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Interview conducted with the Asslstant Director of
Nursing, on 08/02/44 at 1:30 PM, revealed she
remembered getting a call from LPN #5 on
05/21/14 somatime before midnight related to
Residenl #11 who she recelled was having
breathing problems. It was almost time for LPN
45 to lsave and the ADON Inslructed LPN#51o
have LPN #8 carry out the orders, She slated
she was not aware the resident did not recalve
the medicatlon until the nex! day.

Interview with Advancad Reglstered Nurse
Praclilioner (ARNP), on 08/02/14 al 1:30 PM,
revealed she remembered recelving a call from
LPN #5 on 05/21/14 and had given LPN #5
orders for the nex{ nuree to carry oul as it was
iime for LPN #5 to leave. She slated Resident
#11 was End Stage COPD and was having
wheezing so she ordered Solu Medrol “stal”
bacause Il works within an hour.

a, Record review revealed the facllity admilted
Rasidant #12 on 04/30/14 with diagnoses which
Included Post Traumalic Selzures. Raview of the
admisslon MDS assessment, dated 05/20/14,
revaaled the facility assessed the resldent as
cagnitively intact with & Brlef Interview for Menlal
Slatus (BIMS) score of fiftaen (16) which
indicated the resident was interviewable.

Revlew of the Nurse's Notes, revaaled the
resident experienced a selzure on 05/02/14 al
11:45 AM. The resident was {ransported lo the
Emergency Room for evaiuation and admilted for
trealmeni. Record review revaaled hefshe
returnad to the facilily on 06/06/14 wilh Physlcian
Orders for Keppra (anti-convulsent) 600 mg by
moulh twice dally at 9:00 AM and £:00 PM,

FORM CMS.2567(0299) Pravious Vetslons Obsolate Evenl I0;4FT2¥1

Feclity 1D; 100089 W continuation sheal Page 95 of 108



DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/18/2014
FORM APPROVED

OMB8 NO. 0038-0381

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

[t3}] PROVIDER/SUFPLIERUCLIA
IDENTIFICATION HUMOER,

185330

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BUILOING COMPLETED

Ll 08/13/2044

NAME OF PROVIDER OR SUPPLIER

CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KY 42266

STREET ADDRESS, CITY, STATE, 2P CODE
124 WEST NASHVILLE 8T

(x4 0 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED 8Y FULL
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIOER'S PLAN OF CORRECTION sy
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

F 333 | Continued From page 85

F 333

Revisw of the May 2014 MAR revaaled there
was no documentation the Keppra was
administered as prescribed from 06/06/14
through 06/08/14 (lotal of seven {7) doses),

Further review of the Nurae's Notes, revealed the
rasident experlenced another selzura on 05/08/14
and was Iransporied back to The emargency room
and was admilled. Record review revaaled
Resldent #12 was readmilted to the faclily on
06/13/14 with Physiclan's Orders for Keppra 600
mg tablets, 1000 mg twice dally, Review of {he
residant's May 2014 MAR revealad the resident
had been adminlaterad Keppra 600 mg twice
daily from 05/14/14 through 05/31/14 instead of
{he 000 mg iwice dally as prescribed on
05/13/14 (a tola! of thirly-five (36) doses).

Inlerview with the DON, on 06/01/14 at 10:10 AM
and on 06/02/14 at 4:46 PM, revealed the Keppra
dosage glven 06/14/14 through 08/31/14 was
Incorract.

Interview with lhe Administrator, on 08/01/14 at
10:30 AM, revealed the MAR indicaled Keppra
was not given as prescribed for selzure aclivily
and the administration of madications should be
accurately racorded in the med!cal record.

4. Record review revealed the facllity admilted
Residant #14 on 10/41/113 wilh dlagnoses which
Included Dlarthea and Colon Ressclion. The
residant was ardered Pancrelipase {digeslive
anzyme) 5000 unils, one (1) at meals and one (1)
pafore bedlime. Revlew of the May 2014 MAR
revesled the resident did not recelve the
medlcation an 05/19/14, 05/21/14, 05/22/114 and
05/268/14, a lotal of fourteen (14) doses. The

back of the MAR revealed documentation the
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pharmacy was notified the medication was not
avallable on 06/19/14 howaver, the MAR
indicaled the medication was siill not avaliable on
05/23/14.

(nterview with Resident #14, on 06/28/14 at 2:26
PM, revealed iha Pancrelipase had not been
avallable for several days because the Insurance
would not pay for It even theugh he/she had been
teking the medlcation for years and It was
coverad by the insuranca.

Interview with he DON, on 05/26/14 at 3:36 PM,
ravealed she was currenlly investigating why this
residenl racelved other medications but did not
receive tha Pancrelipase, The Pharmacist had
informead the DON the Physlcian's Medicald
number was explred and that waa why the
medicatlon was not sent. There was no
axplanation as to why the pill bollle dated
06/21/14 was in the drawer empty,

Interview wilh a Pharmacy Represenlative, on
06/02/14 at 2:00 PM, revaaled the Physiclan's
provider enrallment was nol updated in the
Medicald syslem. She stated when they did an
update in thelr system, that was when they
slaried rejecling. The system nollfied the
physlclan's license was not updaled.

5, Racord review revealed the fachity admilted
Resldent #16 on 07/03/12 with diagnoses which
included Bllateral Above the Knee Ampulee and
Chronlc Pain. Review of a Quarerly MDS
assessment revealed the facllity assessed the
resldent with a BIMS score of fourtaen (14) which
Indicated Ihe resident was Inlerviewabls,

Revlew of the May 2014 Physiclan's Order,
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revaalad tha resldent was to have Fentanyt 26
meg/hr paich every 72 hours, Howsver, raview of
the May 2014 MAR, ravealed no Fentanyl palch
was administered on 05/056/14, 05/14/14 and

05/29/14.

Interview with Restdent #16, on 06/30/14 at 14:30
AM, revealed he was currenily hurting "bad”.
Observatlon of an assessmant at the tme, by lhe
ADON, revaaled there was no Fentanyl palch In
place. Residenl #15 was unaware there was not
a palch in place. The resldent slated the patch
helped as he/she always had paln.

interviaw with LPN #3, on 05/31/14 al 3:00 PM,
ravaaled Reaident #16 did not have the
prescilhed Fentanyl palches available in the
medicalion carl drawer on 05/20/14 and another
{ime at the beginning of the month. The LPN
stated she called the pharmacy and was lold the
Fantanyl patch was nol coverad by the resident's
insurance but Morphine would be. The LPN
revealed she called the ARNP who sald she did
not want to chenge the resident to Morphinae
because lhe resident had been on the Fentanyl
for some time. LPN #3 slated Resldent #15 had
“Hit me at the door complaining of paln and had
never complained of pain like that before and
that's how | knew |t was missed”. The LPN
revealed the pharmacy wiil nol send a medicalion
if it was nol covered by Insurance and lhe
resldents go a day or two without”.

inlerview wilh Pharmacy Representalive #2, on
06/02/14 al 3:20 PM, revealed he verifled the

. facility notified the Pharmacy on 06/26/14, bul
had not nolified the Pharmacy on 05/05/14 or on
05/14744. The Fenlanyl patch was nol delivered
{o the facliity, and avallable for administration, on
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8. Observalion of a madicaltion pags performed
by LPN #1, on 05/25/14 at 11:00 AM, revealed
LPN #1 obtalned a 229 blaod sugar reading for
Rasldent #17 and drew up seven (7) unils of
Regular insulin and prepared to administer It to
the residant. LPN # 6, who was new lo tha facillty
and shadowing LPN #1, Informed LPN #1 that
she thought the Insulin amount shauld be five (5)
unils and not the seven {7} units as was
prepared. LPN #1 then re-checked the rasident's
MAR and determinad the resident was to have
fiva (5) and nol seven (7) unilg of Insufin.
Interviaw with LPN #1 al the {ime revealed she
had another resident's sliding scale Insulln orders
and had drawn up and prepared lo adminlster the
wrong amount of insulin lo Resldent #17. She
stalad sha would have lo fill out a medication

erfor report.

Review of Residenl #17's May 2014 Physician's
Orders, revaaled the amount of Regutar insulin lo
be administered when the blood suger reading
was batween 101-260 would be five (5) unils.

Interview conducted with the DON, on 05/20/14 al
1:10 PM, ravealed she expecled nurges to go by
the orders on tha resldent's MAR and thought the
nursa would have doubla checked. The DON
was nol aware of whal was [n the facllily policy
related lo administration of sliding scale insulin,

7. Record review revealed the facilily admilted
Resldant #3 on 07/01/12 with diagnoses which
included Hyperlension,

Review of the May 2014 Physliclan's Order,
revenled lo administer Norvasc (blood prassure)
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10 mg every day. However, review of the May
2014 MAR revealed this medication was Inllialed
and circled from 05/23/44 Ihrough 06/29/14
{saven doses) which indicaled the meadication
was not given. Furlher review of the back side of
the MAR revealed no documentation related to
why the medicatlon was not given.

8. Record review revealed the facility admilted
Resldent #2 on 07/01/12 with dlagnoses which
Included Spina Bifida and Obesity. Review of the
Quarterly MDS assessment, dated 03/18/14,
revealed the facliity assessed the resident lo have
a BIMS score of fifteen (16) which indicated the
resldent was inlerviewable.

Review of a Physiclan's Order, daled 06/16/14,
revealed the Advanced Practice Registered
Nurse (APRN) ordered Diflucan 100 mg by mouth
avery day for five (6) days for a yoast rash.
Review of the May 2014 Medication
Administration Record (MAR) revealed the
madication was not given on 06/18-06/20114 a
tolal of five days.

9. Record review revealed the facliity admitted
Resident #13 an 07/01/12 wilh diagnoses to
Include impulse Conlrol Disorder and Damentla
wilh Behaviors, Review of an annual MDS
assassment daled, 05/07/44, revealed the facillly
had assessed the residenl's cognition as severaly
impalred with a BIMS score of six (6) and
required exiensive asslslance with aclivilies of

dally living.

Revlew of Physiclan's Order, dated 05/24114,
revealed to administer Buspar § mg twice a day.
Review of the May 2014 MAR revealad the
resident did not receive lhe Buspar until 06/27/14
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indloating six {6) doses were missed. The back
of the MAR revealed documenlalion dated
06/27/14 al 9;00 AM ihat indicaled the Buspar
would be avallable Ihat evening. The firat dose
was documented as administered on 06/27114 at

9:00 PM,

40. Resldent Awas cbserved during a
medication pass on 06/26/14 at 6:20 AM,
Resident #18 did not receive Amledipine 10 mg
as ordered as it was not available.

Review of the May 2014 Physiclan Orders
ravealed o administer Amlodipine 10 mg and
Pantoprazole 20 mg every day, However, raview
of the May 2014 MAR revealed the resident did
nol recelve Amlodipine 10 mg on 06/16/14,
06/16/14, 05/19/14, 06/23/14, 05/24/14, 06/26/14,
06/26/44, 05/27/14, 06/28/14 and 06/28/14 (lotal
of {en doses). There was no doecumentallon on
ihe back of the MAR lo Indicate the rallonale for
(ha medicatlon not belng adminlstered.
Addilionally, Resldent #18 did not recalve
Pantoprazole 20 mg eleven {11) times per the
May 2014 MAR, The MAR savealed inltials
circled Indicating not received on 05/12114,
05/13/14, 06/16/14, 06/16/14, 06/19/14, 06/23114,
06/24/14, 06/26/14, 06/26/14, 06/27/14 and
05/28/13, The back of the MAR revealed six (8)
days documenlation for Panloprazole nol
avallable on May 43th, 23rd, 24th, 26th, 26th and
27th. The five (5) remaining missed doses had
no documentation to indicate the reason the
medication was not adminislerad.

Inlerview with LPN #3, on 08/29/14 al 10:06 AM
and 10:25 AM, who performed the medicallon
pass (06/29/14), revealad she callad the
Pharmacy and was lolg the Amtodipine was lasl
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sen! from the Pharmacy on 04/06/14,

Interview with the DON, on 05/29/44 at 1:10 PM,
revealed if medications were not avallable for
adminlstration for a resident, the pharmacy
should be called. She stated medications could
be ordered STAT and tha pharmacy could send
them from the back up pharmacy as neaded.

APost Survay interview with the DON, on
07/02/14 at 9:20 AM, revealad the nurses should
have have noliflad the pharmacy the medicatien
was not available for adminlstrallon and
documented the pharmacy was notifled on the
back of the MAR, The DON stated some of lhe
medications werae not glven becauss (he nurse
falled ta reorder the medication and some of the
resldent's medication was not avallable due to the
physiclan's Medicald number not belng renewed.

Interview with the Adminlstrator, on 05/30/44 at
3:20 PM, revealsd some of the resident's
medicatlons were nol belng delivered from the
pharmacy due to a Physlclan needing to update
hlg provider number. She slated the pharmacy
should have continued to send the medications
unli# the problem was resolved and the facility
was currenily working with the pharmacy on that.
However, when staff was unable to carry out a
physiclan's order, he/she would have expectad
the staff to report lo lhe nurse In charge, and
slated staff should have czlled {he pharmacy and
checked the EDK box to ensure medicallons
ware avallable for administratlon.

Post Survey Interviews with the Adminisiratar, on
07/02/14 al 9:46 AM, 2:66 PM and 6:00 PM,
ravaaled the MAR and TAR reviews were
implemented on 06/16/14 due o identifying
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admisslon medications were nol avallabla for
administration, but there was nothing put In place
lo ensure tha MAR snd TAR reviews were balng
canducled o ensure the facliity would identify
when medicallans were not avallable for
ac{’mlnls!rallon and administered per physiclan's
order,

“The lacllity implemented the followlng actions to
remove the Immedlate Jeopardy:

On 06/04/14, the physiclan was nolifled by the
Director of Nurging (DON) of medicallons not
administered according lo physician's Qrder for
Re;}dents #3,#10, #11, 12, #13, #14, #16, #18
and #17.

On 05/31/14, the DON and a consulting DON and
ihe Reglonal Nurse Consultant (RNC) audited
Physiclan Qrders for the previous thirly (30) days
to assure all orders were corract on tha MAR.
Any discrepancy was clarifiad wilh the physliclan
and wrillen correctly on the Physiclan Orders.

On 06/0114, the RNC re-educaled the DON on
"Medlcation Avellabliity” profocal, which slates the
procedure lo follow for physiclan nollfication when
medlcalions are nol avallable to be administared
as per the physiclans order, and post tast
complated,

On 05/01/14, the DON began education with
Licensed Nurses on "Medicallon Avallability” and
post test lllled "Medication Avallabliity* which
stales the procedure to follow for physician
nolification whan medications are not availsble lo
be adminlstered per physicien order, This
{ralnlng will be completed wilh all licensed nurses
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by the DON. The DON will educale end validale
compatency with tha Asslstant Okrector of Nursing
(ADON), MDS Nurse or Unil Manager and the
licensed nurses. No ficensed nurse wil work
after 08/04/14 without having had thls
re-education and compelency tesl.

On 08/02/14, two reprasentatlves from the
Pharmacy completad a Medicatlon Administration
Record {MAR) {o medication cart audil for all
current residants to ensure all medications were
avallable for adminlstrailon per physiclan ordar.
Any medicalion [denliffed as nol avallable and not
in the emergency drug kit was sent stal to the
pharmacy for Inmediate delivery.

Beglnning the week of 06/08/14, the Pharmacy
will audit all current resldents’ MARs and
compare to Lhe medicatlion avallzble in the
medication cast for each residant one (1) time per
week for four (4) weeks then avery two waeks for
elght (8) weeks to assure all medications are
avallable. Any deficlency Identiflad will be
correalad iImmediately. The results of this audit
will be forwarded 1o the faciiity's Quality
Assurance Parformance Improvement (QAPI)
Commitlee for revlew and recommandation
waekiy unlil the Jeopardy is removad and then
monthily far at least hree (3) months, If al any
{ime concems are Identified, the QAPI Commilles
will convene to review and make further
recommendations as needed. The QAPI
Committee will consist of at a minimum; the
Administrator, DON, ADON, Soclal Services
Director, Distary Services Manager and Business
Office Manager with the Medical Direclor
allending al least quarierly.

AnAd-Hoc Quality Assurance mealing (QAPI)
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was held on 06/03/14 to revlew the alleged
deficlanl practice and plan of removal with the
Medlcal Director, Adminisiralor, Diraclor of
Nursing, MDS Nurse, Social Service Direclor,
Housekeeping Supervisor, Direclor of
Rehabllitation, Dletary Manager, Mainlenance
! Directar, and Admisslons Coordinator with no
further recommendations mads,

The Stale Survey Agency valldaled the correclive
actions laken by the facllily as follows:

On 08/12/14 a1 10:40 AM, LPN #4 verilled
through Interview he/she had received recent
Inservice tralning on medication availabllity. If a
medicalion Is not In the medication cart drawer,
the emergency drug kit (EDK) should be chacked
to see If the medicalion Is avallable there. If
unavailable, lhe pharmacy should be called and

: the medication will be delivered anywhere from
one-four hours for a "STAT" order, Whaen there
are new inedicallon orders for a resident, the
medications are entered in the computer and
{hen a copy of lhe order ia faxed {o the pharmacy
as waell as a follow-up phone call lo the pharmacy.
If a medication Is unavallable the physician [a
nolified, Normal pharmacy delivery Is made on
tha night shift. The MAR checks are done al the

end of shift for the opposile haliway. The DON i
has also been compleling MAR checks to make
sure that medicatlons are not missed. For
medication STAT orders, slaff are to look in the
EDK, STAT from the pharmacy or If an urgenl
need the resident would he gent aut to the
hospilal. The LPN stated medications have been
available recently for administralion. When a
medication supply for a resldent gets down to 3-5
days, the sticker Is pulied and a fax is sent lo lhe |
Event ID;4FT211 Facility (0: 100069 if continuallon sheel Page 105 of 186
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pharmacy. If there la an Insurance issue, the
pharmaoy will send medicalion for the res(dant
{hen will work o resolve the lssue. LPN #4
verliied hefshe was provided recenlt education
regarding Care Plans, If stafl is unable to fallow
the resident's care plan, the physician should be
notiflad as we!l as the DON.

On 06/42/14 al 10:54 AM, RN #2 verified through
intervlew hefshe has been educated regarding
medication adminisiration and avallabllity. If a
madicalion Is not avallable on the medication
carl, the EDK should ba checked, the pharmacy
should be called and the physician nolified of any
lssues. RN #2 revealad through inlerview he/she
was sl In orlentation and was to receive
education on 08/12/44 regarding medicallon
orders for a newly admitied resident. She verified
there was a list of medicallons available in the
EDK box for slaff referance. RN #2 verified
through Interview that he/she has raceived
aducation while In orlentalion regarding Care
Plans. Acompular based educatlon program
was provided In reference lo care plans and the
Accunurse sysiem. Further interview rovealad
care plans were changed by the RN for new
orders or changes In care. The DON and Charge
Nurse are notliied of any changes In lhe care
plan. RN #2 verilied no problems wilh medication
availabliily since helshe started working at the
facility two (2) days ayo.

On 08/12/44 al 14:02 AM, LPN #9 (MDS Nurse)
verified through inlerview that she had received
inservice tralning regarding medication
avallabllity. If a medication Is not avallable, the
EDK should be checked and the pharmacy
should be called, The physiclan should be
nolified if a medicalion cannot be given at the
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ordered time. She stated she was unaware of
any recent [asues with medicalion availabllity,
The process to racrder medications s {o pull the
sticker and fax |t to the pharmacy to gel ihe
medicalion delivered. An order has to ba
received at the pharmacy by 5:30 PM In order to
recaive Ihe medication on the routie evening
delivery. Medicatlon orders for naw residenls
should be faxed to Ihe pharmacy lo assure
madication delivery. LPN #9 veriliad through
Interview he/she has raceived Inservice tralning
regarding care plans (o Inglude that care plans
are to be followed and If the care plan cannot be
followad the DON and the physlcian should be
notifiad. It was reporied that nurses updale care
plans and il a change {s made with tha MDS
assessmaent, revisions are made at that time by
the MDS nurse.

On 06/12/14 al 11:15 AM, LPN #3 varifled
through interview that he/she had received recent
educalion regarding medication avallability and
care plans. lf there is a naw resldent admission,
the pharmacy should be cailed to gel lhe
medicalions. The EDK should be checked to seo
il tha madicalion is avallabla In the box. If there is
a problem gelling a medication, the physiclan
should be notifled. LPN #3 denled any recent
problems with medicatlon availabliity. To reorder
medications, lhe sticker should be puiled and
faxed to the pharmacy. As a roullne, staff should
ba chacklng to make sure thal medications are
avallabla., LPN #3 roporied that siall need (o tako
the Inltlative lo get imedlcallons before the
rasldent runs ouf, The LPN statad lhe pharmacy
Is good aboul gatting STAT medicatlons fo the
faclllly. Staif should make sure thal lhey nofily
the physiclan for any new orders or changes
related to medicallons. LPN #3 verlfied thal
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hefshe has raceived education regarding care
plane. He/she reporis thet slaff need to go by the
cavre plan and If something is unavallable, the
Charge Nurse should be made aware. Iftherals
an intervention on the care plan Ihat cannot be
foliowed, staff need to call the DON and the
physician. LPN #3 revealed (hal care plan
revisions were completed by the RN.

