
staff by the DON and Staff Development Nurse,
who were in-servicad by the Regional Nurse
Consultant before they in-serviced the Licensed
Nursing Staff. Recaords of the in-service include
signatures of atlandance, signature of in-services
recelved, 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
retained copies of all n-service materials for their
use.

-Members of the Quality Assurance Committea
developed a policy on 07/19/14 to validate that
Laboratory tests were abtained as ordered by the
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physician and resulls were recaived and followed
up on timely per palicy protacol. This was
implementad 07/19/14 and is ongoing. The Unit
Managers will compare the laboratary calendar to
tha laboratory tests listed on the
laboratory-tracking sheast befora morning
maetings ta verify they match. The Unit Manager
will then follow up prior to the moming meeting to
ensure that laboratory tesls were drawn as listed,
results have been recslvad, and they have bean
foliowed 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 lo ensure that laboratory tests have
been drawn as physician ordered and results
have baen received. Any issues identified will be
corrected immediately. This practice became
effective 07/18/14. If any weakend "stat"
laboratory tesls ordered, the Nurse on Call will
call the Administrator or DON and will audit any
laboratory tests ordered and received.

-Quality Assurance Meetings will be held with twa
(2) or more team members in attendance dalily,
five {5) days a week and PRN for review of data
to ensura 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 Assuranca Committee members will
review data (any findings of laboratory tests not
completed per physician ordar, any abnommal lab
results found without physician notification, or any
critical lab resuits) minimally five (5) days a week
and PRN for thirty (30) days or additionally as
necessary until 08/15/14; then ane (1} time
weekly until 09/12/14 or as needed; than monthly
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thereafier or as neaded sooner.

-Regional Nurse Consultant or the Regional
Direct of Operations will review, commaent,
racommend, and/or approve Quality Assurance
meetings as per the monitoring protocol,

-The Pharmacy Consuitant reviewed Residamt
#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 bean having their PT with
INR drawn weekly per physician's orders.
However, the neither Admiinistrator nor DON was
made awaie of this issue by the Pharmacy
Consultant and neither the Administratar nor DON
had access fo Omniview. During the audit, the
pharmacist failed to review all Coumadin or other
blood thinning faboratory tests, which placed all
residents with this type of madication 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 Phammacy Consultant stated
that he was resigning and someona else would
be doing the pharmacy cansuiting 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 manthly raview, the
minimum expectation is that all residents with an
order for Coumnadin must be reviewed evary
month. The letter also stated that the Pharmacy
Consultant must exit with the Administrator and/or
DON, go over the consultant reports, and leave a
hard copy of his consultant report.

F 520
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-On 07/21/14, the Administrator called and spoke
with the General Manager of the pharmacy and
axplained to him that the pharmacy consuttant
must exit with the Administrator and/or DON and
go over their consultant reports whan reports are
ready and provide the facility with a hard copy of
the consultant raports.

-The Administrator and/ or DON will educate the
Pharmacy Consultant befora their next regular
review to ensure they assess the following areas:
monitoring labs for critical levels, drug-to-drug
interactions, and recommended drug siternatives.
The education will also Include that the Phamacy
Consultant must axit with the Administrator and/or
DON upon completion of thelr raview to go over
the consultant reports and provida the facility with
a hard copy of the consultant reports. The
Pharmacy Consultant will be required to sign
verification of education.

-The Administrator and DON now have access to
the pharmacy computar system effective
07/23/14, so they can go in and look at the
consultant reports as well as any hotes that had
beon made. The Administrator and DON will
review the reporis in the pharmacy computer
system when they become available after the
Pharmacy Cansultant has completed his exit.
The Administrator and DON will check the
computer system daily after the pharmacy
consultant has exited to see if the reports ara on
the computer. When the reparts are available on
the computer the Administrator and DON will
compare the computer to the hard copy
pharmacy reports to ensure that they match. Any
issues found will be addressed through quality
assurance and taken lo quality assurance
meetings for follow-up.
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~The Administrator and DON wili review tha
Pharmacy Consuliant's report monthly to see
what recommendations have been made, and to
identify any issues found. Any issues found will
be addressed through quality assurancs and
taken to quality assurance meetings for follow-up.

-If any weekand stat labs are ordered, the Nurse
on Call will call the Administrator or DON and will
document any labs on the audil tool for the
weekend [ab tests ordered and received,

-Resident #8 has a care plan for anticoagulants,
which stated to obtain a2 PTANR as orderad, at
least monthly. However, the PT with INR
laboratory tests for Resident #8 were not drawn
weekly as ordered by the physician or as cara
planned from 05/12/14 o 07/02/14,

-Based on the fact that the Care Plan was not
followed for anticoagulant therapy the root cause
has been delermined to be lack of use of the care
plan as a communication {ool o licersed nursing
staff,

-Licensed Nursing staff will be in-serviced on the
camprehensive cara plan use in directing resident
care by 7/21/14. In-services will be conducted by
the Staff Developmant Nurse, DON or designae.
In-services will include documentation required
for the use of interventions on the care plans. All
new hires will be educated during general
orientation by the Staff Davelopment Nurse. Six
(6) licensed staff members have not been
in-sarviced due to vacation, or sick leave and they
will be educated before they are allowed to ratum
to work,
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-One hundred percent {100%} of all
anti-coagulant care plans were reviewed andlor
updated by the Reglonal Nursa Consultant as
necessary on 07/20/14.

-One hundred percant (100%) of the care plans
have been reviewed and/or updated for labs on
07121114 by members of the care planning team
including the DON, MOS, Unit managers, Dietary
Manager, Social Services.

-The Administrater did not have sufficient lab
protocols in place to assure that Resident #3 had
recaived labs per physician orders.

-The Regional Director of Operations or the
Clinical Nurse Consultant will ba in the building
daily until the facility has abated the immediate
|ecpardy to provide facility oversight. Afier the
facility has abated the immediate jecpardy, they
will ba in the fadility to provide management
oversight throughout the survey procass at least
weekly.

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

-Raviaw of tha labaratory reports for Resldent #8
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.

-Review of the Nurse's Notes for Residant #8
dated 07/02/14, at 5:41 PM, revealed Resident
#8's physician was nclified regarding the results
of the resident's PT with INR, and the resident
was sent fo the hospital.

-Interview conducted with Registered Nurse (RN}
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#2 on 07/18/14 at 9.05 AM, revealed Resident #8
had not receivad 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 laboratory test as
ordered and recelved an order {o obtain weekly
PT with INR. A PT with INR was compieted on
07/02/14, the resident's physician was nalified of
the results, and the resident was sentto a
hospital.

-Intervigw with the laboratory Corporate Manager
on 07/22/14, at 2.00 PM, revealed during her
rmonthly review of laboratory orders, the
Laboratory Auditor had updated Resident #8's PT
with INR order in the compuler, which was set to
@xpira on 07/31/14, and had inadvertently set the
new 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, revealad
posliest had been completed by all facility nurses,

-Raview of an in-servica roster dated 07/19/14,
revealed the DON and Staff Development Nurse
(SDN) attended an in-servica by the Regional
Nurse Consultant on the lab palicy, neglect,
resident rights, and care plans.

-Interviaw conducted with tha DON and the SDN
on 07/25/14, at 4:40 PM, revealed they had
attended an in-sarvice on 07/19/14, by the
Regional Corporate Nurse on the lab policy and
prolocol, abuse, resident rights, and care plans.
‘The DON and SDN stated they had then provided
the in-sarvice 1o the nursing staff.

-Interview conducted on 07/25/14, at 4:15 PM,

FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN CF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185221 B. WING 07/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SALYERSVILLE NURSING AND REHABILITATION CENTER 571 PARIGWAY DRIVE
SALYERSVILLE, KY 41485
o4 ID SUMMARY STATEMENT OF DEFICIENCIES It PROVIDER'S PLAN OF CORRECTION o8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DaTR
DEFICIENGY)
F 520 | Continued From page 127 F 520

FORM CM5-2587(02-88) Pravious Verslons Obsclets

Evenl ID: COFV11

Fadfty ID: 100519

If continuation shest Paga 128 of 137



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

PRINTED: 0872512014
FORM APPROVED
OMB NQ. 0938-0391

SALYERSVILLE NURSING AND REHABILITATION CENTER

STATEMENT OF DEFICIENCIES %1} PROVIDER/SURPLIER/CLIA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
c
185221 B. WING 0742512014
NAME OF PROVIDER QR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIF CODE
871 PARKWAY DRIVE
SALYERSVILLE, KY 41485

with the Regional Nurse Consultant revealed she
had been responsible for providing an in-service
{0 both the DON and the SON on 07/19/14,
related o the lab policy and protocol, abuse,
rasident rights, and care plans prior to them
providing an in-servica to the nursing staff.