On 06/92/14 at 11:46 AM, SRNA #2 veriliad
through Interview thal he/she has recelved racent
aducation regarding Care Plans, Staff are to
access the Accunurse system to chack care
plans and any updates. He/she also reporis the
receipt of daily wrillen cara plans for the
resldents. If a prablem with a care plan is
ldentliled or cannol be carrled out, the SRNA
would notily the charge nurse. The SRNA care
plan Is updatad by the DON,

On 08/12/14 al 12:00 PM, SRNA #3 verified
through interview that hefshe has received recent
aducation regarding Care Plans. Inservice
training was afso provided regarding the
Accunurse system and how (o relrleve the plan of
care (or a resident. He/she revealad the
Accunurse system alerts staff whan a rasidant's
plan of care has changed. The DON updaltes the
care plan as naeded. Staff was raquired lo
complele a quiz regarding educalion malerlal. If
slaff is unable lo follow & plan of care, the SRNA
should nelify the Charge Nurse,

On 068/12/14 at 12:03 PM, SRNA #4 varified
(hrough Interview that he/she has recelved recent
education regarding Care Plans. If a care plan
changes In the Accunurse syslem, staff will be
alerled regarding the change. Staff afso received
a copy of the resident's plan of care, if the SRNA
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1s unsure about the plan of care, helshe should
noltfy the Charge Nurse. if the care plan cannot
be followad, tha SRNA should contacl the Charge
Nurse. SRNA was raquired lo complete a post
tesl on the covered Inservice malerial

On 0612114 al 12:08 PM, SRNA #5 verifiad
through Interview lhat he/she had received recent
aducallon regarding cara plans and completed a
post tesl. Further Interview revaaled the
education provided coveread the Accunirse
System and how to review (he care plan. Stalf

- ware to nollfy the Charge Nurse If the plan of care
could not be followed. Staff should lollow the
chain of command for reporling If the Issue was
not resalved.

On 06/12114 al 12:08 PM, SRNA #8 verifled
through Interview that hefshe had recelved recent
education regarding care plans. Slafl were to
check the Accunurse systam headset for any

change In the plan of care for the residenl. Stalf )
are also aleried of changes to lhe plan ol care .
through the headssl. It Is reported lhal staff also
recelve a wrilten copy of the care plan. If staff is
unable lo provide resident care as oullined in the
plan of care, the Charge Nurse should be nolified.

On 08/42/14 at 12:30 PM, SRNA #7 varlfied
through Inlerview that he/she had received recent ,
educatlon ragarding care plans and the
Accunurse aystem. Staff should use the
Accunurse sysiem to review required care nesds
for a resident. Il there was a concern providing
cara for the resident, the Charge Nursa should be
notified. Siaff recelved a copy of Inlerventions for
each resident dally, A post lest was compleled.

| On 06/12/14 al 1:37 PM, SRNA #B verilied
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through Interview that hefshe recelved recent
educallon regarding care plans. If sialf Is unable
to follow the plan of care, the Charge Nurse
should be nolifled immediately, Access {o the
resident's plan of care Is through the Accunurse
system and slaff racelved printed Informatlon.
The Accunurse system will aler staff lo any
changes In & residenl's plan of care. SRNA#8
also verlfied that he/she complated a post tast
afler Insarvice lraining.

On 06/12/14 at 2:40 PM, the DON verifled
through interview that she bagan education with
licensed staff on 08/01/14 regarding madication
administration and availablily. The stalf was
required lo complete a post test.

On 06/12114 al 2:50 PM, RN #3 verilied (hrough
Intarview lhat he/she had racelved recent training
on madication avallabliity and adminfstration,
Reporis thal medication avallability was covered
to include checking the EDX hox, calling the
pharmacy and If unable to obtaln the medication
In a timely manner, the phyalclan should ba
nofified. RN #3 stated thal medication availabllity
was 100% belter. If a medication supply is
gelling low, the sticker should be pulled and
faxed lo pharmacy. Medications wers usually
reosdared when a three (3) day supply Is lefl.
Staff Is lo nolify the physicien If there are
problams oblalning a medicallon or If the rasldent
refuses a medication. RN #3 also verified the
racelpt of education regarding care plans. Staff
should always follow the care plan and If unable
should nolify the physician as wall as the DON,
Care plans were updaled by a RN; and, SRNA's
care plans were updated by the RN or the DON.
SRNAs use the Accunurse sysiem to access

Informalion regarding a resident's pian of care. If
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a SRNA s unable lo foliow the care plan for a
resident, the Charge Nurse or adminisiration
should be nolified,

On 06/42/14 at 3:08 PM, LPN #5 verified through
{nterviow that he/she had received recent
education on medicatllon avallabllity and
adminfalration. A post testwas completed after
racelving Inservice lraining. If & medication Is not
avallable, the EDK box should be checked and If
the medicalion Is not available there, the
pharmacy should be called to get the medication
STAT and fhe physiclan should ba called for
addillenat orders. Raeordering residant
medlcalions should be done when there is a three
{3) day supply of the medicatlon left. The slicker
should be pulled, placed on the reorder form and
faxed (o the pharmacy. LPN #5 revealed that
medicalion avallability has improved. The LPN
verlfied that he/she has received racent aducation
regarding care plans. If staff Is unable to follow
tha plan of care for a resident, the Charge Nurse
shouid be notified and will alert the DON and lhe
physician, The computer or the Accunurse
system can be ulilized to view the resident's plan
of care.

On 08/12114 at 3:34 PM, the pharmacy
rapreseniallve verifled through interview (hat he
and Cerllfted Pharmacy Techniclans completed a
MAR to medication cart audits for all residents on
06/02/14 and 06/09/14.

On 06/12/14 al 4:20 PM, an interview wilh the
PON and the Adminisiralor, revealed omissions
on the Juna 2014 MAR for Resldent #15 on
06/05/14 at 3:00 PM of a dose of Lorleb and e
2:00 PM dose of Lyrica Indicated lhe medications

ware not administerad by LPN #1. It was
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ravealed that LPN #1 was lerminated related to
the medication errors, On 06/11/14 al 5:00 AM, a
dose of Levolhyroxine was not documented as
glven by RN #4 and disclplinary action was
pending relaled to the omissicn on the MAR,

On 08/12/14 at 4:52 PM, the DON and the
Adminlstrator were Interviewed regarding
omisslons on the Juna 2014 MAR for Resldent
#18. Review of the June 2014 MAR revealed no
documentation for a 7:00 AM dose of Zantac on
06/09/14 and 6:00 PM doses of Depakote on
068/07/14 and 06/06/14,

Interview on 06/12/14 at 5:16 PM with LPN #3
revealad that ha/she had glven the Zantac to
Resident #18 on 06/09/14 but fallad {o document
It on the MAR. The LPN steted she had signed a
disciplinary actlon five (S5} minules prior to the
intarview,

interviow on 06/12/14 al 6:24 PM, with LPN #4
ravealad thal hefshe had given the 5:00 PM
Depakota doses lo Resldent #18 on 08/07/14 and
08/08/14 but falled lo documaent the
administration on the MAR. Further interview
ravesled he LPN recelved disciplinary actlen
thirty (30} minutes prior lo the Interview.,

Intarview with the DON on 068/12/14 at 6:46 PM,
revealed lhat training and education were
provided to staff as a pari of a disclplinary action,

Interview with the Administrator, on 06/12/14 at
6:60 PM, revealed that an addilional, Ird MAR
cheok was added on 06/12/44 to Include slaff at
shift change checking MARs for omisslons.

Interview with the Administrator, on 06/13/14 at
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9:16 AM, revaalad that an additional, 3rd MAR
check was Inillaled on 06112!11. The Madical
Diraclor wae nolilled and participaled in a QA Ed25
meeting/conference call regarding the plan. i?gggﬁ% p‘;';%';%gigwg‘;" sve -
Interview with the Administrator, an 08/13/14 at The comestive action secomplished to corret
10:28 AM, revealed that LPN #4 had not worked tho alleged deficient prastice:
and had been cul of lown a':\d that :Iaclj;rlnaly
aclion was provided upon the first day of her Resident #11
calurn fo work. 2014 i, expired in ths facility on May 24,
interview with the Adminlatrator, DON end On 6/4/2014, Direclor of Nursing observed
Raglonal RN, on 06/13/14 al 10:50 AM, revealed medication  administration  to  ensure
the medications for Resident #18 ware avallable medications were aveilable end administered
on the cart for adminisiration. Staff interviews per physiciens order for Resident #3, 10, 13,
reveal that the medicalions were administerad 14, 15, 16
and avallable on 06/07/14, 08/08/14 and 06/08/14 i
and disciplinary action w?‘s admlnlaleretll Other residents had the poleatial to be affected,
accarding to the AOC. The number of pllls .
avallable an tha medication cart on 08/13/14 On i“”“‘:,’,;‘- two sepreseatutives | Tom
appeared to he adequate based on the date of Mm:;r;“ :::cy Af::!'i':P to :nsurc alﬁ
delivery. cati ifabl dra .
F 425 | 483.60(8),(b) PHARMACEUTICAL SVC - Fa2s| o e e Any . medicatlon
sSsL | ACCURATE PROCEDURES, RPH identified as not available and not in the
emergency drug kit wos sent stat to the
The faciiity must provide roullne and emergancy pharmacy for immediate delivery.
drugs and biclogicals to lls residents, or oblain
{hem under an agreement descrlbed In The messures or systemic chapges were mode
§483,76(h) of this part, The facllity may permit fo ensurs that the alleged deficient practice will
unlicensed personnel to administer drugs if State 0t recur;
law permils, but only under the general .
supervision of a licensed nurse. On 6412014 Omnicore ~ Pharmacy
Adjlldll.'ﬁl!cln Supervisor cducal-ed all
Afaciiity must provide pharmaceulica services Adjadicuion_empoyess, o6 WNE L
(including procle(l!rl:mz {tshal aslsure tl:’e accurale O N aaiors mxdered by a’;ﬁi’c 4 :o':
acquiring, recaelving, dispensing, an Jcast 2 days to the facili rdi
adminislering of all drugs and biologicals) to meet ot least seven (7) days to the cllity sccoscing
the needs of each resident. ::;yg:“;:ﬁ:‘:’ order regardicss of resldents
Evenl ID;4FT201 Fackty10: 100083 If ¢ontinustlon sheel Page 113 of 188
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petformance to ensure that_solutions for the
The facllily must employ or obtaln the services of alleged deficlent practice are susipined:
a licensed pharmacist who pravides consultalion Beginning the week of 6/9/id, Omnicare
on all aspects of the provision of pharmacy Pharmacy will audit all cument residents’
services In the faclity. MARs and compare o the medication
available in the medication cart for each
resident one (1) time per week for four (4)
weeks then every two wecks for eight (8)
weeks by Ommnicare to assurc all medications
This REQUIREMENT Is not met as evidenced are available. Any deficiency identified will be
by: corrected immedistcly. Omnicare Phonuacy
Based on interview and record review, it was General Manager will audit ten (10) physicisn .
determined the facility failed to provide orders weekly for twelve weeks to casure all
pharmaceutical services to meet the needs of resident medications ordered by a physician
seven (7) of seventsen (17) sampled residents were dispensed for at least seven (7) days to
(Residents #3, #10, #11, #13, #14, #16 and #16) the facility according to physicians order
relalad to the unavaliabilily of routine and regordless of residents’ payer source.  The
emergency madications for administration. results of these audits will be forwarded to the
facility Quafity Assurance Performance
The facllity falled lo ensure staff followed Improvement Committee for at teast three (3)
procedures fo oblaln a “Slat* order for Solu moniha. If at any time concerns are identified
Madol (sterold) intramuscular (M) and Levaguin the QAPI committee will convene to review
(antiblotic) intravenous (V) for Resident #11 end make further recommendations as needed.
when expariencing labored breathing. Resident The QAPI commitice will consist of at a
#10 did not racelve Potassium (when prescribed minimom the Administrator, Director of
due to a low Potassium level) untit the following g‘“”.“'g' Assistant Director of Nursing, Social
day and was admiiled to the hospital with a ‘;";;‘“’ D'“gi‘;f' ?&"“'y Servicea Mansger
dlagnosls of Hypokalemla. Resldent #16 was nol B e e o oasl With the Medical
administered a Fentanyl patch (narcotic for pain) s (E L5
for paln thrae (3) times In May 2014 because the 07/11/14
madlcation was not obtalned from the Pharmacy.
Residents #3, #13, #14 and #18 did not receive
varlous medications as prescribed due lo the
unavaliability of the medication, and or the fallure
to adminisler the medication.
The facllity's fallure to provide pharmaceutical
services to meet the needs of the resldents
caused or was likaly lo cause serlous [njury,
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harm, Impairment or death of a resident,
Immedlale Jeopardy was idenlified on 06/02/14
and determined lo exiat on 05/06/14. The faclity
was notified of the immadiate Jeopatdy an
08/02114.

The findings include:

4. Record review revealed the facility admitted
Resident #10 on 06/16/14 with diagnoses which
inchided Psychosis, Dlarrhea and Diabetes.

Review of the Admission Minimum Data Set
{MD3) assassment, dated 05/23/14, revealed the
faciiity assessed the resident with severe
cognitive impalrment,

Review of the resldent'a record revealed a rouline
laboralory test was conducled on 06/20/14, which
revealed the resident's Polasslum level was 3.2
millimolesiLiter (mmol/L) and normal value was
between 3.5-5.60 mmol/L. On 05/21/14, the
resident was lo recelve Intravanous flulds and a
*Now" dose of Potassium 40 milllequivalents
{meq) was administered. The Potassium level
was rechecked on 06/22/14 with a result of 3.6

mmoliL.

On 06/29/14, Licensed Praclical Nurse {LPN) #3
racelved an order to edminister Potassium 40
meq by moulh "Now" and recheck Polasslum
teval in twenly-four (24) hours. Further review of
the May 2014 MAR revealad the order for the
Palassium 40 meq was not documented on the
MAR unlll 06/30/14 at 9:00 AM (one day later) al
which {fme it was administered.

Racord revlew revealed a repeat Potassium laval
Evenl 10:4FT214 Facifty 10; 100089 If coninualion sheat Paga 113 of 188
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was oblalned on 05/30/14 with a Panlc Level of
2.4 mmolL. The Physiclan Assislant was notifled
and the resldent was sent to lhe emergency
room. Resldent #10 was admitted o the hospilal
on 05/30/14 at 8:60 PM with a dlagnosis of
Hypokalema (low potassium), LPN #3 falled lo
lranscribe the order to the MAR; and, falled to
administer the medication when ardered on

05/29/14,

Review of the Hospllal Admiasion History and
Physlcal, dated 06/30/14, revealed Resident #10
was admitted o the hospital bacause of a
Potasslum level of 2.4 Indicating Hypokalemia
and would ba lreated with IV hydration and
replacament of the Potasslum.

Interview conducled with LPN #3, on 05/31/14 at
4:00 PM, revealed on 05/29/14, the nurse for
Reslidenl #10's physiclan had called the facllity
and given her an order for & one ima doss of 40
meq Polasslum but gave her no olher speciilcs.
LPN #3 stated she forgot to pul the medication
arder on the MAR and did not administer lhe
Potassium as ordered. She fexed the order lo
the pharmacy and also called the pharmacy
about Ihe Potasslum order sometime before
lunch on 06/29/14. She slaled she did nol know
If the Potassium was In the Emergency Drug Kt
(EDK) as she was unaware of what medicatlons
were avallable In the EDK and she did nol fook in
there for the medication. The medicallon wes
avallable In lhe EDK.

Inferview with the Diractor of Nursing, conducled
an 05/31/14 at 9:30 AM, revealad LPN #3 had
fallad to place the order for lhe one lime dose of
Polasslum on Restdent #10's MAR and had
forgotten lo administar it on 06/28/44 when I was
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ordered. The DON ravealed the residant's
Polassium level was at Panic Level of 2.4
mmoliL on 05/30/14. The residenl was sent io
the hospltal and admitied for treatment of
Hypokalemia.

APost Survay inlerview conducled with the
Administrator, on 07/02/14 at 2:656 PM, ravealad
slalf was educated during orientation when hired
on medication adminisiration and the EDK box,
which included where the box was located, the
contents and the protocol to follow. She staled
the staff was educated that ihe EDK box was
locatad Jn the medication room and there was a
llst kept in tha box that listed the medications that
were avaliable for adminlstratlon.

Interview with the Medical Director, on 08/02/14
al 2:15 PM, revealed nurses should know thelr
dultes, know what they were dolng; and, the
supervisors needed o know what was golng on.
He stated, "Can't walt twenty four hours lo find
out a medication has not been glven. *

2. Record review revealed Restdent #11 was
admitted to the faclily on 07/04/12, with
dlagnoses which included Congealive Heart
Fallure and Chronlo Obstruclive Pulmonary
Disease (COPD). A Quartesty Minimum Data Sel
(MDS) assessment, dated 06/03/14, revealed lhe
facllity assessed the resident with moderately
Impaired cognition. On 06/21/14 al 10:67 PM,
LPN #5 assessed the residenl and noled the
residant was exparlencing labored breathing.
The APRN was nollfted on 05/21/14 at 11:30 PM
and ordars were recelved to madicate the
resident with Solu-Medrol 40 miliigrams (mg)
intramuscularly (IM), Levaquin 500 mg 1V every
24 hours, Prednlsone 40 mg by mouth times two

F 426
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{2) doses, DuoNeb every 4 hours, check vilal
signs every 4 hours, a chest radiograph (x-ray)
and e complete blood count {CBC) "Slat”, The
chest x-ray which was read by the Radiologlsl
revealed thers wera defined infillralive shadows
in the left Infrahllar and lower lobe suggeslive of
Pnaumonia, However, raview of the Nursing
Notes, and the May 2014 MAR, revealed the
rasident recelved the Solu-Medrol 40 mg IM and
the Levaquin IV on 05/22/14 at 5:48 PM after the
Solu Medrol was laken from the Emergency Diug
Kit {EDK) by LPN #1 Inslead of on 06/21/14.
Review of the Nurse's Noles, daled 05/24/14 al
6:24 PM, revealad lhe resident was noled to have
a fixed factat expreasion, Cardiopulmonary
resuscitation (CPR) was Inittated by steff and
continued until Emergency Madlcal Services
(EMS) arrival. Resuscllation was unsuccessfu
and the residont explred.

Interview with Ihe DON and Administrator, on
05/29/14 at 5:00 PM, revealed they dld not know
{here was a problem with Resident #11 not
getling medication untll the next day after il was
ordered "Stal’, They staied the medicatlon was
avallable in the EOK box.

3. Record review revealed Rasldent #3 was
admilted lo the facility on 07/01/12, with
diagnosas which included Hypartension. Review
of the Annual MDS Assessmenl, daled 04/10/14,
revealed (he rasident had a Brlef Interview of
Menlal Status {BIMS) score of fourteen (14),
Indlcallng the resident was cognitively Intacl.
Review of tha May 2014 Physiclan's orders
revealed to administer Norvasc {blood pressure
medicatfon) 10 mg daily; howevar, review of the
May 2014 MAR revealsd tha residenl did not
recelve Norvasc 10 mg daily from 06/23/14
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through 05/29/14.

4. Record review revealed the facllity admitted
Resident #13 an 07/01/12 with diagnoses which
inciuded impulse Conlrol Disorder. The Annual
MDS agsessment daled 06/07/14, revealed the
facility assessed the rasldent to have a BIMS
score of six (6). The Comprehensive Care Plan,
daled 07/16/13, relaled lo impulse controi lisis an
Intervention lo give medications as ordered. On
05/24/44, an order was received from the APRN
for Buspar 5 mg per PEG tube twice daily routine.
The medication was not givan unlil 05/27/14 at
9:00 PM after [t was unavallable for the first slx
{6) Inilial doses,

5. Racord review revealed Resldent #14 was
admiited to the facllity on 10M1/13, with
diagnoses which Included Diarrhea and Colon
Resection, Revlsw of the Comprehensive Care
Plan dated 01/27/14, revealed a comfort
interventlon 1o racelve medicallons as ondared.
Roview of the May 2014 MAR ravealed the
resident did nol recelve a lotal of fourteen (14)
doses of Pancrelipase 6000 unils on 05/18/14,
05/21/14, 06/22/14 and 05/28/14, Review of
Physiclan's Orders, daled May 2014, revealed
ihe medication was ordered to be taken at meals
and before badlime. intarvlew with the resident
on 05/28/14 al 2:25 PM, revealed hefshe had
baen missing the medication bul did not
undetstand why as he/she has been on il for
years, He/she was told that the medical card
would nol pay for I\,

6. Record review revealed the facllily admiiled
Residenl #15 on 07/03/12, with dlagnoses which
Includad chronic paln. Review of the Quarterly
MDS assessment dated 04/02/14, revealed the

F 426
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facillly asgessed the rasiden! with & BIMS score
of fourtesn (14). Raview of the Comprehensive
Care Plan, daled 04/02/14, revealed o administer
medlcations as ordared, Review of the May 2014
Physlclan Orders revealed an order for Fentanyl
palch 26 meglhr, to be changed every 72 hours,
wilh the ordar start dale of 09/10/13. Howaver,
review of the May 2014 MAR revealad the
resident did not recelve histher Fentanyl palch on
06/0614, 05/14114 and 05/29/14,

Interview wilh Pharmacy Account Executive
Cusiomer Seivice Representativa, on 08/02/14 at
3:20 PM, revealed he chacked to see when the
facillty nolified lhe Pharmacy related to Resident
#16's Fantanyl paich and determined the faciiity
did not nolify the Pharmacy on 05/05/14 or on
05/14/14 that the resident's Fenlanyl paich was
nol delivered and was not avallable for
administration and they should have been
noliffed.

A Post Survey intarview wilh the Pharmacy
Account Execulive Customer Service
Represenlalive, on 07/15/14 at 10:16 AM,
revealed If the facility had notifled the pharmacy
and they were unable {o defiver the medicalion a
fax would hava baen sent to the facllity indicating
the reason a madication was not delivered as
ordered. The Representative stated, "We don't
Just not send & medication.”