-Review of the in-service roster revealed 43
facility nurses attended the in-service provided by
tha DON and SDN on the 1ab policy and protocal
and care plans.

-tnterviews conducted on 07/25/14, with RN #2 at
4:43 PM, RN #9 at 2:38 PM, Licansed Practical
Nurse {LPN) #3 at 2:48 PM, LPN #5 at 2:56 PM,
LPN #8 at 2.02 PM, State Regislered 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
atianded an In-gervice on abuse, and resident
rights.

-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 revealed they had
attsndad an in-service related to the lab policy
and protocol regarding how to put a laboratory
order into the computer, the tracking process,
and documentation required.

-Review of the letter sent to the laboratary dated
07/2214, revealed the laboratory service was not
to renew any laboratory orders that were near
expiration, and that the facility would da all
renewals. Tha laboratory was requirad to
immediately notify the Administrator and the DON
of any changes or any laboratory orders that were
about to expire.
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-Interview conducted with the Administrator on
07/25/14, at 4:30 PM, and the DON at 4.40 PM,
revealed the Administrator had notified the
laboratory’s General Manager by phone and then
by letter and had instructed them that they wera
to no longer update any laboratory orders in the
computer, that the facility would do all laboratory
updates, and fhat the facllity expecled the
Laboratory Auditor to give the Administrator and
the DON a list of all rasidents whose laboratary
orders werse nearing axpiration.

-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 complated as ordered by the
physician ravealad all had been completed,

-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 2:45 PM,
LPN #5 at 2:56 PM, LPN #5 at 2.02 PM, and the
DON at 4:40 PM, revealed they had all assisted in
compleling an audit on 07/22/14, of all residents’
Iaboratory orders te ensure the orders had been
completad as ordered by the physician and the
reports had been placed on the resident's
medical record and tha results reported to the
physician as necessary.

-Review of the laboratory calendars for each
nursing station ravealed all Unit Managers had
documented all laboratory orders and the date
tha labaratory fest was due for the residants on
their unit.

~-Observations of the laboratory calendars were
conducted on 07/25/14, on the Blue Wing at 2:40

F 520
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PM, Peach Wing at 2:45 PM, and the Grean
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
usad the calendars to monitor laboratory orders
to ensura the laboratory test were complated.
The RNs also revealed they ware raquired to
check labaratary orders daily prior to attending
the morning Quality Assurance meeting and were
required to report any concemns with laboratory
orders not being completed.

-Interview conducted with the Administrator on
07125114, at 4:30 PM, and the DON at 4:40 PM,
revaaled they raviawed the laboratory calendears
avery morning in the Quality Assurance morning
meating to ensure laboratory orders had been
completed as ordered by the physlcian.

-Review of the Nurse on Call schedule revealed a
nurse was scheduled every weskend to take
Administrative call,

-Review of an in-service by the Administrator
dated 07/22/14, and attendad by the DON, RN
#2, and RN #9 raveaiad the weakand On-Call
Nurse was required to call the facility 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 bean conducted. If any were ordered, the
RN was then required to verbally verify if the
resuits had been received by the facility. The
weekend Nurse on Call was required to
documeant 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
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PM, all revealed they had attended an in-service
by the Administrator on 07/22/14. The infarviews
ravealed 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 resuits returned. The interview revealed they
were also required to document the infarmation
on a weekend lab-monitoring tool as part of the
Quality Assurance program, which began on
07/2614.

-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 weekends on
Q7/22/114. Thea Administrator stated the on-call
nursas ware 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 hasn completed and
tha results were on tha resident's medical record.
The Administrator stated the process would begin
on Saturday, 07/26/14. The Administrator stated
she would be reviewing the audits avery Monday
in the moming meeting, which was a part of the
Quality Assurance program.

-An in-servica roster dated 07/20/14, regarding
Abuse and Resident Rights with a posttest,
revealed all employees had attended the
in-servica.

-Review of a new hire in-servica syllabus was
raviewed and the laboratory policy in-service was
added to the new hira orentation.

-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,
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LPN #8 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 revealed they had
attended an In-service on abuse and resident
rights and had also completed a posttest.

-Intarview conducted with the SDN on 07/24/14,
at 12:55 PM, revealed she had provided
in-service for staff on the lab policy and protocol,
abuse, resident rights, and the required usage of
the cara plans.

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

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

-Interviaws conducted on 07/25/14, with RN #2 at
4:43 PM, RN #8 at 2:30 PM, RN #8 at 2:38 PM,
DON at 4;40 PM, and the Administrator at 430
PM, revealad they were all part of the Quality
Assurance Committee and attended mestings
daily Monday thraugh Friday during the morning
mesting which was part of the Quality Assurance
program. The staff revealed they developed and
reviewed aducation in-services and policies for
the lab policy and protocol, care plans, and the
abuse and resident rights in-servica, as well as
the audit tools that will be used. The staff stated
they would also ba reviewing the audit tools.

-Review of Quality Assurance morning meeting
minutes dated 07/19/14, 07/20M14, 07/21/14,
07/22114, 07/23114, 07/24/14, and 07/25/14,
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which had all been reviewed and signed by the
Regional Nurse Consultant ar the Regional
Diractor of Operations, was conducted.

<Interviews conducted on 07/25/14, at 4:45 PM,
with the Regional Corporate Nurse Consultant
and the Regionai Director of Operations, revealed
they had reviewed and signed all daily Quality
Assurance minutes beginning on 07/19/14
through 07/25/14. The Regional Corporate Nurse
Consultant statad she had been in the facility
every day since immediaia jeopardy had been
identified.

-Raviaw of Resident #8's Comprehensive Plan of
Cara regarding anticoagulant therapy revealed
the resident had a care plan inlervention to cbtain
a PT with INR as ordered by tha physician.

-Review of Care Plan Protocol staff were
informed whara care plans were located at each
nursing station, and staff were required to follow
the plans of care for each resident, and directed
that care plans would ba updated with any
changs in condition that would impact a resident's
care.

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

-Interviews conducted an 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 completed a positest.
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-Review of an audit completed by the Regional
Comporate Nurse on 07/20/14, revealed all care
plans for residents who wera on anticoagulant
therapy had been reviewed.

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

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

-Intetviews conducted 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 &t 4:40 PM, all revealed thay had
assisted in the audit of all residents’ care plans to
ensure care was being provided as directed in the
cara plans.

-Raview of a letter sent to the facility's pharmacy
regarding the Pharmacist not identifying and
bringing it 1o the facility's attention that Resident
#8, who was on Coumadin therapy, had not been
having the physician-ordered PT with INRs was
reviewed. The letler revealed the future
expectation of the facility was that the Consultant
Pharmacist would review all residents on an
anticoagulant as well ag any other medication that
required laboratory levels to be drawn. The letter
also revealed the Pharmacist was expected to
exit with the DON and the Administrator going

F 520
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forward and review any consultant reports with
them and ta leave a hard copy of the findings.

-Interview conducted with the DON on 07/25/14,
at 4:40 PM, revealed she had spoken with the
Consultant Phammacist an 07/1814, and was
informed he would no longer ba doing the
pharmacy raviews for the facility and a new
Consultant Pharmacist would be completing the
facility's pharmacy reviews,

-Review of an education syllabus to be taught to
the new Consultant Pharmacist before their next
regular review revealed the Consultant
Phamacist would ba required ta monitor
|aboratory teats for critical levels, drug-to-dsug
interactions, and recommended drug alternatives.
In addition, the Consultant Phammacist would 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 reports
with the Administrator and DON and must ba
raviewed during the exit conferencs.,

-Observation on 07/25M4, at 3:50 PM, of the
Administrator accessing the Consultant
Pharmacist computer system with access to the
reports was conducted.

-Intarview conducted with the Administrator on
07125114, at 4:30 PM, revealed she had
contacted the General Manager of the pharmacy
regarding the concern that Consultant Pharmacist
had not identified and notified the Administrator
nor the DON regarding the PT with INRs not
being doene as ordered for Resident #8, The
Administrator stated she then sent the
information In a latter o the pharmacy. The
Administrator stated the General Manager was
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informed the new Consultant Pharmacist would
have to attend an in-service by either her or the
DON when coming to the facility on their next
scheduled visit. The Administrator stated she
sttandad all Quality Assurance Committas
meelings and would be reviewing all data
obtained from all the audits.