7. Record review revealed the facillly admilied
Resldent #16 on 09/19/13, with dlagnoses which
included Goul, Diabetes, Below the knae
amputallon and Generalized Paln. Review of a
Quarterly MDS assessment dated 05/01/14,
revealed the facllily assessad the resident with a
BIMS scora of fiitean (16) indicating the resident

F426
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was inlerviewabie. Revlew of the Comprehensive
Care Plan, revised on 05/27/14 revealed a paln
care plan which Included interventions of the
residant to receive medicailons as ordered.
Review of the May 2074 Physiclan Orders
revealed orders for Torsemide 30 mg daily,
Aliopurinal 50 mg dally, Asplin 81 mg daily,
Neurontin 400 mg by mouth theas {3) imas dally,
K-Dur 40 meq three (3) Umes daily, Clindamycin
300 mg thres (3) limes dally for 10 days {lo end
on 05/09/14), Vancomycln ane {1) Gram twice
dally for eavan (7} days (wilh fast dose on
05/23/44) and Percocet 10-325 mg every elght
(8) hours rouline, Further review of the May 2014
MAR ravealad the following omisslons from the
MAR: Toresmide 30 mg on 05/18/14, 05/26/14
and 06/31/14, Allopurinol 50 mg on 05/14/14 and
06/26/14, Asplrin 81 mg on 06/11/14 and
05/20/14, Neurontin 400 mg on 06/17/14,
05/20/14 and 06/31/14, K-Dur 40 meq on
06/01/14, 06/06/14, 05/08/14, 05/09/14, 06/13/14,
05/16/14, 06/20/14, 06/27/14 and 06/31/14,
Clindamyein 300 mg on 05/02/14 and 05/08/14,
Vancomycin on 06/20/14 and Percocet on
05/18/44, 05/20/14 and 06/31/14.

Interview on 05/20/14 at 2:45 PM wilh the
Pharmacy Account Execullva Customer Service
Representative, revealed he was nol aware of
any racent problem with the avallabliily of
medications for residants in this facilily. The
facliity slafi was to fax orders by 6:30 PM Monday
through Friday and by 3:30 PM on Saturday and
the medicatlon would be delivered thal night,
Orders recelved on Sunday have lo be faxed and
called fo the Pharmacy and the back up
Pharmacy would deliver,

Howaver, a Post Survey Interview on 07/18/14 al
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Customer Service Representative, sevealed the
pharmacy sasvices main source of
communication as the provider of pharmaoy
sarvices (o the facilily was facelmile {fax). He
slated there were mulliple fax numbers that could

within the faclity. He further stated, the
pharmacy provider reiled on the person recelving
the fax to ensure It was routed to the appropriate
person. There were no pharmacy prolocols that
necassllated the pharmacy provider lo make
verbal communication with the facllity; however,
occasfonally it was praciice o call the facllity it
thera was a problem. He did not know if the

means of a fax. He further stated, the chart

month, reviews medicallon Interecilons and
compallbliity and so forth, and the pharmacy
consultant would not have identified il there were
medicalions missing or nol being deliverad

A Posl Survey Inlerview with the General

ravealed lhere was an Issua with the physiclan's
ficanse aumber belng renewed In the system so
Medlcaid was rejacting some of the residents’
madjcallons, He slated a fax was send to the
facility when this would occur. He revealed lhe

somelime after the survey had starled, and
medicallons that were rejecled by Mediceld and

the facllity would cover the cost untll the Issue
was resolved, He slated as far as he was aware

40:07 AM with the Pharmacy Account Executive

be ulilized lo send faxes to varlous depariments

facllity was ever contacled other than by the

reviews which would have bean completad by the
pharmacy consullant who makes rounds once a

because the consuflani does nol ook at the
MARS, :

Pharmacy Manager, on 07/02/14 at 10:35 AM,

facility had contacted the Pharmacy, he {hought

raquesied the Pharmacy to send the resident’s

F 426
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this had been done. He stated when slaff nesdad
{o reorder & madication, there were stickers on
(he labels of the residents' madications and the
stalf would need lo peet (he slicker off and place
it on a reorder sheet and fax to the pharmacy
when a medication was needed.

Post Survey interview wilth the DON, on 07/02/14
8t 9:20 AM, revealad the nurses should have
checked the Emergency Drug Kit (EDK} and
noliied the pharmacy when a medication was not
avellable for adminisiration. The DON slated
some of the resldents’ medications were nol
avallable due to the physiclan's Medicald number
not belng renewed and the pharmacy faxed the
facility to make them aware but the nuraes did nol
give her the faxes, She stated other resldents did
not have thelr medication available for
administration because the nusses had falled to
reorder the medication.

Interview with the Administrator, on 06/20/14 al
1:40 PM, revealed she had not been aware of a
problem with obtalning medications from the
pharmacy unlil 05/23/14, Further interview wilh
the Administrator, on 06/30/14 at 4:00 PM, and
06/02/14 al 5:20 PM, revealed they had [denlilled
one of the Physiclans needed to updale hisfher
provider number far Medicald because it was not
showing up as active In the system. The
Adminisirator slated the pharmacy was now
supposed lo continue lo send the medications
unii the problem was resolved. A Post Survey
interview, conducted on 07/02/14 at 2.56 PM,
revealed the Pharmacy was sending the faxes to
the facility informing the facllity ihe medicalions
would not be sant due to the physiclan needing lo
updale his provider number bul tha faxes were
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going lo the nurses on the floor and not lo the
Adminlsirative slaff. She staled thay have now
changed thelr system for all pharmacy faxes lo be
sent to the Adminislrator.

*The (acllity implemented the following acllons to
remove lhe Immediate Jeopardy:

On 08/04/14, the physiclan was notified by the
Dhector of Nursing (DON) of medicallons not
administerad according to physician's Order for
Resldents #3, #10, #11, #12, #13, #14, #15, #16
and #17.

On 05/3114, the DON and a consulling DON and
the Reglonal Nurse Consultant (RNC) audited
Physliclan Orders for the previous thirly (30} days
to assure all orders were correct on the MAR.
Any discrepancy was clariied with the physiclan
and wrllten correctly on the Physician Orders.

On 08/01/14, the RNC re-educafed the DON on
"Medlcation Avallabillly” protocol, which stales the
procedure o follow for physician nolification when
medicatlons are not avaliable 1o be administered
as per the physiclans order, and post lest
compleled.

On 06/01/14, the DON bagan educallon with
Licensed Nurses on "Medicallon Availabllity” and
post test tilad "Madicafion Availlability” which
slales the pracedure to follow for physiclan
notification when medications are not avallable to
be administered per physiclan order, This
training will be completed with all licensed nurses
by the DON. The DON will educate and validale
competency with the Assistant Director of Nursing
{(ADON}, MDS Nurse or Unlt Manager and the
llcensed nurses. No fcensed nurse wili work
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after 08/04/14 without having had this
ra-aducation and compelency test.

On 06/02/14, two representalives from the
Pharmacy complated a Medicalion Adminlisiration
Record (MAR) to medication cart audit for all
current rasidents to ensuse all medicallons were
availabla for adminisiration per physlcian order.
Any madication Identified as not available and not
in the emergency drug kit was senl atat (o the
pharmacy for immediate dellvery.

Beglnning the week of 06/09/14, the Pharmacy
will audit all current residents' MARs and
compare lo tha medication avallable inthe
medication cart for each resident one (1) ime per
waek for four (4) weeks then every two weeks for
alght (8) weeks to assure all medications are
avaliable, Any deficiency identifled vill be
coirected Immediately. Tha resulls of this audit
will be forwarded to the facllity's Quality
Assurance Performance Impravement (QAFI)
Commiltee for review and recommendallon
waeekly until the Jeopardy s ramoved and Lhen
monthly for at least threa (3) monlhs. 1f et any
time concerns are identified, the QAPI Commiltae
will convena lo review and imake further
racommendaltions as needed. The QAPI
Commiltee will conslst of at & minimum; the
Administrator, DON, ADON, Soclal Services
Director, Distary Services Manager and Business
Office Manager with the Medical Diractor

altending at least quarterly.

An Ad-Hoe Qualily Assurance meeting {QAP))
was held on 08/03/14 {o review lhe alleged
deficlent praclice end plan of removal with the
Medical Diractor, Administralor, Direclor of

Nursing, MDS Nurse, Soclal Service Director,
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Housekesplng Supervisor, Director of
Rehebllitation, Dislary Manager, Malnlenance
Diractor, and Admissions Caordinator wilh no
further recommendations made,

The State Survay Agency validated the correclive
aclions taken by Ihe facllity as follows:

On 08/12/14 at 10:40 AM, LPN #4 veritied
thraugh interview he/she had recelvad recent
inservice tralning on medication availablily. If a
medication Is ot in the medicatlon cart drawer,
(he emergency drug kit (EDK) should be checked
fo seaif the medication Is availabia there. If
unavallable, the pharmecy should be called and
the medication wili be delivered anywhere from
one-four hours for & "STAT” order. When there
are new medicallon orders for a rasident, the
medications are sntered in the compuler and
then a copy of the order is faxed to the pharmacy
as well as a follow-up phone call to the pharmacy,
If a medication is unavailable the physiclan Is
nolifled. Normal pharmacy dellvery s made on
tha nighl shift. The MAR checks are done al the
end of shift for the opposite hallway. The DON
has also been complsling MAR checks to make
sura thal medicalions are not missed. For
medicalion STAT ordars, slaff are to look In lhe
EDK, STAT from the pharmacy or If an urgent
need the resident would be sent out to the
hospliel. The LPN staled medications have been
avaliable recantly for adminlstralion. When a
medication supply for a resident gals down to 3-5
days, the sticker is pulled and a fax Is sent to the
pharmacy. Il there Is an insurance issue, lhe
pharmacy wiil send medicalion for the resident
then will work o resclve the lssue. LPN #4
verifled hefshe was provided racent educallon

F 425] Continued From page 126 F 425
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regarding Care Plans. [f staff is unable to follow
{he reskient’s care plan, the physician should be
nolified as weli as the DON.

On 06/42/44 at 10:54 AM, RN #2 verifled through
interviaw hefehe has been educated regarding
madication administralion and avallablfily. If a
madicallon is not avaliable ors the madication
cart, the EDK should be checked, the pharmacy
should be called and the physiclan notlfied of any
Issues. RN #2 revealed through Interview he/sha
was sllll in ortentation and was to recelva
aducatlon on 06/12/14 ragarding medicalion
ordars for a newly admitted resident. She verified
there was a list of medlicalions available in the
EDK box lor staff reference, RN #2 verifiad
through interview Ihat he/she has received
education while In orlentallon regarding Care
Plans. Acomputer based aducation program
was provided in reference lo care plans and the
Accunurse system. Furiher interview revealad
care plana were changed by the RN for new
orders or changes In care, The DON and Charge
Nures are notlfied of any changes in the care
plan. RN #2 verlfied no problems with medication
availabllity since he/she started working at the
faciity two (2) days ago.

On 08/12/14 at 11:02 AM, LPN #9 (MDS Nuree)
verified through interview that she had recelved
inservice raining regarding medication
avallabllity. If a madication is nol avallable, the
EDK should be checked and lhe pharmacy
should be called. The physiclan should bs
nollfied If 8 medicaiion cannot be given at the
orderad lime. She stated she was unaware of
any racent |asues with medication avafiablilly.
The process to reorder medications s lo pull the
slicker and fax It to the pharmacy lo get the
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medlcation dalivered. An order has la be
recelved &t the pharmacy by 6:30 PM In order to
recelve the medication on the routine evening
delivery. Medication orders for new rasldents
should be faxed to the pharmacy to assure
medicallon delivery. LPN #9 verified through
Interview ha/she has received inservice Iralning
regarding care plans to include thal care plans
are to be followed and if the care plan cannot be
followed the DON and the physiclan should bs
notified. [t was reported that nurses update care
plans and if a change Is made with the MDS
assessiment, revislons are made at that ime by
the MDS nurse,

On 08/12/14 al 14:15 AM, LPN #3 verified
through Interview that he/sha had recelved racent
educalion regarding medication availability and
care plans. if there i3 a new resident admission,
the pharmacy shouid ba called lo get the
medications, The EDK should ba checked lo see
if lhe medicallon Is avallable in the box, If there Is
a problem gelling a medication, the physician
should be nolified. LPN #3 denled any recent
problems with medication availabilily. To reorder
medications, the sticker should be pulled and
faxed lo the pharmacy. As a routine, staff should
be checking to make sure that medications are
avallable. LPN #3 reported that staff need to take
the Inllialive to get medications before the
resident runs oul. The LPN staled the pharmacy
Is good about getling STAT medlcstions to the
facliily. Slaff should make sure that they notify
the physician for any new orders or changes
related to medications. LPN #3 verified that
he/she has received education regarding care
ptans, Helshe reports that staff need to go by the
care pian and If something is unavallable, the
Charge Nurse should be made aware. If there Is

F 425 | Conlinued From page 127 F 425
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an Intervention on the care plan that cannot be
followed, stalf need to call lhe DON and the
physiclan. LPN #3 revealed thal care plan
revielons were completed by the RN.

0On 06/12/14 al 11:46 AM, SRNA #2 veriliad
through Interview that he/she has recelved recent
aducatlon segarding Care Plans. Staff are to
access the Accunurse system to check care
plans and any updeles. He/she also reporis the
racelpt of dally writlen care plans for the
residents. if a problem wilh a care plan s
identified or cannot be carrled oul, the SRNA
would notify lhe charge nurse. The SRNA care
plan is updated by the DON.

On 06/12/14 al 12:00 PM, SRNA #3 verified
ihrough interview that he/she has received racent
educallon ragarding Care Plans. Inservice
training was also provided regarding the
Accunurse system and how lo retrieve the plan of
care for a rasident. He/she revealed the
Accunurae syslem alarts staff when a residenl’s
plan of care has changed. The DON updates the
care plan as needed. Slaff was required fo
complele a quiz regarding education malarial. If
siaff is unable to follow a plan of care, the SRNA
should nolify the Charge Nurse.

On 06/12/14 at 12:03 PM, SRNA #4 verifled
through Interview that hefshe has recelved recent
aducaltion regarding Care Plans. If a care plan
changes In the Accunurse system, staff will be
alerted regarding the change. Sialf also recelved
a copy of the resldent's plan of care, If the SRNA
Is unsure about the plan of care, he/she should
notify the Charge Nurse. |f the care plan cannol

be followed, the SRNA should contag! the Charge
Nurse. SRNAwas required to complete a post |

F 426
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test on the covarad Inservice matertal.

On 06/12/14 at 12:08 PM, SRNA #5 verified
through interview that hafshe had received recen
educatlon regarding care plans and compleled a
posl test. Further interview ravealed the
education provided covared the Accunursa
System and how to review the care plan, Staff
wars to notify lhe Charge Nurse If the plan of care
could not be followad. Staff should follow the
chaln of command for reporting If the Issue was
not resolved.

On 06/12/14 at 12:09 PM, SRNA #8 verified
through Interview that hefshe had recelved recent
educalion regarding care plans. Staff were lo
check the Accunurse system headset for any
change i the plan of care for the resident. Slaff
are also alerted of changes 1o the plan of care
through the headset. It Is reported that staff also
recelve a written copy of the care plan. If staff is
upable to provide resident care as oullined in the
plan of care, the Charge Nurse should be notifled.

On 08/12/14 at 12:30 PM, SRNA #7 verified
through Interview that he/she had received recent
education regarding care plans and the
Accunurse system. Staff should use the
Accunurse system to review required care needs
for a resident, If there was a concern providing
care for the resldent, the Charge Nurse should be
nolified. Staff recelved a copy of interventlons for
each resldent dally. A posl {estwas complsted.

On 0612144 at 1:37 PM, SRNA #8 verified
through inlerview that he/she recelved recent
educatlon regarding care plans, If slaff Is unable
to follow the pian of care, the Charge Nurse
should be nolified Immediately. Access to the

F 425
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rasldent's plan of care is through the Accunurse
syslem and staff received printed information.
The Accunurse system will alert staff o any
changes In a resident's plan of care, SRNA#8
also verified that he/she complsled a post test
after Ingervice iraining.

On 06/12/14 at 2:40 PM, the DON verlfied
through Interview that she began education with
licansad staff on 06/04/14 regarding medicalion
administration and avallabiily. The staff was
required lo complete a post test,

On 0611214 at 2:50 PM, RN #3 verifled through
interview that hefshe had received racent iralning
on madication availabllity and adminlistration.
Reporta that medication availabilily was covered
(o Inciude checking the EDK box, czling the
pharmacy and if unable to obtain the medication
in a timaly mannar, the physiclan should ba
nolified. RN #3 staled that medication availability
was 100% belter. If @ medication aupply Is
geliing low, the siicker should be pulled and
faxed to pharmacy. Medicallons were usualiy
reordered when a (hree {3) day supply Is lafl.
Slaff is lo nolify the physiclan if thera are
problems oblaining a medlcation or If the resident
refuses a medicatlon. RN #3 also verifled the
recelpt of educalion regarding care plans. Staff
should always foltow the care plan and if unable
should notify the physician as wall as the DON,
Care pians were updated by a RN; and, SRNA's
care plans were updated by the RN or the DON.
SRNAs use the Accunurse system o access
Information regarding a resident's plan of care. If
a SRNA s unable to follow the cere plan for a
resident, the Charge Nurse or administration
should be notifled. '
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Continued From page 131

Cn 06/12/14 at 3:08 PM, LPN #5 verifled through
interview that he/she had received recent
aducation on medication avallablily and
administration, A post test was completed after
recelving inservice training. If a medication Is not
avaiiable, the EDK box should be checked and
the medicatlon is not available thers, the
pharmacy should be called o gst the medicalion
STAT and the physiclan should be called for
additional orders. Reordering resident
medicatlons should be done when there Is a three
{3) day supply of the medication lefi. The slicker
should be pulied, placed on the reorder form and
faxed lo the pharmacy. LPN #5 revealed that
medicallon avallabllity has improved, The LPN
verified that he/she has recelvad recent education
regarding care plans. If staff Is unabla to follow
(he plan of care for a resident, the Charge Nurss
should be notlfied and will alert the DON and the
physiclan. The computer or the Accunurse
system c¢an be ulllized lo viaw the resident’s plan
of care.

On 06/12{14 at 3:34 PM, the pharmacy
representative varified throurgh interview that he
and Certlfled Pharmacy Techniclans completed a
MAR to medication cart audits for all residents on
06/02/14 and 06/05/14.

On 08/12/14 at 4:20 PM, an intarview with the
DON and the Administralor, revealad omissions
on the June 2014 MAR for Resldant #15 on
06/05/14 at 3:00 PM of a dose of Lortab and a
2:00 PM dose of Lyrica Indlcated the medications
ware not administered by LPN #1. It was
revealed that LPN #1 was lerminalad related to
ihe medication errors, On 08/11/14 at £5:00 AM, 8
dose of Levothyroxine was not documented as
glven by RN #4 and discipiinary action was

F 426
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Cantinued From page 132
pending related lo the omission an the MAR.

On 06/12/14 at 4:52 PM, the DON and the
Adminlstrator ware interviewed regarding
omlsslons on the June 2014 MAR for Resident
#18. Review of the June 2014 MAR revealed no
documentatlon for & 7:00 AM dose of Zantac on
06/09/14 and 6:00 PM doses of Dapzkola on
06/07/14 and 08/08/14.

Interview on 06/12/14 at 5:156 PM with LPN #3
revealed that he/she had given the Zantac to
Resldent #18 on 06/09/14 bul falled {o document
1l on the MAR. The LPN stated she had signed a
disciplinary actlon five {5) minutes prior to the
interview,

Interview on 06/12/14 at 6:24 PM with LPN #4
revealed that hefshe had given the 5:00 PM
Depakote doses to Resldent #18 on 06/07/14 and
08/8/14 but failed lo document lhe
administration on the MAR. Further interview
revealed the LPN received dlaciplinary action
thidty (30) minutes prior to the interview.

interview with the DON on 08/12/14 at 5:48 PM,
revealed lhat training and education were
provided to staff as a part of a disciplinary action.

Interview with the Administrator, an 08/12/14 at

5:50 PM, revealed that an addilional, 3rd, MAR
check was added on 068/12/14 to Include staff at
shift change checking MARSs for omissions.

Interview with the Administrator, on 06/13/14 at
9:15 AM, revealed that an additiona), 3rd MAR
check was inltiated on 06/12/14. The Medlcal
Director was nolified and pariicipated In a QA
mealing/conference call regarding the plan,

F 425
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F 426 Conlinued From page 133 Fa20)  DMINISTRATION/RESIDENT  WELL.
BEING
interviaw with the Administrator, on 06/13/14 at :
10:28 AM, revealed that LPN #4 had not worked correcti i ishe =
and had been out of lown and that disciplinary e all ficie i
action was provided upon the firat day of her

return to work,

interview with the Adminlistrator, DON and
Reglonal RN, on 06/13/14 at 10:50 AM, revesled
the medicallons for Resldent #18 were avallable

on the cart for administratlon. Staff Interviews
reveal that the medicallons were adminlsterad On 06/04/14, the physician was notificd by the
and avallable on 06/07/14, 06/06/14 and 06/09/4 Riccctar _of lusing_of medicaiions_not
and disclptinary action was adminlsterad TR .
according to the AOC. The number of pllls Residenis #1 and 413.
avallable on the medication cart on 06/13/14 214 PN #3 w
appeared {o be adequate based on the date of reaarding proper medication administration per
delivery. the Director of Nursing.