-interviews conductad with the Regional
Corporate Nurse Consultant and tha Reglonal
Director of Operations, on 07/25/14, at 4:45 PM,
revealed either one or bath of them had provided
aversight to the facility and would continue to do
s0 until the jeopardy was abated, and then would
provide oversight on a weekly basis. The
interview alsa revealed they would continue fo
review all Quality Assurance minutes,
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SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNFINF

TYPE QF STRUCTURE: Cne story, Type il
(000}

SMOKE COMPARTMENTS: Seven (7)

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (WET &
DRY SYSTEM)
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A life safety code survay was initiated and
concluded on 07/22/14. The survey began using
the (27868) short form. Concerns were identifled
effecling egress and complete sprinkler
coveragse. The survey was then changed to the
27861 standard form. The findings that follow
demonstraie noncompliance with Title 42, Cade
of Faderal Regulations, 483.70 (a) et. seq. {Life
Safety from Fire). The facility was found not to be
In substantial compliance with the Reguirements
for Participation for Medlcare and Medicaid. The
census on the day of the survey was 128
residents with a bed capacity of 142
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K 038 NFPA 101 LIFE SAFETY CODE
Deficiencies wers cited with the highest STANDARD
deficiency identified at "D" lavel.
K 038 | NFPA 101 LIFE SAFETY CODE STANCARD K038 1. No residents wera
53D affected; all residents had
Exit access is arranged so that exils are readily the potentiul 10 be affected.
accessible at all times in accordance with section .
74, 1824 An exit egress path was built and
o - completed on 7/31/14 connecting the
dining roum exit to the sidewalk in front
of the building that could be maintained
in ali weather conditions.
2. The Meintenance Director essessed all
other exits 10 ensure thet they had an exit
egress path that could be maintained in
all weather conditions on 7/23/2014; all
This STANDARD is not met as evidenced by: other ureas had a proper exit path.
Based on obssrvation and Interview, the facility
failed to provide exit egress paths that could be 3. The Maintenance
malntained in all weather conditions, accarding to Director/maintenance assistant will
National Fire Protaction Assaciation {(NFPA) assesg all exit doors w cnsure that they
standards. The deficlency had the potential to connect to a exit egress path that could
affect one of seven smoke compartments, 40 be maintained in all weather conditions
; . staff. and visitars, weekly for four weeks beginning
regidents, siaff, and visitors /1812014, them monthly for three
The findings includa: manths,
Observation on 07/22/14 at 1:54 PM of the :.Qualuy Assurance Team consisting of
. : . the Dini &t least Administrator, DON, and
designated exit discharge located in the Dining Maintenance will meet weekly x 4 weeks
Room revealed the walking surface lerminated beginning week of 8/18/2014 then
inta a section of grass and rough muddy tarrain monthly to review audit findings end
prlor to reaching the public way. interview with revise plan ay needed ongoing until this
the Maintenance Director revealed the facility was issue i3 resolved.
not aware the axit requirad a hard surface path
for frave! leading to a pubiic way. 5. Date of CompHance. 8/25/2014
The finding was acknowledged by the
Adrministrator during the exit conference.
FORM CMS-2587(02-89) Previous Versions Obsclale Event ID:COFV21 Fasty ID. 100519 IF continuation sheet Page 2cf 8
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if there is an automatic sprinkler system, itis
Instailad in accordanca with NFPA 13, Standard
for the Instatlation of Spnkder Systams, to
provide complete coverage for all portfons of the
bullding. The system is properly maintzined in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systams. It is lully
supervised. There Is a refiable, adequate waler
supply for the system. Required sprinkler
systems are equipped with water flow and tampar
switches, which are electrically connectad to the
building fire alarmn system. 19.3.5

This STANDARD is not met as avidenced by:
Based on cbservation and interview, it was