F 480 483.76 EFFECTIVE F 490

ss=L | ADMINISTRATION/RESIDENT WELL-BEING On 6/3/2014, a system was pul in place by the

Administrator to ensure medications were

A facilily must be administered in a manner that available and administered per physicians'

engbles It {o use lis rescurces effeclively and orders, physicians nolification occurred per

efficlently lo attaln or maintain the highest facility protocol, and professional standards of

praclicable physical, mental, and psychoscclal practice were followed for medication
administration and documentation.  This

well-being of each resident. A ) )

system included Omnicare Pharmacy filling all
medications without regard to payer source,
phennacy billing communication is now sent
to the fax line located in the Adminisiralor’s

g’)l;:is REQUIREMENT Is not mel as evidenced fm"i u," 4 educ ?‘,“,‘:f:i of mdﬂ. regarding:
Based on interview, record review, review of the : d’:{,‘;};j‘,,‘,,‘_.’,',‘, ,‘::?,',-n'a:,’; i,,f',;‘,c,,,,';':;:im‘,‘f,',:
Administrator Position Description, and review of the care p,;n to include administration of
lhe facllity's policy/procedure, it was determined medications per  physicion  orders  and
the facllity (alled to be administered In a manrner documentation  requitements of omitted -
that enabled It to use its rasources effectively and medication; Medication Pass  Silverchair
efflciently to aliain or maintain the highest cducation; and MAR documentation and what
praclicable physical, menial and psychosoclal protocal to follow to include when, how and
where (o document medications not
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F 490 | Continued From page 134 F 490] administered per physician order and what

well being for residents residing in the faciiily.
The facillly falled to provide pharmaceutical

services which ensured the availability and timely h T
administration of drugs and blologicals to meel :’::::litlhc ?:"‘L':':g":;’; c;"“wl“.:'l'l“'“’:::f' '“3.0;‘;:
the needs of aach resident that Included some stmda’;ds and perilob Dmﬁpﬁoﬂ inﬁ:din .
Issuas with the Physician's Medicald provider ensuring a system was in place for monitoring
number for billing and some adminislration errors. Pharmacy Services and that medications were
The facliity failed to have an effective system In available as well as care plan revision and
ptace to ensure medications were avallable documentation of any omitted medications
and/or administered accarding to physiclan accardingly.

orders. The facility's census on 06/21/14 was

forly one (41) resldents, and nine {9} of those her reside d il to be affecte

residents were affected by medications not
adminislered and/or avallable to meet their

needs.

facility in accordance wi{h prc:fessional

i The facllity's failure to ensure the faciiily was standards and per Job Description including

administered In & manner that enabled It lo ensuring a system was in place for monitoring ,
provide pharmaloglcal services to ensure Pharmacy Services and that mcdlcatfo_ns were |
medications were available for adminisiralion 3"2""’::|;:°;"°2r “:n“'("’m‘:::’; “V‘;'."“i.z“g
caused or was likely to cause serlous injury, n:;;‘in | 4 medication,
harm, impafrment or death of a resident. 8ly.
Immediate Jeopardy was identitied on 06/02/14 ic changes were mad
and determined lo lexlsl on 06/05/14. The facilily ) M ien! peactice wi
was nolified of the Immediate Jeopardy on not recur;
06/02114.

On 6/472014, the Administralor was re-
The findings includa: cducated regarding professional standards and

services provided by the facility by il
Review of the Positlon Description for Regional Director of Opcrations to include

Adminlstrator (no date) revealad lhe purpose was
to direct the day to day functions of the faclilty In
accordance with current Federal, Stale and Local
standards, guidelines and regulations that govern
+ nursing facllities lo assure that the highest degres 4 . ¢ itied .
! of qualily care can be provided to residents at all e R o medications
limes. Essentlal Functions of the Positlon accordingly.

Included: Ensure excellent care for residents is
maintained by overseeing and moniloring patient

carreclive action to implement.

On 6/472014, the RDO made an observation

On 6/4/2014, the RDO made an observation
that the Administrator was administering the

Administrator Job Description and ensuring a
system is in place for monitoring Pharmacy
Services to ensurc medications are available to
be administered according to physicians order
s well es care plan revision and
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care services delivered.

Review of the facility’s policy and procedure tilled,
“Medication Shoriages/Unavallable Medications”,
last revised 01/01/13, revealed actions to take
upon discovery that the facllily has an inadequate
supply of a medication to administer to a resident
included staff taking immediale action to obtain
the medication. "When a missed dosa Is
unavoldable, the nurse should document the
missed dose and the explanation for such missed
dose on the Medication Adminisiration Record
(MAR) or Treatment Adminisiration Record {TAR)
and In the Nurse's Notes, per facllity policy. Such
documentation should Inciude a descriptlon of the
circumstances of the medication shortage, 2
description of the pharmacy's response upon
notification and the actlons{s) taken.”

Record teview revealed Resident #13 was {o
receive Buspar (anil-anxisly) five {5) mg twice
dally. However, review of the May 2014 MAR
ravealed, on 05/24/44 al 9:00 PM through
05/27114 al 9:00 AM (a total of six doses), staff
had not Initialed or clrcled {he the medlcation was
adminlstered.

Interview with the Adminlsirator, on 05/30/14 al
4:00 PM, and 06/02/14 at 6:20 PM, revealed
there was a problem with one of the Physiclans
needing to updale his provider number for
Madicald because It was not showing up as active
In the system. The protocol was fos the
pharmacy to continue to send the medicafions
unill the problem was resoived and she was
currently working on the problem. She
additionally revealed the Director of Nursing
(DON) was responsible to ensure medicalions
were adminlstered as prescribed bul she was
ullimately responsible o monitor the DON for

F 490 | Conlinued From page 136 F 490 -
pecformance to cnsure that_solutions for the

How the [facility plans to nonitor its
| deficie ctic s

The Region al Director of Operations will visit
and document Iwe (2) facility visits per month
for theee (3) months to ensure the
Administrator  foilows  the  professional
stonderds and Job Description that identifies
ensuring a system is in place for monitoring
Pharmacy Services to ensuring medicalions are
available to be administered according to
physicians order and are available as well as
care plan revision snd documentation of any
omitted medications accordingly. The resulis
of these audits will be forwarded 10 the facility
Quality Assurance Performance Improvement
Committee for at lcast monthly for three (3)
months. If at any time concerns are identified
the QAPI committee will convene (o review
and make further recommendations as needed.
The QAP! committec will consist of af g
minimum the Adminisicator, Direcior of
Nursing, Assistant Direclor of Nursing, Social
Services Director, Dietary Services Manager
and Business Office Manager with the Metdical
Director attending at least quarterly.

07/11/14
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Continued From page 136
ensuring laclily practice compllance.

Further interview with the Adminlstrator, during a
Post Survey Inlerview, on 07/02H4 at 2:55 PM
and §:00 PM revealed she was made aware on
05/19/14, (the survay was Iniialed on 05/21/14,
allar the Administrator had been made aware of
resldents not receiving medicatlons) some
resident's were not recelving medications from
tha pharmecy bacausa the physiclan's Medicald
provider number needed o be updated. She
slaled the pharmacy had been sending the faxes
informing the facllity of this to the nursa's statlon
fax number and Administralive staff had not been
macde aware of the problem. She stated she
contacted the pharmacy and was having the
pharmacy send a lhree (3) day supply of
medicalions and on 06/29/14 she changed it to a
seven (7) day supply of medication. She stated
on 06/16/14, the faciiily had inltiated weekly MAR
and TAR reviaws due to Idenlifying
documentation prablems on the MARs; however,
there was nothing in place lo monilor to ensure
the MAR and TAR raviews were belng conducled
to ideniify if medications were available for
adminlstration or were belng administered as
ordered, The facliity's fallure to have an effective
aclion in place alter 06/16/14, {the Administrator
was aware thera was a problem on 06/16/14) to
ensure medications were avallable for
adminisiratlon and administered as ordered
caused the facilily fo continue to fall lo ensure
madications wera avallable and administered as
ordered, as noled abova,

Posal Survey Interviews with the Admirlslrator, on
07/02/14 at 9:45 AM, 2:66 PM and 5:00 PM,

revealed the MAR and TAR revlaws were

F 490
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put in place to ensure the MAR and TAR reviews
were being conducted to ensure the facility would
Identify when medications were hot avallable for
administration and administered per physician's
order. She siated the facllily did not have a QA
mesting until 06/27/14 becausa lhey did not
realize the gravlly of the situation untit then. She
stalad at first they thought the medicalion
problem was only refated to new admissfons and
readmisslons, then they thought it was due to
lack of documentation and then the physiclan's
Meadicald provider number Issue was identifiad.
She revealed they look steps to address each of
thesa concerns as Identified. The Administralor
was unable lo provide an explanation as to why
medications wera sfill unavallable for
administration after the issuas wers idenlified.

Post Survey lntarviaw with the Girector of
Nursing, on 07/45/14 at 1:20 PM, revealed the
MAR/TAR reviews were conducted on 05/22114
and 06/23/14 due to the Initlation of a complalnt
survey al the facility and those reviews were not
documented. She stated a QA meeting was not
conducted untl 05/27/14 after the complaint
survey was hitiated,

Post Survey interview with the Medical Direclor,
conducted on 7/16/14 al 2:60 PM, revealed ha
could not say the exaci date he was aware of
there being a problem with his provider number
which had not been updaled in the Medlcald
aystam, Afthough a review of a letter dated
068/02/14 from the facility's pharmacy provider,
which was addressed to the facllity, slated
“unable to bill Medicald for clalms writlen by
physiclan starling the beginning of May due lo a

license Issue with Kentucky Medicald,"
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Continuad From page 138

*The facility Inplemented the following aclions to
remove the Immediate Jeopardy:

On 06/04/14, the physiclan was noflfied by the
Director of Nursing (DON) of medications not
adminlstered according to physician's Order for
Re;!genla #3, #10, #11, #12, 13, #14, #15, 18
and #17,

On 06/31/14, the DON and a consuiiing DON and
the Reglonal Nurse Consullant (RNC) audited
Physiclan Orders for (he previous thirty (30) days
lo assure all orders were correct on the MAR.
Any discrepancy was clarifled with the physician
and wrilten correclly on the Physiclan Orders.

On 06/01/14, the RNC re-educated the DON on
“Medication Avallabllity” protocol, which atates the
procedure to follow for physlcian nolificalion when
medicallons are not avaltable to be adminislered
as per the physiclans order, and post test
completad,

On 06/01/14, the DON began educatlon with
Licensed Nuraes on "Medicallon Availabilily” end
post test titled "Medication Avallability" which
slales the procedure lo follow for physlcian
nolification when medications are not avallabla o
be administered per physiclan order, This
tralning will be completed with all Heansed nurses
by the DON. The DON will educate and validate
competency with the Assistant Dlractor of Nursing
(ADON}, MDS Nurse or Unit Manager and the
licensed nurses. No licensed nurse will work
after 06/04/14 without having had this
re-education and competency test.

On 08/02/14, two reprasentalives from the

F 490
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Pharmacy compleled a Medlcallon Adminisiration
Record (MAR) to medicallon cart audit for ail
current resldents {0 ensura all medications were
available for administration per physician order.
Any med!cation identifled as not available and not
in the emergency drug kit was sent stat lo the
pharmaocy for immediate delivery.

Baginning the week of 08/68/14, the Pharmacy
will audit all current residenis’ MARs and
compare to the medicatlen availabls In the
madication cart for each resident one {1) llme per
wael for four (4) weeks then every two waeks for
elght (8) wesks lo assura all madicatlons are
available. Any deficlency identifled will be
correctad immediately. The resulls of this audil
will be forwarded to the facllity's Qualily
Assurance Performance Improvemant (QAPT)
Commiltlee for review and recommendalion
weekly unlll the Jeopardy Is removad and then
manthly for at least three (3) months, If at any
time concerns ara Identifled, tha QAP] Commillles
will convene o review and make further
recommendallons as nesded. The QAP
Commiltee will consist of at a minimum; the
Administrator, DON, ADON, Social Services
Direclor, Dietary Services Manager and Business
Ofilce Manager wilh the Madical Director
altending at least quarterly.

An Ad-Hoc Quallty Assurance masting (QAPI)
was held on 08/03/14 to review Ihe alleged
deflclent practlca and plan of removal with the
Medical Director, Adminlstrator, Diraclor of
Nursing, MDS Nurse, Soclal Servics Dirsclor,
Housekeeping Supervisor, Direclor of
Rehablllation, Dletary Manager, Mainlenance
Director, and Admissions Coordinator with no

further racommendations made.

F 490

FORM CMS.2567{02-99) Previous Veralons Obsolelo Evanl ID; 4FT21t

Faclity (D: 100089 If continuation sheel Paga 140 of 1668




DEPARTMENT OF HEALTH AND HUMAN SERVICES e
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILONG COMPLETED

166338 0. WING 08/13/2014

STREET ADDRESS, CITY, STATE, ZIP CODE
124 WEST NASHVILLE 8T
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KY 42268
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%8)
{EACH CORRECTIVE ACTION SHOULD DE COMPLETION

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 1AG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

NAIE OF PROVIDER QR SUPPLIER

F 490 | Continued From page 140 F 490

The State Survey Agency valldated the corrective
acllons taken by the facllity as follows:

On 06/12/14 at 10:40 AM, LPN #4 verliled
through Interview hefshe had received racent
inservice tralning on medication availabllity. If a
medicallon is not in the medication cart drawer,
the amargency drug kit {EDK) should ba checked
to see if the medication Is available there. If
unavaliable, the pharmacy should be called and
the medication will be delivered anywhere from
one-four hours for a "STAT" order. When there
are new medicallon orders for a resident, the
medicallons are enterad In the computer and
then a copy of the order Is faxed o the pharmacy
as well as a folfow-up phone call o the pharmacy.
it a medication is unavallable the physician Is
notified. Normal pharmacy dellvery (s mads on
the night shift. The MAR checks are done at the
end of shiit for the oppesite hallway. The DON
has also been completing MAR checks to make
sure that medicallons ara not missad. For
medication STAT orders, stalf are to look in the
EDK, STAT from the pharmacy or if an urgent
need the resident would be sent out {o the
hospltal. The LPN slated madicatlons have been
avallable recently for administration. When a
medication supply for a resident gets down to 3-6
days, the sticker Is pulled and a fax s senl to the
pharmacy. I there Is an insurance Issue, the
pharmacy will sand medicatlon for the resldeant
then wifl work lo resolve the issue. LPN #4
verified he/she was provided recenl educalion
regarding Care Plans. If slaff Is unable to follaw
the resldent's care plan, the physlclan should be
notified as well as the DON,
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On 06/12/14 at 10:54 AM, RN #2 verified through
Interview he/she has been educaled regarding
medication administration and avallabllity, If a
medicallon Is nol avallable on the medicatlon
carl, the EDK should be checked, the pharmacy
should be called and the physician notifled of any
issues. RN #2 revealed through Interview he/she
wae still in orlentation and was to receive
educallon on 08/12/14 regarding medication
orders for a nawly admiltad resident. She verifiad
there was a list of medications avallabls In the
EDK box for staff reference, RN #2 verlfied
through intarview that he/she has recelved
educalion while In orlentallon regarding Care
Plans. Acomputer based education program
was provided In refarence to care plans and the
Accunurse system. Furlher interview revealed
care plans were changed by the RN for naw
orders or changes In care. The DON and Charge
Nurse are nolilied of any changes in the care
plan. RN #2 verlfied no problems wilh medlcatlon
availability since he/she started working sl the

tacility two (2) days ago.

On 06/12/14 at 11:02 AM, LPN #9 (MDS Nurse)
verified through interview that she had racelved
Inservice {raining regarding medication
avallability. If a medicatlon Is not avallabls, the
EDK should be checked and the pharmacy
should ba called. The physician should be
nofifted if 2 medicallon cannot be given at the
ordered time. She stated she was unaware of
any recent issues with medicalion avallability.
The process (o raorder medicalions is to pull the
sticker and fax It to the pharmacy to get the
meadication delivered. An order has (o be
recejved at the pharmacy by 6:30 PM in order lo

receive the medication on the roullne evening
delivery. Medicalion orders for new residents

F 480
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should be faxed lo the pharmacy to assure
medicalion dellvery. LPN #9 varlfied through
intervlew hefshe has racaivad Inservice lraining
regarding care plans to Include that care plans
are lo be followed and if tha care plan cannot be
followed the DON and the physlcian should be
nolified. Il was reported that nurses update cars
plans end if a change Is made wilh the MDS
assessment, revislons are made ai thal time by
the MDS nurse.

On 068/12/14 at 11:16 AM, LPN #3 verilied
through interview thal he/she had recelved recent
education regarding medicalion availability and
care plans. If there Is a new resldent admisslon,
lhe pharmacy should ba called to gst the
medicatlons., The EDK should be checked o see
If the medIcatlon is available in lhe box. If therels
a problem gelting a medicatfon, the physiclan
should be nolified. LPN #3 denled any recent
problems wilh medication avallabllily. To reorder
medcations, the sticker should be pulled and
faxed to the pharmacy. As a rouline, slaff should
be checking to make sure that medications are
available. LPN #3 reported that staff need to take
the Initiative to get medications before the
resident runs out. The LPN staled the pharmacy
is pood aboul getting STAT medications lo the
facillly. Stalf should make sure that they nolify
the physician for any new orders or changes
relaled {o medications. LPN #3 verified thal
helshe has received education regarding care
plans. Helshe reports that staff need lo go by the
care plan and If something Is unavallable, the
Charge Nurse should be made aware. If there is
an intarvenlion on the cara plan that cannot be
followed, staff nead o call the DON and the
physician. LPN #3 revealed that care plan
ravislons wera completed by the RN.
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On 06/12/14 al 11:48 AM, SRNA #2 verlfiad
lhrough Intervlew that he/she has received recent
educalion regarding Care Plans. Staff are lo
access the Accunurse aystem to check care
plans and any updates. He/she also reporis the
recelpt of dally wrilten care pians for the
residents. 1f a problem with a care plan is
Identified or cannot be carrled out, the SRNA
would nolify the charge nurss. The SRNA care
plan Is updated by the DON.

On 08/12/14 &t 12:00 PM, SRNA#3 veriflad
through interview that he/she has recsjved recent
education regarding Care Plans. Inservice
training was also provided regarding the
Accunurse system and how {o relrieve the plan of
care for & resldent. He/she revealed the
Accunurge system alerts slaff when a resident's
plan of care has changed. The DON updales the
care plan as needed. Stalf was required to
complele a quiz regarding education material, |f
slaff is unable to follow a plan of care, the SRNA
should notify the Charge Nurse.

On 06/12/14 al 12:03 PM, SRNA #4 verliied
lhrough Interview that he/she has recelved racant
educalion regarding Care Plans. If a care plan
changes in the Accunurse system, staff wil be
alerled regarding the change. Staff also recelved
a copy of the resident's plan of cara. If the SRNA
is unsure about the plan of care, he/she should
nolify the Charge Nurse. If the care plan cannot
be followed, the SRNA should contact the Charge
Nurse. SRNAwas required to complete a post
lest on the covered inservice materlal,

On 06/12/14 at 12:08 PM, SRNA #5 verlfied
through Interview that he/she had recelvad recenl

F 490
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educatlon regarding care plans and compleled a
post fes!. Further Interview revealed the
education provided covered the Accunurse
System and how o review the care plan. Staff
were to nollfy the Charge Nurse if the plan of care
could not be followed. Stalf should follow the
chaln of command for reporting If tha issue was
nol resolved.

On 068M2/14 at 12:00 PM, SRNA#6 veritied
through interview that he/she had received recent
aducalion regarding care plans. Staff wers lo
chack the Accunurse system headset for any
change In the plan of care for the resident. Staff
are also atarted of changes lo the plan of care
through the headsst. {lis reporied thal staff also
receive a wrilten copy of the care plan, If staff is
unable o provide resident care as cullined (n the
plan of care, \he Charge Nurse should be nolfled.

On 08/12/14 at 12:30 PM, SRNA#7 verlfled
through Interview thal he/she had recslved racent
aducation regarding care plans and the
Accunurse system, Staff should use the
Accuntirse system to revlew required care needs
for a resident. If there was a concern providing
care for the resident, the Charge Nurse should be
nolifled. Stalf recelved a copy of interventions for
oach residant dally. A post test was completad.

On 06/12/14 at 1:37 PM, SRNA #8 verified
through Interviaw that he/she received recent
education ragerding care plans. If staff is unable
to follow the plan of cara, the Charge Nurse
should be noflfied immedialely, Access to the
resident's plan of care {s through the Accunurse
system and slaff recelved printed Information,
The Accunurse syslem will alert staff lo any

changes In a resident’s plan of care. SRNA#8
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also verlfied that he/she completed a post test
after inservice training.

On 06/1214 at 2:40 PM, the DON verifled
through Intervisw thal she began education with
licensed staff on 06/01/14 regarding medication
adminlstration and availabliity. The siaff was
raquired {o complate a post test,

On 06/12/14 at 2:60 PM, RN #3 verified through
Interview that he/she had recelved recent fralning
on madication avallabllity and administratlon,
Reports that medication avaliablllly wasa covered
lo include checking the EDK box, calling the
pharmacy and if unable lo obtain the medication
in a timely manner, the physiclan should be
notified. RN #3 stated that medication avaltabllily
was 100% better. If a medication supply is
getling low, the slicker should be pulled end
faxed to pharmacy. Medicallons were usually
reordered when a three (3) day supply s left,
Slaff is to nolify the physiclan if there are
problems oblalning & medication or If the resident
refuses a medication. RN #3 also verified the
recelpt of education regarding care plans. Staff
should always follow the care plan and If unabla
should nolify the physiclan as weli as the DON.
Care plans were updated by a RN; and, SRNA's
care plans were updated by the RN or the DON.
SRNAs use the Accuntirse system lo access
Information regarding a resident's plan of care. If
a SRNA s unable to follow the care plan for a
resldent, the Charge Nurse or administration
shouid be notifled.

On 08/12/14 at 3:08 PM, LPN #6 verifled through
Interview {hat he/she had recelved recent
education on medlcation avallabiily and
administration, A post lesl was compleled after
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the medication Is not avallable there, the

STAT and the physiclan should ba callad for
addllional orders. Reordering rasident

faxed to the pharmacy, LPN #5 ravealed that
medicatlon avallabliity has improved. The LPN

regarding care plans. |f staff Is unable lo follow

physiclan. The computer or tha Accunurse

of care.

On 06/12{14 at 3:34 PM, the pharmacy
reprosentative verlfied through interview that he

06/02/14 and 06/00/14,

On 06/12M14 at 4:20 PM, an Interview with the
DCN and the Adminialrator, revealed omlisslons
on the Junha 2014 MAR for Resldent #15 on
08/05/14 at 3:00 PM of a dose of Lortab and &

ware not adminlstered by LPN #1. |t was
ravealed that LPN #1 was terminated ralated lo

dose of Levolhyroxine was not documented as
given by RN #4 and disciplinary action was
pending related to the omission on the MAR.

On 06/12/14 al 4:52 PM, the DON and the
Administralor were interviewed regarding

recaiving inservice lraining. If a medication Is not
avallable, the EDK box should be checked and if

pharmacy should ba called to gst the medication
medications should be done when thers Is a three
(3) day supply of the medicalion left. The slicker
should be pulled, placed on the reorder form and
verllied that he/she has recelved recant education

the plan of care for a resident, the Charge Nurse
should be noliffed and wil alert the DON and the

system can be utitized (o view the rasident's plan

and Certified Pharmacy Technicians completed a
MAR to medication canl audits for 2!l resldents on

2:00 PM dose of Lyrica indicated the medications

the medicatlon errors, On 06/11/14 at 5:00 AM, a
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omisslons on the Juns 2014 MAR for Resident
#18, Revilew of the June 2014 MAR revealed no
documantation for a 7:00 AM dose of Zantac on
06/09/M4 and 5:00 PM doses of Depakole an
06/07/14 and 06/08/14.

Interview on 06/12/14 at 6:15 PM wilh LPN #3
revealed thal he/she had glven the Zaniac fo
Resldent #18 on (6/09/14 bul falled to document
iton the MAR. The LPN slated she had signed a
disclplinary aclion five (5) minutes prior to the
interview,

Interview on 08/12/14 at 5:24 PM with LPN #4
revaaled that he/sha had given the 6:00 PM
Dapakete doses to Resident #18 on 06/07/14 and
06/08/14 bul falled to document the
administration on the MAR. Further Interview
revealed {ha LPN raceived disciplinary aclion
thirty (30) minutee prior to the Interview,

Interview with the DON on 06/12/14 at 5:48 PM,
revealed that lralning and educallon were
provided to slaff as a part of a disciplinary action.

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

6:50 PM, revealed thal an additional, 3rd, MAR
check was added on 06/12/14 to Include stalf at
shift changa checking MARs for omissions.

Interview with the Adminlstrator, on 06/13/14 at
9:16 AM, revealed that an addiilonal, 3rd MAR
check was inillated on 06/12/14. The Medlcal
Director was nofified and particlpated in a QA
mesting/confarence call regarding the plan.

Interview with the Administrator, on 06/13/14 at
10:28 AM, ravealad that LPN #4 had not worked
and had been out of lown and that disciplinary

F 490
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aclion was provided upon the first day of her
return to work. jve ac hed
e alleged d ractice;
Interview with the Administratos, DON and
Reglonal RN, on 06/43/14 at 10:50 AM, revealed On 6/2/2014, the DON obtained an order to
the med|cations for Resldent #18 were avallable discontinue the wound culture order for
on the cart for administeation. Staff inlerviews Resident #16 because the wound had scabbed
reveal that the medlications ware adminislered over,
and avallable on 08/07/14, 06/08/14 and 08/08/14 I .
and disclplinary aclion was administered Qther residents had the potential to be affected,
according to the AOC, The number of plils On 62472014, the consultant Assistent
avallable on the medication cart on 06/13/14 Director of Nursing and Regional Nurse
appeared to be adequate based on the date of Consultant compleied an zudit of all cument
delivery. residents’ medical records, dating from
F 5021 483.75()(1) ADMINISTRATION F502| 05/01/14 to 06/24/14 o assure that any ordered
85=D lab was completed. Any lab missed had
physician notification and further direction.

The facllily must provide or obtain laboratory
servicas to meet the needs of its rasidents. The
facility Is responsible for the qualily and timeliness
of the services.

This REQUIREMENT I8 not met as evidenced
by:
Based on obaervalion, record review and
interviews, it was determinad the facillty failed to
provide laboratory services {o meet the needs of
ona (1) of seventeen (17) sampled residents
(Resldent #18) refated to the failure to obtaln a
wound culture as ordered by (he physiclan.

The findings Include:

Intarview on 06/02/14 at 4:30 PM, with the
Adminisirator and Director of Nursing {DON)
revealed the facility had no policy related io
oblalning laboralory specimens and the faclllly did
not have a log book to documeni the {abs.

The measures or svstemic changes were made
hat ege cient ice wi
not recur;

The Director of Nursing, new Assistan
Director of Nuising or Unit Manager
completed re-cducation with all Licensed
Nurses on the lab process to include
completion of labs per MD order. No Licensed
Nurse will work afier 07/10/14 without having
had this re-education.

performance to cnsure thal solutions for the

cic ained:

The ADON, DON or UM will audit the lab log
five times per week for twelve {12) wecks to
assure the lab process is followed. The results
of these audits will be forwarded to the facility
Quality Assurance Perlormance Improvement
Committee for review weekly at least monthly
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502 for three (3) months. If at a'ny time concems
F 802 | Conlinued From pago 149 FO02| e identificd the QAPI comminee. wil
Further interview reveated the Assistant Direclor convene fo review and make further
of Nursing (ADON) was responsible for ensuring recommendations as needed, The QAP!
the laboratory specimens were obtalned, committee will consist of at a minimum the
Administrator, Director of Nursing, Assistent
Review of the Delegation of Duties listing, Divector of Nursing, Social Services Director,
undated, revealed the ADON was responsible for Dictary Services Manager and Business Office

Manager with the Medical Direcior attending
at least quarterly.

labs daily.

Record review revealed the facllity admilted
Resldent #18 on 00/10/43 with diagnoses which

Inclded Goul, Diabeles, Below the Knee 07/11/14 i
Amputation and Generalized Paln. Review of !
Quarterly Minimum Data Set (MDS) assessment,
dated 06/01/14, revealed the facillly assessed
Resident #16 as cognilvely intact with a Brief

Interviaw of Menlal Status score of fifteen (16) '
Indicating the resldent was Interviewabla,

Review of a Physiclan's Order, dated 06/27/14,
revealed an arder to culture the resident’s wound |
on hisfher lag stump. j

Review of Resident #16's medical record
ravealed no documanled evidence of Lhe resulls ’
of a culture of the resident's stump,

Interview with Resident #186, on 06/02/14 at 2:23 |
PM, revesled a wound cullure was oblained from

hisfher slump and he/she was told by staff there
were no resulls, The resldent further stated staff

had told him/her that the specimen had not been '
sant {o the lab.,

Observation on 06/02/14 at 4:30 PM, revealed a

cullure tube was relrieved by the Director of '
Nursing (DON) from the spacimen refrigerator. ;
Further observation revealed the cullure swab '
was labeled with Resident #16's name and dated
06/27/14. !
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Inlerview with the DON, on 06/02/14 al 4:30 PM,
revealed she was notified on 06/02/14 that the
cullure was not done on the resident. The DON
staled she checked the specimen refrigerator and
found the specimen container labeled with
Rasldent #16's information and dated 06/27/14.
She reparted the facillty did not currently have a
specimen log book to monitor specimens for
collaction or resulls.
The Assistant Oireclor of Nursing, who was
respongible for the labs, quit her empioyment al
the facity and was unable lo be contacted for an Esid
interviaw. 483.750)(1) RES RECORDS-
F 514 | 483.76()(1) RES F 514 COMPLETE/ACCURATE/ACCESSIBLE
88=L RECORDS-COMPLETE/ACCURATE/ACCESSIB 1 . . i oo
the slic i ctice:

LE

Tha facllity must maintaln clinical records on each
residenl in accordance with accepted professional
standards and praclices that are complete;
accuralely documenled; readlly accessible; and
syslemalically organized.

The clinical record must contain sufficient
information to kdentify Ihe resident; a record of lhe
recident's agsessments; the plan of care and
services provided; the results of any
preadmission screening conducled by.the Slale;
and progress notes.

This REQUIREMENT Is not met as evidenced

by:
Based on interview, record review, and review of
i

On 4/2/2014, a LPN completed an incident
report on Residem #1. On 4/372014, a LPN
reccived orders for x-ray to Resldent #1°s right
foot. On 4/4/2014, a LPN documented pain in
Resident #1's nurse's notes and new orders |
received related to x-ray resulis obtained.

On 52412014, Resident #11 expired in facility
on 05/24/14.

On 5/3172014, Resident #12 discharged from
the facility to home on 05/31/14.

On 632014, DON audited Mcdication
Adminisiration Records (MARs) of Resident
#2,3, 10, 13, 14, 15, and 16 and Resident A to
ensure professional standerds of practice for
clinical record documeniation were followed
for the following residents and that all
medications given were signed out and if
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omitted documented on the medication note
F 614 | Continued From page 161 F 514| section the reason why, An incident report for

the facilily's policy/procedure, it was determined
the fachity failed fo malntain clinical records that
were complete and accurately documented for
ten {10) of saventaan sampled resldents
(Residents #1, #2, #3, #10, #11, #12, #13, #14,
#186, #10) and one (1) unsampled resident
{Residenl A), related to Incomplete
documentation of medication administrallon,
lraaimenls, and services provided.

The facilily fafled to document In the clinical
racord when medications were not glven, why
and if lhe pharmacy was nofified for Resldant #2,
#3, #10 11, #12,#13, #14, #15, #16 and
Residenl A.

The facliily's failura {o malntaln clinlcal record that
ware camplete and accurately documented
caused or was likely to cause sarlous injury,
harm, Impalrmant or death of a resident,
Immediate Jeopardy was identliied on 06/02/14
and determined lo exist on 05/06/14. The facilily
was nolified of the Immediale Jeopardy on -
06/02/14.

Tha findings include:

Revlew of the facilily's policy and pracedure titled,
"Medlcallon Shorlages/Unavallable Medications"
last revised 01/01/13, revaaled actions to take
upon discovery thal the facliity has an Inadequate
supply of medication to administer to a resident
Included staff taking Immedlate action to obtain
the medication. When a missed dose Is
unavoldable, the nurae shouid document tho
missed dose and the explanation for such missed
dosae on the Medlcation Adminisiration Record
{MAR) or Trealment Adminlslration Record (TAR)
and [n the Nursa's Noles, per {acility pollcy. Such

resident # 1 was completed on 4/3/2014 which
included and incident and the resident’s lack of
pain.

her residents otential ected

On 6/3/2004, DON audited MARs of all
current  residents to  ensure  professional
standords of practice for clinical record
documentation were followed and that all
omitted medications were documented on the
medication note seclion of the MAR. As of
6/3/2014, any item identified had education or
discipfine of the siafl involved.

On 77112014, the Director of Nurses completed
it review of all incident reports in the past
thirty (30) days 1o assur¢ documentation of the
incident and condition of the resident. No
concerns were identified

The measures or systemie changes were made
10 ensure the alleged deticient practice will

not recur;

On 6/1/2014, Regiomal Nurse Consullant
(RNC) re-cducated the DON on MAR
documentation and what protocol to follow 10
include when, how and where to document
medicotions not admimstered per physicion
order and what corrective action to implement.

Beginning 6/372014 the DON condugcted re-
education and competency test with livensed
nurses regarding MAR  documeniation and
what protocol to follew to include when, how
und  where (o document medications not
administered per physician order and  what
corrective action to implement. The DON will
re-educate and  validate  compotency  with
Assistant Birector of Nursing (ADON), MDS
Nurse {MDS} or Unit Manager before they
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F 614} Continued From page 152 F 6141 initiate re-education with the licensed nurses,
documentation should includa a descriplion of the No licensed nurse will work afier 6/4/2014
clrcumstances of the medication shortage, a without having had this re-education and
description of the pharmacy's response upon competency test. The DON conducted re.
nolificatlon and the actlon(s) taken, cducation will all licensed staff related 1o

conllpl'etmn 91‘ an incident report with any fall

1. Record review revealed the facliity admitted o] l']'r""d,e"‘ involving cquipment. No licensed

Resldent #10 on 06/16/14 with diagnoses which stall will work afler 07/06/2014 without
having had this re-education,

Included Dlarrhea and Dlabetes. On 06/20/14 at

9:40 AM, Licensed Praclical Nurse (LPN) #3 it -
recelved an order from the physiclan lo madicate . lo_moaitor

the resldent with Potasalum 40 meq now, MWWM
Interview with LPN #3 on 05/31/14 at 3:00 PM,

revealad that she forgot to put the medication
order on the MAR and did not administer he

Beginning the week of 6/9/14, The DON,
ADON, MDS Nurse or Unit Manager will

Polassium as ordered. The missed Potassium complete an audit of all MARs io ensyre
dose was administered on 06/30/14 at 9:00 AM professional standards of practice for clinical
by LPN #4 after the ADON clarified the ordsr, A vecord documentation were followed and that
repeat Potassium level was obtained on 05/30/14 all omitted medications were documented on
&l 1:45 PM and the result was 2.4 mmolL, The the medication note section on the MAR five
result was phoned to the Physlcian's Assistant al (5) times weekly for twelve (12) weeks. The
6:09 PM by the Isb staff. An order was recelved Director of Nursing or Assistant Director of
al 8:30 PM to send the resident 1o the emergency hursing will audit all incident reports five ()
room for evaluation, The resident was evalualed a5 bt weck (@ assure that documentation of
in the Emergency Department on 05/30/14 at ebonis o mests professional stundands end |
8:69 PM and subssquently admilted into the The resulte ::.':;""""" 3{ the resident condition,
hospital with a diagnosls of Hypomagnesla and o O 10SE Udits will be forwarded to

g the facility Quality Assurance Performance
Hypokatemia. The facility falled lo ensure the Improvement Committee and at |
clinical record was complets as the order for the for Ihree (3) months. If at any |i:::t£n°: nc
resident's Potassium was not documentad on the are identified the QAPI commiftes :vr:ﬁ
MAR, convene o review ond make further

recommnendations as needed, Tho QAPI

Interview conducted with LPN #3, on 06/31/14 st committee will consist of at a minimum the

3:00 PM, revealed on 05/29/14, she forgot to Administrator, Dircctor of Nursing, Assistant
Director of Nursing, Social Services Director,

document the medicatlon order on Resident #10's i

MAR and did not adminlster he Potassium as Dictary Services Manager and Business Offico

ordered. Manager with the Medical Director atiending
8t least quanterly.

07/11/14

2, Record raview revealed the facility admilted |
Evenl [0;4F T211 Facility 10: 100069 If continuation shast Page 152 of 186
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Resldent #1 on 02/13/14 wilh diagnoses which
Included Bi-polar Disorder, Post Traumalic Stress
Disorder, Chronic Paln, Paraplegla, Phantom
Limb Syndrome and Hypertension. The
Admission Minimum Data Set {(MDS) dated
02/20/14, revealed the resldent with a Brlaf
Interview for Mantal Siatus (BIMS) of fifteen (15)
indicaling the resident was Inlerviewable, The
Comprahensive Care Plan was not revised lo
Include the transfar needs of the residanl. The
resldent was transferred uelng a machanical lift
on 03/30/14 by one (1) staff member and
recelved an Injury resulting in a fractured right
fibia and {lbula. The resldent was not care
plannad for the use of a mechanlcal lift during
transfers. The faclity failed to document the
incident on 03/30/14, or the subsaquent event
dataiis In the medical record,

3. Record review revealad the facllity admilted
Resldent #2 on 07/01/12 with diagnoses which
Included Spina Blfida and Obesity. Review of the
Quarterly MDS dated 03/19/14, revealed the
residant lo have a BIMS score of fifleen (15), On
06/16/14, tha Advanced Praclice Reglstered
Nurse {(APRN) ordered Diflucan 100 mg by mouth
every day for five (5) days for a yeast rash, The
shipment detail from the pharmacy revealed the
madication was dellverdd on 05/16/14 at 11:67
PM. An interview with the resident revealed she
did nol recelve the medication. Review of the
May 2014 MAR revealed the Diflucan was to bs
administered at 7:00 AM on 06/17/14 through
05/22/114. Further review of the MAR revealed
initials with clrcles on those dates Indicaling the
medication was not glven. The facllity falled to
ensure the medical record was complele and
accurate as there was no documentallion on the
back of the MAR to indlcate the reason the
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medication was nol administered, that pharmacy
was nolification and thelr response, as per ihe

policy.

4, Record review revealed the facillly admitted
Residant #3 on 07/01/42 with dlagnoses which
Included Hypertension, Review of tha Annual
Assassment MDS dated 04/10/14, revealed the
fachity assessed the resident to have a BIMS
score of fourteen (14). Review of the MAR
revealed the resldent did not recelve Norvaso
{blood pressure medication) 10 mg dally from
05/23/14 through 05/28/14, The facllity falled to
ensure the medica! record was complete and
accurale as there was no documented evidence
In the medlcal record slating the medication was
not administered or why It wasn'l given.

6. Record review ravealed the facliity admitled
Resident #11 on 07/01/12 with diagnoses which
Included Congesiive Heart Faiture and Chronic
Obslruclive Pulmonary Disease (COPD), On
05/24/14 at 10:57 PM, LPN #6 assessed lhe
rasident and noted the resident was experiencing
labored breathing. The APRN was nolified on
05/21/14 at 11:30 PM and orders recelved to
madicate the resident with Solu-Medrol 40 mg
intramuscularly (IM), Levaquin 500 mg IV every
24 hours, prednisone 40 mg by mouth limes two
(2) doses, DuoNeb every 4 hours, check vital
slgns every 4 hours, a chest radlograph (x-ray)
and a complete blood count (CBC) slal. The
restdent racelved the Solu-Medrol 40 mg IM on
05/22/14 at 5:48 PM (the next day) after laken
from the emergency drug kit (EDK) by LPN #1.
The facilily falled to ensure the medical racord
was complete and accusale as they falled lo
document on lhe resident’s MAR thal the
medicallons were not given. LPN #5 falled lo
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Continued From page 155

document on lhe back of the resident's MAR, as
per the policy, the reason the medications were
nol administered and response of the pharmacy
when notifled.

6. Resldent #12 was admilled to the facllily on
04/30/14 with dlagnoses which Included Post
Traumatlc Selzures, The resldent was edmilted
io the hospital on 06/02/14 al 11:45 AM, after
experlencing selzure aciivily. On 06/05/14
Resident #12 returned to the facllity with a
continued order for Keppra (antl-convulsant) 500
mg twice dally. Review of the May 2014 MAR
revealed no documentad evidence the medication
was adminlstered or not adminislared from the
time of readmission on 05/06/14 unlil 05/08/14

{six doses),

7. Record review revealed the facliily admitted
Reskdent #13 on 07/01/14 wilh diagnoses lo
include Impulse Control Disordar. The Annual
MDS asseasment daled 06/07/14, revealed the
resident to have a BIMS score of slx (6). The
Comprehensive Care Plan, May 2014, related lo
Impulse controf lists as an intervention to give
medicalions as ordered. On 06/24/14 an order
was racelved from the APRN [or Buspar 5 mg per
PEG lube twice dally rouline. The medicatlon
was unavallable for adminlstration until 05/27/14
at 9:00 PM. There was na evidence the facllity
policy was followed related (o decumeniing why a
maedication was nol administered,

8, Record review revealed the facllity admitted
Residenl #14 on 10/11/13, with diagnoses which
included dlarrhea and colon resection, Review of
the May 2014 MAR ravealed the resident did not
racelve a tolal of fourtean (14) dosss of

Pancrelipase §000 units on 05/19/14, 05/21/114,

F 614
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06/22/14 and 05/28/14. The madicatlon was
ordered to be laken at meals and befare bedtime.
An interview with the resident on 05/28/14 at 2:25
PM reveatad he/she has been missing the
medication but doesn't understand why as he/she
has baen on It for years. Review of the MAR
revegled no documented evidence why the
medication was nol glven, as ordered on
06121114, 06/23/14 and 06/26/14 or If pharmacy
waa nollfied or thelr response, as per the facllity

pollcy.

9. Record review revealed the facliily admilted
Resldent #15 on 07/03/12, with dlagnoses which
included chronic pain. Review of the
Comprahensive Care Plan, revealed no care plan
for chronic pain. A review of the May 2014
Physiclan orders reveatad an order for Fentany
{pain medication) patch 26 mcg/hr, to be changed
avery 72 hours, with the order start date of
09/10/13. Areview of the May 2014 MAR
revealed the resldent did not receive histher
Fentanyl patch on 05/6/14, 06/14/14 and
06/26/14. The facllity falled lo ensure the medical
record was complete and accurate as there was
no documentatlon on the back of the MAR to
Indicate why the medlcation was not given, if the
pharmacy had baen notified and thelr response.