STATEMENT OF DEFICIENCIES (K1) PROVIDER/SUPPLIEFUCLIA {X2) MULTIPLE CONSTRUGTION {X) DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BLELDING 04 - MAIN BLILBING 01 COMPLETED
186221 B. WING 0712212014
NAME OF PRIVIDER OR SUPPLIER BTREET ADDRESS, LITY, STATE, 2P CODE .
571 PARKWAY DRIVE
I
SALYERSVILLE NURSING AND REHABILITATION CENTER SALYERSVILLE, KY 41485
S SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S FLAN OF CORRECTION >y
PREFIX [EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [ENTIFVING INFORMATION) TAD CROSS-REFERENCED TO THE APPROPRIATE bare
DEFICIENCY}
K 038] Continued From page 2 K036
Referance: NFPA 101 (2000 Edition).
7.5.1.1. Exit access shall be arranged that exits
ara readily accesslble at alf times.
7.1.10.1. Tha means of egreas shall be
continuously malntalned free of all obstructions or
impediments to full and instant usa in the case of
fire or emergency.
7.7.1. Exils shall terminate directly at a public way
or at an exterior exit discharge. Yards, courts,
opan spaces, or othar portions of the exit
discharge shall be of required width and size to
provide all occupants with a safe access o a
public way.
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056

K 056 NFPA 101 LIFE SAFETY CODE
STANDARD

1. No residents were affected; all
residents had the potential to be affected.

Two shower stalls on peach wing had
sprinkler heads instalied on 8/7/2014 and
were ndded to the automatle sprinkier
system.

2. The Maintenance Assistant assessed
all other areas of the building w ensure
thet they had sprinklers as required on
772312014, One other ares was found
and a sprinkler hend was [nstalled In a
shower on green wing on 8/7/2014.

£ORM CMS.2557{02-99) Frevious Varsions OSscisle

Event 10 CDFv21

Faaliy |D: 100519
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deternined the facility fallad to ensure aulomatic
sprinkler protaction was provided for all areas of
the bullding, aceording to National Fire Protection
Associallon {NFPA} standards, The daficlency
had the patentlel to affect one of seven amoke
companments, 26 residents, stafl. and visitors.

The findings include:

Cbeervation on 07/22/14 at 1:36 PM, with the
Maintanance Director, revealad two shower stalis
on tha Peach Wing Hall wers not protected by the
automatic sprinkler. Interview revealed he/sha
was not aware those areas were not prolected by
automalic sprinkler protaction.

The findings wera acknowledged by the
Administrator during the axit conferenca.

Reference: NFPA 101 (2000 Edition),

19.1.6.2 Health care occupancles shall be limitad
to the types of building construction shawn in
Tabie 10.1,6.2. (See 8.2.1.)

Exception:* Any building of Type [(443), Type
1{332), Type 11{222), or Type I1{111) construction
shall be permitted to include roofing systems
involving combustible supporis, decking, or
roofing, provided that the following criteria are
mek

{a) The roof covering meets Class C
raquirements In accordance with NFPA 256,
Standasd Methods of Fire Tests of Roof
Coverings.

{b) The roof ia separated from all accupied
portions of the building by a noncombustible floor
assembly that includes not less than 21/2 In. (6.4
cm} of concrete or gypsum fill.

(¢) The aitlc or other space 13 either unoccuplad

On 8/15/2014 lvan Burton from Heritage
Fire did a walk through with the
maintenance assistant to sssess the
building to see if any other areas of the
building necded to have a sprinkler head.
He found 3 areas that he advised us to
sprinkler, Heritege Fire will be here the
week of Aupust 18, 2014 to Install the 3
sprinkler heads.

3. The Maintenance
Director/meintenence assistant will
nssess all arcas of the building to enaure
that they are protected by the automatic
sprinkler system weekly for four weeks
beginning 8/18/2014, then rmonthly for
three months.

4.Quality Assurnnee Team consisting of
at ieast Administraior, DON, and
Maintenance will meet weekly x 4 weeky
beginning week of 8/18= /2014 then
monthly to review sudit findings and
reviso plan o5 needed ongoing ubtil this
issue is resolved,

3. Date of Complionce.8/25/2014

CENTERS FOR MEDICARE & MEDICAID SERVICES QMEB NO, 0938-0391
STATEMENT OF DEFIC:ENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING 01 - MAIN BUILDING €1 COMPLETED
186221 . WiNG 07/22/2014
NAME OF PROVIDER R SUPPLIER STREETALDHESS, CITY, STATE, 2IP CODE
SALYERSVILLE NURSING AND REHABILITATION CENTER £71 PARIWAY DRIVE
AL SALYERSVILLE, KY 41465
oo SUMMARY STATEMENT OF DEF|CIENCIES o PRQVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL. PREFIX {EACH CORREG [IVE ACTION SHOULD BE LOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCT)
K 058 | Continued From page 3 K G656