10. Record review revealed the facllity admiited
Residenl #16 on 08/19/13, with dlagnoses lo
Include Gout, diabeles, below the knee
amputation and generalized paln, Review of
May 2014 Physician's Orders revealed orders for
Torseride 30 mg daily, Allopurinol 50 mg daily,
Aspirin 81 mg dalily, Neuronlin 400 mg by mouth
three (3) imes dally, K-Dur 40 meq three (3)
times daily, Clindamycin 300 mg three (3) times
dally for 10 days (to and on 05/09/14),

F 514
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Vancomycin one (1) Gram twice dally for seven
(7) days (wilh last dose on 05/23/14) and
Percocet 10-325 mg every eight (8) hours rouline.
Review of the May 2014 MAR revealed there was
ne documentation the medications were given or
nol give on the MAR for these medications on
these dates; Torsemide 30 mg on 05/18/14,
06/26/14 and 05/31/14; Allopurinol 60 mg on
06/14/14 and 05/28/14; Asplrin 81 mg on
06/11/44 and 06/20/14; Neurontin 400 mg on
06/17/14, 05/20/14 and 05/31/14; K-Dur 40 megq
on 05/01114, 05/06/44, 05/08/14, 05/08/14,
05M13/14, 05/19/14, 06/20/14, 06/27/14 and
06/31/14; Clindamycin 300 mg on 05/02/14 and
06/08/14; Vancomyoelin on 06/20/14; and, Percocet
on 05/18/14, 06/20/14 and 06/31/14,

11. Obsaervalion during a medication pass, on
06/29/14 at 9:20 AM, revealed Resldent A did not
raceiva Amlodipine 30 mg as ordered, as it was
not available. Review of the May 2014 MAR
revealed the resldent did not recelve Amlodipine
10 mg on 06/16/14, 05/16/14, 06/19/14, 05/23/14,
(5/24/14, 05/26/14, 06/268/14, 06/27/14, 06/28/14,
and 05/29/14 (lotal of ten doses). Thera was no
documentatlon on the back of the MAR {o
Indicate lhe ratlonale for the medicalion not belng
administerad. Addltionally, Resident #18 did not
receive Panloprazole 20 mg eleven {11) imes
according to the May 2014 MAR, The MAR
revaaled Initials clrcled Indicating not recelved on
05112114, 06/13/14, 06/16/14, 05/16/14, 05/19/14,
05123114, 05/24/14, 05/25/14, 05/26/14, 05/27/14,
and 05/28/14. The back of the MAR revealed six
(6) days documentalion for Pantoprazole
unavaflable on May 13th, 23rd, 24ih, 25th, 261h,
and 27th, The five {5) remaining missed doses
had no documenlation to indlcate the reason the
medicatlon was not adminislered.
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Interview with the Aasistant Diractor of Nurses

(ADON), on 06/30/14 at 10:16 AM, revealad if a
medicalion was not administered, a circled Inilial
was to be placed on the MAR Indicating it was nol |
given and he reason also documented,

Interview wilh the Directer of Nursing (DON) and
the Administralor, on 06/29/14 at 1:10 PM,
revealed If medications waere nol avallable for
adminlstralion for a resident, the pharmacy
should ba called. The nurse should circle the
initial and document on the back of the MAR or
Nurse's Notes the reason why the medication
was not given and would not be accurate if not
correclly documenled.

*The facilily implemanted (he following acllons fo
remove the Immediate Jeopardy:

On 06/04/14, Ihe physlclan was nolifled by the
Director of Nursing {DON) of madicatlons nol
administered according to physician's Order for
Residenis #3, #10, #11, #12, #13, #14, #15, 116

and #17.

©On 06131114, the DON and a consulling DON and
the Reglonal Nurse Cansultant {(RNC) audiled
Physiclan Orders for the pravious thirty (30) days
lo assure all orders ware correct on the MAR,
Any discrepancy was clarifled with the physiclan
and wrilten correctly on the Physlclan Orders.

On 06/01/14, the RNC re-educaled the DON on
"Medication Avallabilily” prolocol, which slales the
procedure to follow for physician nolification when
medications are not avallable to ba administered
as per the physicians order, and post test |
Evant {04k 5211 Faciity 1D; 100069 If continuetion sheat Page 159 of 1865
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compleled.

On 08/01/14, the DON began aducatlon with
Licensed Nuraes on "Medication Avallablllly" and
post tast tilled "Medication Avaitabllity” which
states the procedure lo follow for physician
notification when medicalions are not avallable fo
be administered per physiclan order. This
training will ba complated wilh all licensed nurses
by (he DON. The DON will educate and validate
competancy with the Assistant Director of Nursing
{ADON), MDS Nurse or Unit Manager and the
licensed nurses. No licensed nurse wil work
after 06/04/14 without having had this
ra-educalion snd competency lest.

On 08/02/14, two rapresenlalives from the
Pharmacy compleloed a Madicalion Adminlatration
Record (MAR) to madlcation cart audit for afl
currant residents to ensure all madicallons were
avallable for adminisiration per physiclan order,
Any medication Identiified as not available and not
In the emargency drug kit was sent stat to the
pharmacy for inmediate dellvary.

Beginning the waek of 08/09/14, the Pharmacy
will audil all current resldents’ MARs and
compare lo the medicallon avallable In the
medicalion cart for each resident one {1) ime per
week for four (4) weeks then every two weeks for
alght {0) waeks lo assure ali medications are
available, Any dsliciency Identified will be
corrected Immed|ately, The resulls of this audit
will be forwarded to the facillly's Quality
Assurance Performance lmprovemeant (QAPI)
Commlltes for review and recommendallon
weekly until the Jeopardy Is removed and then
monthly for at least three (3) months. If at any
time concerns are ldenlifled, the QARI Commiltee

ORM CMS 26687(02-09) Provious Versions Gbsdlole Event ID.4FT21

Facitity ID: 100069 If conlinuatfon sheet Page 160 of 186




e

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/18/2014
FORM APPROVED

OMB NO, 0838-0391_

AND PLAN OF CORRECTION

185338 8. WING

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA {¥2) MULTIPLE CONSTRUCTION
IDENTIFICATION NUMBER: A. BUILDING

(X3) DATE SURVEY
COMPLETED

06/13/2014

HAME OF PROVIDER OR SUPPLIER
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE

STREET ADDRESS, CITY, STATE, ZIP CODE
124 WEST NASHVILLE 8T
PEMBROKE, KY 42268

(X4} ID
FREFIX
TAG

SUMMARY S8TATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D

PREFIX

TAQ

PROVIDER'S PLAN OF CORRECTION (X8}
{EACH CORRECTIVE ACTION SHOULD BE cowte’non
CROS8-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 614

Continued From page 160

wiil convene to review and make further
racommendations as neaded. The QAPI
Committee wili consist of at a minimum; the
Adminlstrator, DON, ADON, Saclal Services
Direclor, Dletary Services Manager and Business
Office Manager with the Medlcal Director
atlending at least quartetly.

An Ad-Hoc Quality Assurance meeling (QAPI)
was held on 08/03/14 (o raview the alleged
deflclent practice and plan of remaval with the
Medical Diractor, Adminisirator, Diractor of
Nursing, MDS Nurse, Social Service Director,
Housekeeping Supervisor, Direclor of
Rehabiitation, Dlstary Manager, Mainlenance
Dlractor, and Admisslons Coordinator with no
further recommendations made.

The Stale Survey Agency valldated the corrective
acllons laken by the facllity as folows:

On 06/12H4 at 10:40 AM, LPN #4 verified
through Interview hefshe had recelved racent
inservice tralning on medicalion avallablify, If a
madication is not in the medication cart drawer,
the emergancy drug kil {EDK) should be chacked
lo see If the meadicaticn Is available there. I
unavaltable, the pharmacy should be called and
the medlcalion will be dellverad anywhere from
ona-four hours for a "STAT" order. When there
are new medication orders for a resident, the
madications are entered In the compuler and
{hen a copy of the order is faxed to the pharmacy
as well as a follow-up phone call to the pharmacy.
If a medication |s unavailable he physiclan |s
notified. Normal pharmacy delivery Is made on
the night shift. The MAR chacka are done at the
end of shiit for the opposite haliway. The DON

F 614
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+ EDK box for staff reference. RN #2 verified

i Nurse are notified of any changes in the caro
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has also been compleling MAR checks to make
sure that medications are not missed. For
medicalion STAT ordars, slalf are o look In the
EDK, STAT from the pharmacy or if an urgent
need the resident would be sent out to the
hospital. The LPN stated medicalions have been
available recenlly for adminisiration. When a
medication supply for a resident gets down to 3-5
days, the sticker Is pulled and a fax [s sent to the
pharmacy. If thers I an Insurance Issue, the
pharmacy will send medicalion for the resident
then will work lo resolve tha Issue, LPN #4
veriliad he/sha was provided recent educalion
regarding Care Plans. If staff is unable to follow
the resident's care plan, Ihe physician should be
nolifled as well as the DON.

On 06/12/14 at 10:64 AM, RN #2 veyilied through
interview he/she has been educaled regarding
medication administration and avallability. if a
maedication s not available on the medication
cart, the EDK should be checked, the pharmacy
should be called and the physiclan nolifted of any
issues, RN #2 revealad through interview helshe
was sifll in orientation and was to receaive
adugcation on 06/12/14 regarding medication
orders for a newly adimitted resldent. She verilied
there was a list of medications avallable in the

{hrough Interview thal he/she has received
education while in orlentalion regarding Care
Plans. A compuler based education program
was provided in relerence lo care plans and the
Accunurse syslem, Fuilber Inlerview revealed
care plans were changed by the RN for new
orders or changes In care, The DON and Charga )
plan. RN #2 verified no problems with medication
availabllily since he/she started working al {he
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On 06/12/44 al 11:02 AM, LPN #9 {MDS Nurse)
verified through interview that she had received
Inservice tralning regarding medication
availability. If a medicallon Is not available, the
EDK should be checked and the pharmacy
should be called. The physiclan should be
notified if a medicalion cannot be given at the
ordered time. She stated she was unaware of
any recent lssues with medicallion availability.
The process to reorder medications is to pull the
sticker and fax it fo the pharmacy to get the
medicalion delivered. An order has to be
recelved al the pharmacy by 5:30 PM In order lo
recelve the medication on the rouline evening
delivery. Medication orders for new residents
should be faxed to the pharmacy lo assure
medication delivery. LPN #9 verified through
interview he/she has recelved inservice tralning
regarding care plans lo Include that care plans
are to be followed and if the care plan cannot be
followed the DON and the physiclan should be

' notified. it was reported that nursas update care

plans and if a changs Is made with the MDS
assessment, revislons are made at that lime by

the MDS nurse.

On 06/12/14 at 11:16 AM, LPN #3 verlliad
through Interview hat he/she had recelved recent

' educalion regarding medication availabliity and

care plans. |f there is a new resident admisslon,
the pharmacy should be called to gel ihe
medicalions. The EDK should be checked lo see
if the medicatlon Is avaitable in the box. If there Is
a problem getling a medication, the physician
should be nollfied. LPN #3 denied any recent
problems with medication avallabllily. To reorder

medications, lhe sticker should be pulled and
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faxed to the pharmacy. As a routine, slaff should
be checking to make sure that medicalions are
available. LPN #3 raporied that staff need lo lake
the inltiative to get medicallons before the
resident rung out. The LPN stated the pharmacy
Is good about gelting STAT madlcations {o the
faclilty. Staff should make sure that they notify
the physlclan for any new orders or changes
related to medications. LPN #3 verlfiad that
hefshe has recelved educallon regarding care
plans, He/she reporis that slaff need to go by the
care plan and if something Is unavallable, the
Charge Nurss should ba made aware. If there ls
an Intervention on the care plan that cannot be
foliowed, staff need to call the DON and the
physiclan, LPN #3 revealed that care plan
revisions were completad by the RN,

On 06/12/14 at 11:48 AM, SRNA #2 verifled
through inlerview that he/she has recelved racent
educallon regarding Care Plans, Slaff are to
access the Accunurse system to check care
plans and any updates. He/she also reporis the
recelpt of daily wrlllen care plans for the
residents. if a problem with a care plan Is
igantilied or cannot ba carrled out, lhe SRNA
would nolify the charge nurse, The SRNA care
plan s updated by the DON.

On 06/12/14 at 12:00 PM, SRNA #3 verified
through interview that he/she has recalved recent
aducalion regarding Care Plans. Inservice
Iralning was also provided regarding the
Accunurse syslem and how lo retrleve the plan of
care for a fesident. He/she revealed the
Accunurse sysiem alerts staff when a resident's
plan of care has changed. The DON updales the
care plan as needed. Staff was required to
complale a quiz regarding education material, |f

F 514
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staff Is unable to follow a plan of care, the SRNA

should nollfy the Charga Nurse.

On 08/12/14 at 12:03 PM, SRNA #4 verified
{hrough Interview that hefshe has received racent
education regarding Cara Plans, If a cera plan
changes in the Accunurse system, staff will ba
alsrted regarding the change. Slaff also received
a copy of the residenl's plan of cara. If the SRNA
Is unsure about the plan of cara, he/she should
nollfy the Charge Nurse, If tha care plan cannol
ba followed, the SRNA should contact the Charge
Nurse. SRNA was required to complete a post
test on the covered Inservice material,

On 068/12/14 at 12:068 PM, SRNA #5 verified
through interview that he/she had recelvad recent
educallon regarding care plans and completed a
posl test, Further Interview revealed the
education providad covered the Accunurse
Systemn and how to revlew the care plan. Staff
were fo notify the Charge Nurse if the plan of care
could not be lollowad, Staff should fallow the
chaln of command for reporting If the Issue was

not resolved,

On 06/12/14 at 12:00 PM, SRNA#8 veriffed
through interview that he/she had recelved recent
educalion regarding care plans. Stalf ware to
check the Accunurse system headset for any
change In the plan of care for the resident. Staff
are also alerted of changes (o the plan of care
through the headset. It Is reported that slalf also
raceive a writlen copy of the care plan. If staff Is
unable fo provide resident care as oullined n the
plan of care, the Charge Nurse should be notlfied.

On 08/12/14 at 12:30 PM, SRNA #7 verified
through interview that hefshe had received recent
EventiD; 4FT21 Facifily IR: 100080 it conlinuation sheet Page 165 of 138
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education regarding care plans and lhe
Accunurse system. Staff should use the
Accunurse syslem lo review required care needs
for a resident. If there was a concern providing
care for the resident, the Charge Nursa should be
nolified. Staff recelved a copy of Interventions for
each resldent daily. A post test was compleled.

On 06/12/14 at 1:37 PM, SRNA #8 verifled
through intervlew that he/she racelved recent
educatlon regarding care plans. If staff is unable
to follow the plan of care, lhe Charge Nurse
should be notifled Immediately. Access lo the
resident's plan of care I8 through the Accunurse
system and staff recelved printed Informalion.
The Accunurse system will alerl staff to any
changes in a resident's plan of care. SRNA#8
also verified {hat he/she completed a post lest
after Inservice training.

On 06/42/14 at 2:40 PM, the DON verilled
through Interview ihat she bagan educafion with
licensed staff on 068/01/14 regarding medication
administratlon and availability. The staff was
required to complele a post test.

On 06/12/14 at 2:50 PM, RN #3 verifled through
inlerview that he/she had recelved recent training
on medication avaitabilily and adminisirallon.
Reporis thal medication availabllity was covered
to include checking the EDK box, calling the
pharmacy and if unable to obtaln the medicalion
in a timely manner, the physlcian should ba
notliied. RN #3 stated thal medicalion avallabllily
was 100% belter. If a medication supply is
getiing low, the sticker should ba pulled and
faxed to pharmacy. Medicalions were usually
reordered when a threa (3) day supply Is left.
Staff is to nolify the physician if there are
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Continued From page 166

problems obtaining a medication or if the residant
refuses a medicalion. RN #3 also verified the
receipt of education regarding care plans, Slaff
should always follow the care plan and if unable
should notlfy the physictan as well as lhe DON,
Cara plans were updatad by a RN; and, SRNA's
care plans were updated by the RN or the DON.
SRNAs use the Accunurse system lo access
Informatlon ragarding a residenl's plan of care. If
a SRNA Is unable to follow the care plan for a
resldent, the Charge Nurse or administration
should be notifled.

On 08/12/14 at 3:08 PM, LPN #5 verilied through
{ntarview that he/she had recelvad recent
education on medication availability and
administration. A post test was completed afler
receiving inservice tralning. If a medication is not
avallabls, the EDK box should ba checked and If
the madication s not avallable there, the
pharmacy should ba calfed to get the medication
STAT and the physiclan should be called for
additional arders. Reordering resident
medications should be done when there Is a thres
{3) day supply of the medication left. The slicker
should be pulled, pfaced on the reorder form and
faxed to the pharmacy. LPN #6 ravealed that
madication avallabilily has improved. The LPN
veriffed that he/she haa recelved racent education
regarding care plans. If staff is unable fo follow
the plan of care for a resldent, the Charge Nurse
should be notifled and will alert the DON and the
physiclan, The compuler or the Accunurse
systam can be ulilized to view the resident's plan
of care,

On 068/12/14 al 3:34 PM, the pharmacy
represenlalive verified through interview that he
and Certified Pharmacy Techniclans compleled a

F 514
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Continied From page 187
MAR to medication carl audlts for all residents on
06/02/14 and 06/09/14.

On 08/42/14 at 4:20 PM, an interview with the
DON and the Administrator, revealed omisslons
on tha June 2014 MAR lor Resldent #16 on
08/05/14 at 3:00 PM of a dose of Lorlaband a
2:00 PM dose of Lyrica Indicated the medications
were not administered by LPN #1. It was
ravealed (hat LPN #1 was terminated related to
the medication errors. On 06/41/14 at 6:00 AM, a
dose of Levothyroxine was not documented as
given by RN #4 and disciplinary action was
pending retated to the omisslon on the MAR.

On 06/12/14 at 4:62 PM, the DON and the
Administrator were interviewed regarding
omlsslons on the June 2014 MAR for Resldent
#18. Review of the Juna 2014 MAR revealed no
documentallon for & 7:00 AM dose of Zantao on
06/08/4 and 5:00 PM dosss of Depakete on
06/07114 and 06/06/14.

Interview on 08/12/14 at 5:15 PM with LPN #3
revaaled thal he/she had given the Zanlac fo
Resident #16 on 06/09/14 but falled lo document
Iton the MAR. The LPN stated she had signed a
dlsciplinary action five {6) minutes prior to the
Interview.

Interview on 06/12/14 at 5:24 PM wilh LPN #4
ravealed that he/she had given lhe 6:00 PM
Depskote doses o Resldent #18 on 06/07/14 and
068/08/14 but failed to document the
administration on the MAR. Furiher interview
revealed the LPN recelved disciplinary action
thicly (30) minules prior to ihe interview.

Interview with the DON on 06/12/14 at 6:48 PM,

F 514
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revealed that tralning and education wera
provided lo staff as a part of a disclplinary action,

Interview with the Adminlsirator, on 06/12/14 al
5:60 PM, revealed (hat an addilional, 3rd MAR
check was added on 08/12/14 lo Include sialf at
shift change checking MARs for omisslons,

Interview with lhe Administrator, on 08/13/14 al
9:15 AM, revealed that an additional, 3rd MAR
check was inltlaled on 06/12/14, The Medical
Director was notlfied and participated in a QA
meelingfconference call regarding the plan.

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

Interview with the Administrator, DON and
Reglonal RN, on 08/13/14 at 10:50 AM, revesled
the medications for Resldent #18 were available
on the cart for adminislration. Staff Interviews
reveal that the medicallons were administered
and avaliable on 06/07/14, 06/08/14 and 08/09/14
and disclplinary action was administered
according to the AGC. The number of pills
available on the medicatlon cart on 06/13/14
appeared lo be adequate based on the dale of
dellvery,

F 620 | 483.76{0){1) QAA

58=L| COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facillty must malntaln a qualily assessment and
assurance commillea consisting of the director of

F 514
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483.75(a}(1)
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| devalops and implemanis appropriate plans of

. determined the Quality Assessment and

- were avallable lo be adminislered, per physiclan's |

_on 052914 as ordered by the physician and did

nursing services; a physician designated by lhe
facilily; and al least 3 other membars of tha

facliity's staff.

The qualily assessment and assurance
commillee meets at least quarterly to [dentify
lssues with respect to which qualily assessment
and assurance acllvities are necessary; and

aclion to correct identilied qualily deficlencles,

ASlate or the Secratary may not require
disclosure of the records of such commitles
except insofar as such disclosure is related lo the
compliance of such commiltee with the
requirements of this section.

Good falth altempls by the commitles to identify
and correct quality deficlencles will not be used as
a basls for sanctions.

This REQUIREMENT Is not met as evidenced
by:
Based on interview, record review, and review of
the facllity's Qualily Assurance Policy, it was

Assurance Commlllee falled {o Identify, develop
and implement appropriala plans of action to
correct quality deficlencies related to pharmacy
services. The facllily falled to ensure medications

orders, for eight (8} of seventeen {17} sampled
resldents (Resldents #3, #10, #11, #12, 113, 14,

15 and 7).

Resident #10 did not receive a dose of Polassium

- Medicel Director, Administrator, Dircctor of

* The meas! F system ad

ensure that the alleged deficie i il
nof recur;

On 6/4/2014, the Regional Director of

An Ad-Hos Quality Assurance meeting (QPI)
was held on 6/3/2014 to review the atleged
deficient practice and removal plan with the

Nursing, MDS Nurse, Sccial Service Direclor,
Housckeeping Supervisor, Director of Rehab,
Dictary Manager, Maintenance Director, and
Admissions Coordinator. The Regional
Dircctor of Operations observed the Ad-Hoc
Quality Assurance meeting {QP1) on 6/3/2014
and noted that the QP1 meeting was established
ag a system that is funclional and meeting the
identified needs of the facility

The Regicnal Director of Operations observed
the Ad-Hoe Quality Assurance meeting (QP!)
on 6/3/2014 and noted that the QPI meeting
was eslablished as o system thal is functional
and meeting the identified needs of the facility,

Operations re-cducated the Administrator on
the requitements of a functional Quality
Assurance process to include delegation of
action iteis for identified concerns and follow
up lo assure corrections are made and reviewed
with the Interdisciplinary Team,

onj|

I e facili lans__ to

hat solutions fi
(3 ractice are sustained:
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F 6201 Conlinued From page 170 F 620 Beginning the week of 6/9/14, The Regional

not recelve the Polassium uniil 06/30/14.

Resident #11 did not receive a "stal" dose of
Solu-Medro (steroid) intramuscular {IM), Levaquin
(antiblatic) Intravenous {IV) and Prednisone
ordered on 06/21/14, until 06/22/14,

Resident #12, who had a sefzure disarder did not
recalve six (6) doses of Keppra (anil-seizura
medication) and experlenced seizure activily
requiring hospilalization. The order was changed
on 06/13/14, from 500 mg o 1000 myg twice a
day, the resldent recelved only 500 mg for a tolal
of thirly five (35) incorrect doses.

Resldent #14 dld not receive a total of fourteen
(14) doses of Pancrelipase 6000 Unils from
06/19/14 through 06/28/14 {for seven days).

Resldent #16 who had chronie pain, did nol
recelva histher Fantanyl palches as prescribed,
on 06/05/14, 05/26/14, and 05/29/14,

Resident #3 did not recelve saven (7} doses of
Norvasc (bload pressure medication),

Resident #13 did nol recelve Buspar (anti-anxlely
madication) for a total of six (6) doses.

{n addilion, Licensed Praclical Nurse {(LPN) #1
was observed to draw up seves: (7} unils of
Novolin regular Insulin instead of the five (6) units
as per the physiclan's order for sliding scale
Insulin for Resident #17.

The Adminisirator become aware beginning on
05/16/14 that there was a problem wilh residents
recelving medications as prescribed, 8s the

medicalions were not avallable and/or not

Director of Operations will observe the Quality
Assurance process monthily for at least three
(3) months to assure the Quality Assurance
proceas is functional and mecting the identified
needs of the facility. The results of these audits
will be forwarded to the facility Quality
Assurance Performance Improvement
Committec at least monthly for three (3)
months. If at any time concerns are identified
the QAP! commiltee will convene 10 review
and make further reccommendations as needed.,
The QAP! committce will consist of at
minimum the Administrator, Direclor of
Nursing, Assistant Director of Nursing, Social
Services Director, Dielary Scrvices Manager
and Business Office Manager with the Medical
Director attending at least quarterly.

07/11/14
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Conlinued From page 171

administered as ordered. Evan though the facllity
was aware of these concerns there was no
documented evidence the facliity's Quality
Assurance Commiiliee Identiffed and addressad
these concems to correct this quality deficlency to
ansure medicatlons were avallable. Refer {o
F333.

The QAA commiltee's fallure to [dentify, develop
and Implement appropriate plans of action to
correct deficiencies related fo pharmacy services
and medicallon errors has caused or is likely lo
cause serlous njury, harm, Impairment or death
{0 a resldent. Immediate Jeopardy and SQC was
Identified at 4683.26 Quallly of Care on 06/02/14
and determined to exlst on 06/05/14.

The findings Include:

Review of the undated Qualily Assurance Policy
revealad the purpose was to ensure an
Interdisciplinary approach to ail rasidents' needs
and to provide the highest lsvel of care possible
all the while keeping {he IDT, physician and
responsible party Informed of thelr condition
changes and intervenlions implemented as they
occtr and when nacessary. The interdisciplinary
Team will meet at least weekly and consist of at
minimum the Administeator, Director of Nursing or
Nursing Representallve, Soclal Services,
Therapy, Dielary and Activities.

Resident #£10 did nol recelve a dose of Polassium
on 06/29/14 as ordsred by the physician and did
not racelve the Potassium until 06/30/14.

Residant #11 did not recelve Solu-Medro (sterold)
Intramuscular (iM), Levaguln (antiblotic)

Intravenous (IV) and Prednisone untl} 06/22/14,

F 520

FORM CMS-2587(02-96) Pravious Varsions Obsotate Event 10:4F Y215

Faclity 10: 100069 {f conlinualion 8

hesl Paga 172 of {88




DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/18/2014

FORM APPROVED

OMB NO, 0938-0391

STATEMENT OF CEFICIENCIES (X1} PROVIDER/SUPPLIETYCLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMDER:

185238

{X2) MULTIPLE CONSTRUCTION
A.BUILDING

8. WING

{X3) DATE SURVEY
COMPLETED

06/13/2014

NAME OF PROVIDER OR SUPPLIER
CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE

STREET ADURESS, CITY, STATE, ZIP CODE
124 WEST NASHVILLE 8T
PEMBROKE, KY 42288

a0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L.SC IDENTIFYING INFORMATION}

11} PROVIDER'S PLAN OF CORRECTION

5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE cOMI"xLE,TIGN
DATE

TAQ CROS5-REFERENGED TO THE APPROPR
DEFICIENCY)

IATE

F 520

Conlinued From page 172
although the order was recelved as a "slai” order
on 05/2114,

Resident #12, who had a selzure disorder and
was being ireated with Keppra (anii-seizure
medication) did not receive six (8) doses and
experlenced seizure activily requiring
hospllalization. Additionally, after returning to the
facility on 06/13/14, with a Physiclan's Order to
change the miilligrams from 500 mg to 1000 mg
twice a day, Ihe resident received only 500 mg for
a tolal of thirty five (35) incorrect doses.

Resldent #14 did not raceive a tolal of fourieen
(14) doses of Pancrelipase 6000 Units from
05/19/14 through 05/28/14 (for seven days).

Resldent #16 who had a dlagnosis of chronlc paln

did not receive Fentanyl paiches as prescribed,
the resident was {o recalved palches on 05/05/14,
05/26/14, and 05/29/14.

Resldent #3 did not recelve seven {7) doses of
Norvasc {blaod pressure medication).

Resident #13 did not recelve Buspar (anti-anxlely
medicatlon) lor a total of six (6) dosas.

Additionally, during a medicalion pass
observalion, Licensed Practical Nurse (LPN) #1
was observaed to draw up seven (7) units of
Novolin regular Insulin instead of the five (5) units
as per the physiclan's order for sliding scale
insulln for Resident #17. The LPN was about lo
administer the seven unlls of insulin but another
LPN (#6) who was shadowing LPN #1 polnted oul
the resident should only receive five (6) units,
{Refer to F333).
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Confinued From page 173

An Interview, on 068/02/14 ai 5:30 PM, with LPN
#4, raveated she circled inilials on medications
that were unavallable for administration on the
MAR and medicatlons had not bsen arriving from
the Pharmacy on a larger scale than normal most
of May 2014,

Interview with LPN #3, on 06/31/14 at 3:00 PM,
revealed medications had not been avallable on
varlous occasions and nurses had to call the
Pharmacy and ask why, She siated "At [east
dally, there Is 2 medicatlon that la not covered”.
She addilionally stated the Pharmacy will not
send a medication if It Is not covered and
resldents go a day or two wilhout,

Interview, on 05/28/14 al 11:156 AM, with Licensed
Practical Nurse (LPN) #1 revealsd medicallons
for Resident #14 ware not avallable al this time
and slaled the medications were no! available the
last time sha administered medications on this
hall, She was not aware Resldent #14 had not
recelved a prescribed madication In the past few
days until this date (06/28/44). She stated lhe
Pharmacy had Informed her the Physiclan's
Madlcaid "something" had expired and thal was
why the Pharmacy did not send the medication.
She slso staled, *I'm not sure why they are not
filling that medication (Pancrelipasa)” bul they fili
the other medications.

An Interview with the Advanced Praclice
Raglstered Nurse (APRN), on 06/02/14 at 1:30
PM, ravealed she was only aware of Resident
#14 not recelving medicalions as ordered due lo
the Pharmacy not dellvering them and sald there
was a problem with Medicald and she had been
"kicked out of the system as weli as the
Physlcian",

F 620
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! readmissions, then they thought it was due lo

Continued From page 174

Intarviaw wilh the Administrator, on 056/30/14 at
4:10 PM, revesled problems with medications
belng unavailable for administration was an Issue
relsted to one of the {acllily's Physlclan's need fo
update hisfher provider number for Medicald as il
was not showing aclive in the system. The
Administrator stated the latter part of the previous
wesk (week of 06/23/14) the facillly was made
aware and Implemented weekly Medication
Administration Record {(MAR) and Treatment
Adminlstration Racord (TAR) reviews. She
further stated there was no policy ta address
reviewing the MARs or TARs., A QA meeling was
not held until 06/27/14.

Post Survey Interviews wilth the Adminisirator, on
07/02/14 at 9:46 AM, 2:566 PM and 5:00 PM,
revegled the MAR and TAR reviews were
Implemented on 05/16/14 but there was nothing
put In place to ensure the MAR and TAR reviews
were being conducled to ensurs the facliity would
|dentify when medications were not avaltable for {
administralion and adminlstered per physiclian's
order. She slated the facilily did not have a QA
mesting unti! 06/27/14 becausae they did not
reallze the gravily of the siluation until then. She
slalad at first they thought the medication
problem was only refaled to new admissions and

lack of documentation and then the physiclan's
Medicald provider number Issue was Idenlifled.
She revealed they look sleps to address each of
these concerns as identified. She was unable lo
provide an explanation as to why medicallons
were stilt unavailable for administralion afler lhe
fssuos wore identified.
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*The facilily implemented the following actions lo
remove the Immaedlala Jeopardy:

On 06/04/14, the physiclan was notlfied by the
Diractor of Nursing (DON) of madications not
administered according to physician's Order for
Redald‘lents #3, #10, #11, #12, #13, #14, #15, #18
and #17.

On 05/31/14, the DCN and a consuiting DON and
the Reglonal Nurse Consultant (RNC) audited
Physician Orders for the previous thirty (30) days
to assura all orders were correct an the MAR.
Any discrepancy was clariflad with the physician
and wiliten corraclly on the Physlcian Orders.

On 06/01/14, the RNC re-aducated the DON on
"Medication Availabllity" pratocol, which states the
procedure ta follow for physiclan notlfication when
medicatlons are not avallable to be administered
83 per the physiclans order, and post lest
complaled,

On 08/01/14, the DON began education wilh
Licensed Nurses on "Medlcatlon Availabllity* and
post lest Utled “"Medicalion Availability" which
states the procedure te follow for physician
notification when medications are not avallable to
be administered per physiclan erder. This
tralning will be completed with all licensed nurses
by the DON, The DON will educate and validate
competency wilh the Assistant Director of Nursing
{ADON), MDS Nurse ar Unit Manager and the
licensed nurees. No licenged nurse will work
alter 06/04/14 without having had this
re-educalion and compstency test,

On 08102/14, two representallves from the
Pharmacy completed a Medication Adminislration
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Record (MAR) to medication cart audit for all
cuzrant residenls to ensure all medications were
available for administration per physlcian order.
Any medicallon [dentiied as not avallable and not
In the emergency drug kit was sent slat to the
pharmacy for immediate delivery.

Baginning the week of 06/09/14, the Pharmacy
will audlt all current resldents' MARs and
compare to the medicatlon avaliable in the
medication cart for each resldent one (1) time per
weak for four (4) weeks than avery two weeks for
eight (8) waaks to assure all medicallons are
avallable. Any deficiency identifled will bs
corrected immediately. The resulls of this audit
will be forwarded to the facliity's Qualily
Assurance Performance Improvement (QAPI)
Commllies for review and recommendation
waeolkly until the Jeopardy Is removed and then
monthly for at least three (3) months. If at any
time concerns are Ideniifled, the QAP| Commiliee
wlll convena to raview and make further
racommendalions as needed, The QAPI
CommHtee will consist of at a minimum; the
Administrator, DON, ADON, Social Services
Director, Dlelary Services Manager and Business
Oflice Manager with the Medical Diractor
altending at least quarierly.

An Ad-Hoc Quallly Assurance meeting (QAPI)
was held on 08/03/14 to review the alleged
deficlent praclice and plan of removal with the
Medical Diractor, Administrator, Director of
Nursing, MDS Nurse, Soclal Service Director,
Housekeeping Supervisor, Direclor of
Rehabillitation, Dietary Manager, Maintenance
Direclor, and Admissions Coordinator with no
furiher recommendations made.
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The Stale Survey Agenoy validated the correclive
aclions taken by the facllity as follows:

On 06/12/14 at 10:40 AM, LPN #4 verifiad
through inlerview he/she had recelved racent
Ingervice training on medicalion availabflily, If a
medication I8 not In the medicalion cart drawer,
the emergency drug kit (EDK) should be checked
to see if the medication Is available there, If
unavallable, the pharmacy should be called and
the medication wil be dslivered anywhere from
one-four hours for a "STAT" order. When thare
are new medication orders for a resident, the
medications are eniered In the computer and
then a copy of the order Is faxed to the pharmacy
as well as a foliow-up phone call to the pharmacy.
If a madication Is unavallable the physiclan is
notified. Normal pharmacy delivery is made on
the night shit. The MAR checks are done at the
end of shiit for the opposite hatiway. The DON
has also been compleling MAR checks {o make
sure that medications are not mlssed, For
medication STAT orders, staff are to look In (he
EDK, STAT from the pharmacy or if an urgent
need the resident would be sent out to the
hospitel. The LPN staled medications have been
available recently for adminisiration. When a
medication supply for a resident gets down lo 3.5
days, the sticker Is pulled and a fax is sent lo the
pharmacy. If there is an insurance issue, the
pharmacy will send medication for the resident
then will work lo resolve the issus. LPN #4
verified helshe was provided recent education
regarding Care Plans. If slaff Is unable to follow
the resident’s care plan, the physiclan should be
notifled as well as the DON.

On 06/12/44 at 10:564 AM, RN #2 verified through
Event ID;:4FT211 Fachily ID: 100080 If cantinuation sheal Page 176 of 186
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interview he/she has been educzled regarding
medication adminlstration and avallability. ifa
medicalion Is not avallable on the medicatlon
cart, the EDK should be checked, the pharmacy
should be called and the physiclan nolified of any
Issues, RN #2 revealed through inlerview he/she
was slill In orientatlon and was to recelve
education on 06/12/14 regarding medicailon
orders for a newly admitled resident, She verified
there was a list of medicatlons available In the
EDK box for staff reference. RN #2 verified
through Intervlew thal he/she has receivad
educallon while in orlantation regarding Care
Plans. Acomputer based educalion program
was provided in reference to care plans and the
Accunurse system, Further inferview revealed
care plans were changed by the RN for new
orders or changes In care. The DON and Charge
Nurse are notifled of any changes in the care
plan. RN #2 verlfled no problems with medication
avaliabllty since he/she starled working at the
facllity two (2} days ago.

On 06/12/14 at 11:02 AM, LPN #9 (MDS Nurse)
veriftad through Interview that she had recelved
ingervice tralning regarding medication
availabliity. If a medication Is not avallable, the
EDK should be checked and the pharmacy
should be called. The physiclan should be
nolifiad If a madication cannot be given at the
ordered time. She staled she was unaware of
any recent [ssues with madication avallabllily,
Tha process lo reorder medications is to pull the
sticker and (ax it to the pharmacy {o get the
medication delivered. An order has (o be
recejved at the pharmacy by 5:30 PM In order to
recelve the medicallon on the-rouline evening
delivery. Medication orders for naw residents
should be faxed to the pharmacy to assure
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madication delivery. LPN #8 veriflad through
interview he/she has recelved inservice tralning
regarding care plans lo Include that care plans
are to be followad and if the care plan cannol be
followed the DON and the physiclan should be
nolified. It was raported that nurses updale care
plans and If a change ls mada with the MDS
assessment, revisions are made at that time by
the MDS nurse,

On 08/12/14 at 11:16 AM, LPN #3 verlfied
through interview that he/she had recelved recent
educallon regarding medicallon availabllity and
care plans, If there Is a new resident admission,
{he pharmacy should be called lo get the
madicalions. The EDK should be checked to s¢e
If the medicalion Is avallable in the box. If thera Is
& problem getling a medication, the physiclan
should be notified. LPN #3 denled any recent
problems with medicalion avallabllity, To reorder
medications, the sticker should be pulled and
faxed to the pharmacy. As a routine, staff should
be checking to make sure that medications are
avallable. LPN #3 reported that staff need to lake
the Initlative to get medications before the
resident runs oul. The LPN staled the pharmacy
Is good about gelling STAT medications to the
facliity. Staff should make sure that they nolify
the physiclan for any new orders or changes
relaled to medicallons. LPN #3 veriiled thet
he/she has racsived education regarding care
pians. He/she raports that staff need to go by the
care plan and If something is unavailable, the
Charge Nurse should be made aware. if thera (s
an Intarvention on the care plan that cannot be
followed, staff need lo call the DON and the
physiclan. LPN #3 revealed thal care plan
revislons wera compleled by the RN,
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On 06/12/14 at 11 .46 AM, SRNA #2 veriflad
through Interview that he/she has recsivad racent
aducation regarding Care Plans. Staff are to
access lhe Accunurse system to check care
plans and any updates. He/she also reports the
recalpt of dally wrliten care plans for the
residents, If a problem with a cara plan Is
IdentiNled or cannot be carrled out, the SRNA
wauld notify the charge nurse, The SRNA care
plan Is updated by the DON,

On 08/12/14 at 12:00 PM, SRNA #3 veilfied
through interview that he/she has recelved recent
educalion regarding Care Plans, Inservice
raining wes also provided regarding the
Accunurse system and how to retrleve the plan of
care for a resident. He/she revealed the
Accunurae system alarts staff when a resident’s
plan of care has changed. The DON updates the
care plan as needed, Stalf was raquired to
complele a quiz regarding education malerial, I
slaff Is unable to follow a plan of care, the SRNA
should nollfy the Charge Nurse,

On 06/12/14 at 12:03 PM, SRNA #4 verifiad
through Interview that he/she has recelved recent
aducation regarding Care Plans. If a care plan
changes In the Accunurse system, staff will be
alerled regarding the change, Staff also received
a copy of the resident's plan of cara, If e SRNA
is unsure about the plan of care, he/she should
nolify the Charge Nurse. If the care plan cannol
be followed, the SRNA should contacl the Charge
Nurse, SRNA was requlred o complete a post
test an the covered Inservice material,

On 08/12/14 at 12:08 PM, SRNA#6 verified
through Interview that he/she had recelved recent
education regarding care plans and compleled a
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posttest. Further Interview revealed the
educallon provided covered the Accumnirse
System and how to review the care plan. Slaff
wera to notify the Charge Nurse If the plan of care
could not be followed. Staff should follow the
chain of command for reporting if the Issue was
not resolved.

On 06/12/14 at 12:09 PM, SRNA #8 verified
{hrough interview that he/she had recelved recent
educallon regarding care plans. Staff were to
check the Accunurse system headset for any
change In the plan of care for the resident. Staif
are also alerted of changes lo the pfan of care
through the headsel. It is reported that staff also
receive a wrillen copy of the care plan. If staffis
unable to provide resident care as oullined in the
plan of care, the Charge Nurse should be nolified.

On 06/12/14 at 12:30 PM, SRNA #7 verified
through Interview that he/she had raceived recent
education regarding care plans and the
Accunurge system. Staff should use the
Accunurse system {o review required care nesds
for a rasident. If there was a concern providing
care for the resident, tha Charge Nurse should be
nollfied. Staff recelved a copy of Interventlons for
each resident dally. A post iest was completed.

On 06/12/14 al 1:37 PM, SRNA #8 verified
through interview that he/she recsived recent
educallon regarding care plans. If staff Is unable
to follow the plan of care, the Charge Nurse
shotild be notifled Immediately. Access to the
resident's plan of care is through the Accunurse
system and stalf recelved printed Information,
The Accunurse system will alert staff to any
changes In a resident's plan of care. SRNA#8
also verified thal he/she completed a pos! test
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afler Inservice training.

On 08/12/14 at 2:40 PM, the DON verifled
through Interview that she began education with
licensed stalf on 068/01/14 regarding medication
adminisiration and avallabliity, The slaff was
required to complete a post test.

On 06/12/14 at 2:60 PM, RN #3 varified through
Interview that he/she had received recent training
on medlcation svallabliily and administration.
Reports that medlcation avallabilily was covered
lo Include checking the EDK box, calling the
pharmacy and If unable lo obtaln the medication
in & timely manner, the physiclan should be
notified. RN #3 stated that medicallon avallabity
was 100% belter. If a medication supply Is
getling low, the sticker should be pulled and
faxed lo pharmacy, Medicallons were usually
raorderad when a three (3) day supply Is left.
Staff is to noiify the physiclan if there are
problems oblaining a medication or If the resident
refuses a medication. RN #3 also verified the
recelpt of educallon regarding care plans. Staff
should always follow the care plan and If unable
should nofify the physician as well as the DON,
Care plans were updated by a RN; and, SRNA's
care plane were updatad by the RN or the DON.
SRNAg use the Accunurse sysiem to access
information regarding a resident’s plan of care. if
a SRNAIs unable to foliow the care plan for a
resident, the Charge Nurse or administration
should be notifled.