FORM CMB-2587(02-99) Pravicus Versions Dbacists

Event ID:CDFV

Feclly ID: 100519

if continualion sheet Paga 4 of B




DEPARTMENT OF HEALTH AND HUMAN SERVICES PR!;%E&A%':RQ\?E;
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDEFUSUPPLIER/CLIA {%2) MULIIPLE CONSTRUCTION {43} DATE SURVEY
AND PLAN DF CORRECTION IDENTIFICATION RUMBER: A BUILE'NG 07 - MAIN BUILDING 01 COMPLETED
188221 B WING 0712212014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATC, ZIP CODE
571 PARKWAY DRIVE
SALYERSVILLE NURSING AND REHABILITATION CENTER SALYERSVILLE, KY 41458
(x4 10 GUMMARY STATEMENT OF DEFICIENDIES L] PROVIDER'S PLAN OF CORRFCTION ey
PREFIN (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREEFTX {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRISTE care
DERCIENCY)
K 056 | Continued From paga 4 ; K 058
or protectad throughout by an eppraved
automatic sprinkler systemn,
Teble 18.1,6.2 Construction Type Limitations
Construction Storles
Type
t 2 3 4
1(443) X X X X
1{332) X X X X
1§222) X X X X
I(111) X X' X NP
11{000) X+ X* NP NP
H{211) X X" NP NP
(200} X NP NP NP
IV(2HH) X X" NP NP
wv{111) X* X* NP NP
V{000) X" NP NP NP
X: Permitted type of construction,
tP: Mot parmittad.
*Building requires automatlc sprinkler protection.
(Sea18.3.5.1)
K 084 | NFPA 101 LIFE SAFETY CODE STANDARD K 084
55=0
Portable fire extingulshers are provided in all :
health care occupancies In accordance with Is(.rrfﬁg?a’s I 2 At
27.4.1. 183586, NFPA 10
1. No residents were affected; all i
residents had the potential to be affected,
The {ire extinguisher neer room 320 and
This STANDARD is not met as evidenced by: room 305 was replaced on 7/30/2014.
Based on observations and inlerview, it was
determined the facility failed to ensure fire

FORM CMS-2587{02.98) Frevicus Verslons Obsolele Event 1D: COFV23 Facifty 10: 100519 I cortinuation shael Page 5of 8
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT UF DEFICIENCIES (1) PROVIDERISUPPUERICUA (X2 MOLTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING €1 - MAIN SUILDING 01 COMPLETED
188221 8. YiNG 07/22/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, TATE, ZIP CODE —
SALYERSVILLE NURSING AND REHABILITATION CENTER 571 PARKWAY DRIVE
SALYERSVILLE, KY 41468
X4 SUMMRRY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTICN )
PREFDX (EACH DERICIENGY 3UST BE PRECEDED BY FULL PREFIX (EACH COMRECTIVE ACTION SHOULD BE COUPLETION
TAG REGULATORY OR 1.5C IDENTIFYING INFORMATION) ™G CROSS-REPERENCED TO THE APPROPRIATE DATE
DEFICIENCT)
K084 | Continued From paga 6 i K034} 5 The Maintenance Assistant assessed
extingulshers wera Inspectad according (o all fire extinguishers in the building to
Natlonal Fire Proteciion Association {NFFPA) ensure that they were inspected
standards. The deficiency had the potential to according to National Fire Protection or
affect twa of saven smoke compartments, 45 were the proper fire extinguisher that was
residents, staff, and visitors, not outdated. Fifteen fire extingulshers
were outdated and replaced on
Tha findings Include: 713072014,
Obaervation on 07/22(14 at 2:30 PM revaaled the 3. The Maintensnce )
fire extinguisher near room 320 did not have a Director/mointenance asslstant will
varification of service collar indieating a assess all of the firs extinguishers in the
hydrostatic tast had besn performed. Tha fire buijlding weck_ly to ensure that they are
axtinguisher had a manufacture data of 1934, the proper extinguishers and they hnre
The same was found for a fire extinguisher near beca inspected aceording to Nationa
Fire Protection weekly for four weeks
room 305 having a menufacture data of 2004, beginning &1 172014, then monthly for
. . . CRINONE 1 ! Y
Interview with the Maintenance Direclor revealed three months.
he was unawara of when the fire extinguishers
ware placed Into service. Further interview 4,Quality Assurance Team consisting of
revealed the facility relies on an outsida at least Administrator, DON, and
contractor ta snsura the fire extinguishers ara Maintenance will meet weekly x 4 weeks
inspected and maintainad. beginning week of 8/11/2014 then
monthly to review rudit findings and
The findings were acknowledged by the revise plan as needed ongoing until this
Administrator ducing the exit canferance, {ssue id resolved.
Reference: NFPA 10 (1998 Editlon). 5. Date of Compliance.8/25/2014
4-4.3* Six-Year Maintenance. Every 8 years,
stored-pressure flre extinguishers that require a
12-ysar hydroslatic test shall be emptiad and
subjected to the applicable maintenance
procedures, The removail of agent from halon
agent fire axtinguishers shall only be done using
a iistad halon closed recovery system. When the
applicable malntenance procedures are
performed during periodic recharging or
hydrostatic testing, the 6-year requiramant shall
bagin from that date,
Exception: Nonrachargeabls fire axtinguishers
FORM CM8-2587(02.99) Provious Versians Dbaclate EventID:COFV21 Facfily I0: 1h0518
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X1} PROVIDER/SUPPLUERICLIA
IDENTIFICATION NUMBER:

186221

{X2) MULTIPLE CONSTRUCTION
A BUILDING 01 - MAIN BUILDING 01

8. WING

(X3 DATE SURVEY
COMPLETED

07/22/2014

HAME OF PROVIDER OR SUPPLIER

SALYERSVILLE NURSING AND REHABILITATION CERTER

STREET ADDRESS, CITY, STATE, ZIP CUDE
571 PARKWAY DRIVE
SALYERSVILLE, KY 41468

(a1
PREFIX
TAG

SUMMARY BTATEMENT OF DEFICIENCIES
{EACH DEFCIENGY MUST BE PHECEDED BY FULL
REGLLATORY OR LG IDENTIEYING INFORMATION)

PREFDL
TAG

{EACH CORRECT{VE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE CATR

PROVIDER'S PLAN OF CORRECTION 3
COMPLETION

DEFICIENCY}

K 0g4

Cantinved From page 6

shall not be hydroststically tested but shall be
removed from service al a maximum Interval of
12 years from the date of manufacture,
Nonnechargeable halon agent fire extinguishers
shall be disposed of in accordanca with 4-3.3.3.
4.4 4.1 Flne extingulshers that pass the
applicable 8-year requirement of 44,3 shal have
the mainienance information recorded ona
suitable metatic label or equally durable material
having a minimum size of 2 in, % 3 1/2in. (5.1 cm
% 8.9 cm).

The new labal shzll ba affixed to the sheliby a
heatlsss process, and any old maintsnance
labgls shall be removed. These labels shall be of
the seif-destructiva type when removal (rom a fira
extinguisher |s sitempted. The labal shall include
the following Information:

{a} Month and year the maintenance was
performed, indicated by a perforation such as is
done by a hand punch

{h) Neme or initlals of persan performing the
malntenance and name of agency performing the
maintanance

4.4 4,2* Verification of Service (Maintenance or
Recharging). Each extinguisher that has
undergons maintenancs that Includes internal
examination or that has bean recharged (sea
4-5,5) shail have a "Verificatlon of Service” collar
|acated around the neck of the container. Tha
collar shall contain a singie circular pleca of
uninterrupted material fonming a hole of a size
that will not parmit tha collar assembly to mova
over the neck of the centainer unlass the valve is
completely removed. The collar shell not
intarfere with the operation of the fire
extinguisher. The "Verification of Service" collar
shall include the month and year the senvice was
performed, Indicated by a perforalion such as s
done by 8 hand punch.

K084
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9D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (*8y
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULY, PREFTX (EACH CORRECTIVE ACTION SHOWLD BE COUBLETION
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DEFICIENGY)
K 054 | Continuad Fram page 7 K 064
Exception No. 1: Firs extingulshers undergaing
maintenance before January 1, 1989,
Exception Na. 2. Cartridge/cylinder-operated fira
extinguighers do not require a "Verification of
Servica" collar.
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