On 06/12/14 a1 3:08 PM, LPN #56 verified through
interview that he/she had recalved recent
educalion on medlcation avallability and
adminisliration. A posl test was compleled after
receiving Inservice training. If a medication Is not
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avallable, the EDK box should be checked and If
the medicatlon is not avallable there, the
pharmacy should be called fo get the medication
STAT and the physician should be cellad for
additional orders. Reordering resident
medicalions should be done when there Is a three
(3) day supply of the madicallon laft. The aticker
should be pulled, placed on the reorder form and
faxed to the pharmacy. LPN #5 revealed that
medication availabilily has Improved. The LPN
verifled that he/she has received recent educallon
regarding care plans. !f staff s unable to foflow
the plan of care for a resident, the Charge Nurse
should be nolified and will afert the DON and the
physiclan. The computer or the Accunurse
system can be utllized {a view the resident's plan
of care.

On 08/12/14 al 3:34 PM, the pharmacy
representative verifled through Interview that he
and Certifiad Pharmacy Techniclans completed a
MAR lo medicalion cart audits for all residents on
08/02/14 and 06/09/14,

On 06/12/14 at 4:20 PM, an Interview with the
DON and the Administrator, revealed omissions
on tha June 2014 MAR for Resident #15 on
06/06/14 at 3:00 PM of a dose of Lortab and a
2:00 PM dose of Lyrica Indlcated the medicatlons
were not administered by LPN #1. It was
revealed thal LPN #1 was terminated related lo
the medication errors. On 06/11/14 at 6:00 AM, a
dose of Levolhyroxine was not documented as
given by RN #4 and disciplinary action was
pending related to the omisslon on the MAR.

On 06/12/14 al 4:52 PM, the DON and lhe
Administrator were Interviewed regarding
omisslons on the June 2014 MAR for Resident
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F 520 Continued From page 184

#18, Reviaw of lhe Juna 2014 MAR revaaled no
documentalion for a 7:00 AM dose of Zanlac on
06/09/14 and 5:00 PM doses of Depakole on
06/07/14 and 08/08/14,

Interview an 08/12/14 at 5:15 PM with LPN #3
revealed that he/she had glven the Zantac to
Resldant #18 on 06/09/14 but falled {o document
iton the MAR. The LPN staled she had signed a
disclplinary action fiva {6) minutes prlor lo the
inlerview.

Inlerview on 06/12/14 at 5:24 PM, with LPN #4
revealed that he/she had given the 5:00 PM
Depakote doses to Resident #18 on 06/07/14 and
08/08/14 but {alled to document the
administration on the MAR. Further Interview
revealed the LPN recelved disciplinary aclion
lhirty (30) minutes prior to the interview.

Interview with the DON on 06/12/14 at 5:48 PM,
revealed that training and education were
provided to staff as a parl of a disclplinary aclion.

Interview with the Adminlistrator, on 06/12/14 at

5:50 PM, revealed thal an additional, 3rd, MAR
chack was added on 068/12/14 to include slaff at
shift change chacking MARs for omissions.

Interviaw with the Administrator, on 08/13/14 at
9:15 AM, revealed that an additional, 3rd MAR
chack was iniliated on 06/12/14. The Medical
Diractor was notifled and participated In a QA
meeling/conference call regarding the plan,

Intarview with the Administrator, on 06/13/14 at
10:28 AM, revealed that LPN #4 had not worked
and had been oul of town and that disciplinary
acllon was provided upon the first day of har

F 520
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Interview with the Administrator, DON and
Regional RN, on 08/13/14 at 10:60 AM, revealed
ihe medications for Resident #18 were avallable
on the cart for adminisiratlon. Staff interviews
raveal that (he medications were administered
and avallable on 08/07/14, 06/08/14 and 06/09/14
and disciplinary action was adminlslered
according to the AOC. The number of pilis
avallable on the medication cart on 06/13/14
appeared lo be adsquate based on the date of
delivery.
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return to work,
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NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, ZIP CODE
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o) 1o SUMMARY STATEMENT OF DEFICIENCIES n BROVIDER'S PLAN OF GORREGTION e
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K 000 | INITIAL COMMENTS K 000

CFR: 42 CFR 483,70(a)
BUILDING: 01.

PLAN APPROVAL: 1868.
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNFINF.

TYPE OF STRUCTURE: One (1) story, Typa il
(21).

SMOKE COMPARTMENTS: Four (4) smoke
compartments,

FIRE ALARM: Complele fire alarm system
installed In 1868, and upgraded In 1998 with 20
smoke detectors and no heat daleclors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler system installed in 1988,

GENERATOR: Type Il generator instalted in
2010. Fuel aourca is Propane.

A Slandard Life Safety Code Survey was
conducted on 05/28/14, The facility was found not
to be in compliance with the requirements for
participation in Medicare and Medicald, The
facility is certified for sixty {60) bads with a
cansus of forty-one (41) on the day of the survey,

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(a) et seq. (Life Safety from
Flre).

Submission of this plan of correction is
noi a legal admission that a deficiency
exists or that this statement of deficiency
was correctly cited, and is also not to be
construed as an admission of interest
against the facility, the Administrator or
any employees, agents, or other
individuals who draft or may be discussed
in this response and plan of correction. In
addition, preparation of this plan of
correction  does not  constilute an
admission or agreement of any kind by the
facility of the truth of any facts alleged or
ses the correctness of any allegation by
the survey agency. Accordingly, the
facility has prepared and submitted this
plan of correction prior to the resolution
of any appeal which may be filed solely
because of the requircments under state
and federsl law that mandate submission
of a plan of correction within ten (10)
days of the survey as z condition to
participate in Tille 18 and Title 19
programs. The submission of the plan of
correction within this timeframe should in
no way be construed or considered as an
agreement with the allegations of
noncompliance or admissions by the
facility. This plan of correction constitutes
a written allegation of submission of
substantial compliance with Federal
Medicare Requirements.

LAB ORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (6) DATE

O Glneo A ioic draolen— 7/!3/90}2/

Any dafclency stalement snding with an astarisk {*) denotes a deficiency which tha Instiiution may ba excused from correcting providing it Is delermined thal

oiher safeguards pravide sufelent protection 1o the patients, (Sea instructions.) Except far nursing homes, iha findings slated abova are disclosable BO days
fafowing the data of sirvey whether o not a plan of comaction Is provided. For nuraing hormas, the abovs findings and plans of comreciion are disciozeble 14

days foliowing tha dala thess dotuments are mado avallable {o the facliy. I deficienclas are ciied, an approved pien af corraction [s requisite to continuad

program patiicipation,
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K 062
K 000 | Continued From page 1 Kooo| NFPA 101 LIFE SAFETY CODE
: STANDARD
Deficiancies wers ciled with tha highast Scope . . .
and Severity deficlency identifled at the "F" level, e_corrective action accomplishe
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 ct the alleged def] ce;
85=F

Required automatic sprinkler systems ere
conlinuously maintalned In reliable operating
condition end are inspected and tested
periodicaliy. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.5

This STANDARD Is not met as evidanced by

Basaed on raview of tha sprinkler system record,
and interview it was determined tha facllity failed
to mafntain the sprinkler system In accordanca
with the National Fire Prolaction Assaclation
(NFPA) standards. The deficlency had the
polential to alfect three (3) of three (3) smoke
compartments, all residents, staff and visiltors,
The facillty has tha capacity for sixty (80) beds
with a census of forty-one (41} on the day of tha
survey.

The findings Include:

Sprinkler recard raview, on 05/29/14 at 10:28 AM
with the Mainlenance Supervisor, revealed the
facility faited to provide documented evidence that
the sprinkler system had an internal investigation
since July of 2008.

Intarview, on 05/29/14 at 10;29 AM with the
Maintenance Supervisor, revealed ha was
unaware the Inlernal pipe inspection was overdue
since the sprinkler company was mariking "N/A"
{non-applicable} on the report.

On 6/13/2014, a representative from
Armor Fire Protection completed the

facility internal pipe inspection in
accordance with NFPA standards.

they idents_had th ial to be
affected,

On 6/13/2014, a representative from
Armor Fire Protection completed a review
of facility sprinkler maintenance record
koeping ensuring other records  were
maintained in accordance with NFPA
standards.
easy r emi
e sure that t 5 e
tice will ecur:

were

On 5/2272014, Administrator re-educated
Maintenance Director regarding  the
NFPA standard for sprinkler maintenance
record keeping and periodic testing.

Beginning  6/4/2014,  Armor  Fire
Protection will exit with Administrator
and 1o report all mandatory testing in need
of scheduling in accordance with NFPA
standards.

On 6/6/2014, Administrator ended the
current sprinkler maintenance agreement

FORM CMS5.2567(02-99) Previous Verslons Obsolate
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K 062 | Continued From page 2 K 062

The cansus of farty-one {41) was verified by the
Adrministrator on 05/29/14. The findings were
acknowledged by the Administrator and verified
by the Maintenance Suparvisor at the exit
interview on 05/29/14.

Actual NFPA Standard:

Reference: NFPA 25 (1988 Edition).

2-1 Ganeral, This chapler provides the minimum
requirements

for the routine inspaction, testing, and
maintenance of

sprinkler systems. Table 2-1 shall be ugsed lo
datermine the

minimum required fraquencies for Inspection,
testing, and

maintenance,

Exception: Valves and fire depariment
connections shall be inspected,

tesled, and maintainad in accordance with

. Chapter 9.

Table 2-1 Summary of Sprinkler System
Inspection, Testing, and Mainlenance

{{em Aclivity Frequency Reference

Gauges (dry, preaction deluge systems)
inspeclion Weekly/monthly 2-2.4.2

Control valves Inspaction Weekly/menthly Table
8-1

Afarm devices Inapection Quarterly 2.2.68
Gauges (wet plpe systams) Inspection Monthly
2-2.4.1

Hydraullc nameplate Inspection Quarterdy 2-2.7
Bulldings Inspection Annually {prior to freezing
wealher)

2:25

and contracted with Armor Fire Protection
on 6/4/2014 to cnsure NFPA standards are
followed.

the facili ans t t
performance to ensure that solutions for
the alleged deficient  practice arc'
ustajned; .

Administrator  will  review  sprinkler
reports no less than quarterly. Any
negative  outcome  reported  will’
additionaliy be reviewed with the Quality
Assurance Commitice quarterly for at!
least three (3) quarters or as the committee
deems appropriate. If at any time
concerns  are identified, a Quality
Assurance Committee will convene to
review and make recommendations as
necded. The Quality Assurance
Committee will consist of at a minimum
the Director of Nursing, Administrator,
Dietery Manager and Social Services
Director with the Medical Director
attending at least quarterly.

C leti [[:N H112004
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE o
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CHRISTIAN HEIGHTS NURSING AND REHABILITATION CENTE PEMBROKE, KY 42266
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¥ 0682 | Continued From page 3 K o2
Hangar/seismlc bracing nspection Annually 2-2.3
Pipe and fittings Inspeciion Annually 2-2.2
Sprinklars Inspection Annually 2-2,1.1
Spare sprinklers Inspaction Annually 2-2.1.3
Fire department connections Inspection Table 9-1
Valves (all types) (nspection Table 9-1
Alarm devices Tesat Quarterly 2-3.3
Main draln Test Annuatly Table 9-1
Antifreeze solution Test Annually 2-3.4
Gaugss Test & years 2-3.2
Sprinklers - extra-high temp. Test 5 yaars 2.3.1.1
Exceplion No. 3
Sprinkiers - fast response Tast Al 20 years and
every 10 years
therasfer
2-3.1.1 Exceptlon No. 2
Sprinklers Tost At 50 yaare and every 10 years
thereafter
2-3.1.41
Valves (all types) Maintenance Annually or as
needed Table 9-1
Obstruction Invastigation Maintenance 5 yaars or
as needad Chapler 10
Table 9-1 Summary of Vaives, Valve
Components, and Trim Inspection, Testing, and
Malntenance
Component Aclivity Frequency Relerence
Control Valvas
Sesled Inspaction Weekly 9-3.3.1
Lacked Inspaction Monthly 9-3,3,1 Exception No.
1
Tamper swilches Inspaction Monthly §-3.3.1
Exception No. 1
Alarm Valves
Exterior Inspection Monthly 8-4.1.1
Intarior Inspeclion 5 years 9-4.1.2
Strainers, fillers, orifices Inspection 5 years
9-4.1.2
Fbm CMS-2557(02-99) Pravious Versions Obsolaie Event 10 4FT221 Facliy 10 100069 if continuation shoc) Page 4 of 14
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X410
PREFIX
TAG

HUMMARY BTATEMENT OF DEFICIENCIES
[EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

10
PREFIX
TAQ

PROVIDER'S PLAN OF CORRECTION [
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROBE-AEFERENCED TO THE ARPROPRIATE Dare
DEFICIENCY)

K 062

Continued From page 4

Check Valves

Interior Inspection 5 years 9-4.2.1
Preaction/Deluge Valves

Enclosure {(during cold wealther) Inspaction
Daily/weekly 9-4.3.1

Exterior Inspectlon Monthly 9-4.3.1.2

interior Inspection Annually/S yoars 9-4.3.1.3
Strainers, filtars, arfices Inspecilion § years
9-4.3.1.4

Oy Plpe Valves/Qulck-Opening

Devices

Enclosure {during cold weaather) Inspection
Daily/weekly 8-4.4.1.1

Exterior inspectjon Monthly 9-4.4.1.3

{interior Inspection Annually 9-4.4.1.4
Stralners, filters, orifices Inspeclion 5 years
9-4.4.1.5

Pressure Reducing and Relief Valves
Sprinkler systems Inspection Quartedy §-5.1.1
Hose connections Inspection Quarterly 9-5.2.1
Hose racka Inspection Quarterly 9-5.3.1

Fire pumps

Casing rellaf valves Inspeotion Weekly §-6.5.1,
8-55.1.1

Preasure relief valves Inspection Weekly 8-5.5.2,
9-55.2.1

Backflow Pravention Assemblies

Reduced pressure Inspection Weekly/monthly
9-6.1

Reduced pragsure detectors Inspection
Weakiy/monthly 8-6.1

Fire Depariment Connections Inspaction
Quarterly 8-7.1

Main Dralns Test Annually 8-2.6, 8-3.4.2
Walerflow Alarms Tesl Quarteriy 8-2.7

Control Valves

Position Test Annually 9-3.4.1

Operation Test Annually 9-3.4.1

Supsrvisory Test Semiannually 9-3.4.3

K 062
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K 082 | Continued From page § K ge2
Preaction/Delugs Valves

Priming water Test Quarterly 9-4.3.2.1

Low air pressure alarms Test Quarierly 9-4,3.2.10
Full flow Test Annually 9-4,3.2.2 ’

Dry Pipe Valves/Quick-Opaning

Davices

Priming water Test Quarterly 9-4.4.2,1

Low air pressure atarm Test Quariary 9-4.4.2.8
Quick-opaning davices Test Quarlerly 9-4,4.2.4
Trlp test Test Annually 9-4.4.2.2

Full flow trip test Test 3 yeare 8-4.4.2.2.1
Pressura Reducing and Relief Vailvas

Sprinkler systems Test 5 years 8-5.1.2
Circulation relief Test Annually 9-5.5.1.2
Pressure relief valves Test Annually 9-5.6.2.2
Hose connactions Test 5 years 8-5.2,2

Hose racks Test 5 years 9-5.3.2

Backflow Prevention Assemblies Tesi Annually
9-6.2

Control Valves Malnlenance Annually 9-3.5
Preaclion/Deluge Vaives Malntenance Annually

8-4.3.3.2

Dry Pipe Valves/Quick-Opening

Devices .

Maintenance Annually 9-4.4.3.2 K143
K 43 | NFPA 101 LIFE SAFETY CODE STANDARD K14a| NFPA 10/ LIFE SAFETY CODE
SSeE STANDARD

Transferring of oxygen is: . .

ec t c

{8) separaled from any parilon of a facility comrect the alleged defici actice:

whereln patients are housed, axamined, or

lrealed by a separation of a fire barrler of 1-hour On 6/18/2014, Maintenance Director

firerasislive construction; ordered a | hour rated fire door in

accordance with NFPA standards,
{b} in an area that Is mechanically ventilated,
sprinklered, and has ceramic or concreta flooring; On 7/7/2014, liquid oxygen was removed
and from the facility until the one (1) hour fire
rated door Is installed. As of 7/7/2014 no

FORM CM5-256102-39) Pravious Vemions Qbackele EventiD:AFTZN Facilly ID: 100069 i conlinuation sheet Page & of 14
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liquid oxygen is stored or used at the
K 143 | Conlinued From page 6 K143( facility eliminating the requirement for a
() In an area posted with signs indicaling that firc door for trans-fifling or storage of
transferring is occurring, and that smoking in the liquid oxygen until said fire door is
immediate area is not parmitled In accordance installed.
with NFPA 99 and the Compressed Gas
Associafion 1g0.8.2.5.2 Other_residents had the potential to be
affected,
On §/22/2014, Maintenance Director
completed an audit of facility doors
required to be rated for fire resistance
according to NFPA standards. No
This STANDARD Is not met as evidenced by: concerns wers identified.
Based on observation, Interview and seview of
the Plan of Correction, It was determined the The measures or systemic changes were
facility failed to assure the room belng used to made t ure that the alle j
transfer liquid oxygen was rated per National Flre cti not recur;
Protection Assaciation (NFPA) requirements. The
deficiency had the polential o affect one (1) of On 5/222014, Administrator re-cducated
threa (3) smoke cmn!:amnants. thirty (30) Maintenance Director regarding NFPA
residents, staff and visitors. The facility has the standards for standards for doors requiring
capacity for sixty (60) beds with a census of specific fire rating.
forty-one {41} on the day of the survay.
. t il lans 1 nilor i
The findings Includa: ance lo ensure that solutio
. >
Observalion, on 05/25/14 at 9:00 AM with the ___aljgggd__d_gﬁgsm__mgt_s._m:‘e ied: £
Malntenance Supervisor, revealed tha oxygen
trans-filling room had a fire rated door installed . .
but it was rated for 0.75 hour. Observation The Maintenance Director will conduct an
revealad the door frame was steel, but there was audit of all fire doors monthly for three
no fire rating tag Installed on the door frame. (3) months to ensure all doors have the
appropriate fire rating in accordance with
Interview, on 05/26/14 al 8:01 AM with the NFPA requirements. The results of these
Msintenance Supervisor, revealed he was audits will be reviewed with the Quality
unaware the trans-filling room was required lo Assurance Commiitee monthly for at least
hava an hour raled door. three (3) months or as the committee
deems appropriate.  }f at any lime
The census of forty-one (41) was verified by lhe concerns  are identified, a Quality
FORM C343-2557(02-99) Provious Varsions Gtsalete Evant |0 4FT221 Faclity ID: 100069 If continuetion sheat Page 7 of 14
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Administrator on 05/28/14. The findings wera Assurance Committee will convene (o
acknowledged by the Administrator and verified reviow and make recommendations as
by the Maintenance Supervisar at the exit needed. The Quality Assurance
Interview on 05/29/14, Committee will consist of at a minimum

the Director of Nursing, Administrator,
Dietary Manager and Social Services
Actual NFPA Standard; Ditector with (he Medical Director
attending at least quarterly.

Reference: NFPA 99 (1939 Edition). Completion Date: 12014

8-6.2.5.2 Transferring Liquid Oxygen.
Transferring of llquid oxygen from ona container
to another shall be accomplished at a location
spacifically designated for the transferring that is
as follows;

a. Separated from any portion of & facility wheraln
patients are housed, examined, or treated by &
separation of a fire barrier of 1-hour fira-resistive
construction; and

b. The area la mechanlcally ventilated, s
sprinklered, and has ceramic or concrete flooring;
and

c. The area Is posted with signs indicating that
transferring Is occurring, and that smoking In the
immediate area Is not pemlited.

Transferring shall bs accomplished utllizing
equipment designed to comply with (ha
performance requirements and producars of CGA
Pamphlat P-2.6, Transfilling of Low-Pressure
Liquld Oxygen to be Used for Resplratlon, and
adhering to those procedures.

The use and operation of small portable liquid
oxygen systems shall comply with the
requirements of CGA Pamphilet P-2.7, Gulde for
the Safe Storage, Handling and Use of Portable
Liquid Oxygen Systems in Health Care Facilities.
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
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S8=F
Genborators are inspecied weekly and exercised
under foad for 30 minutes per month in
accordance with NFPA 98, 3.4.4.1.

This STANDARD Is not met as avidenced by:

Based on Interview and record review, it was
determined the facllity fallad to maintain the
generator set by National Fire Profecilon
Aassoclation (NFPA) standards. The deficlency
had the polential lo affect three (3) of lhrea (3)
smoke compartments, all residents, staff and
visitors. The facllity has the capacity for sixty (80)
beds with a census of forty-one (41} on the day of
the survey.

The findings Includer

Generator documentalion raviaw, on 05/29/14 at
14:07 AM wilh tha Maintenance Suparvisor,
revaaled the genarator did not have documanted
evidence on tha amount of load the facllity was
pulling from the generalor on a monthly basls.
Further reviaw delermined the facility did not have
an annual load bank test parformed on the
generator during the last year.

Interview, on 05/29/14 at 11:08 AM wilh the
Mainlenance Supervisor, revealaed tha facility had
the annual load bank test in the contract from the

NFPA 101 LIFE SAFETY CODE
STANDARD

The corrective _action accomplished to

the deficient practi

On 5/23/2014, Maintenance Director
scheduled the generator for a one hour
Joad bearing test to ensure NFPA
standards are followed.

On 6/9/2014, Vanguard completed the
generator one hour load bearing test in
accordance with NFPA standards.

er_reside ad t ial t

affected,

On 5/23/20)4, Maintenance Direclor
reviewed documenptation logs  and
validated all generator testing had been
completed as documented,

N

[-] €5 W
ensure thet the alteged deficient
practice will pot recug;

On 5/22/2014, Administrator re-cducated
Maintenance Director ‘on the NFPA
standards and requirements for emergency
generator testing.

FORM CMS-2567(02-89) Prodous Versions Obsolte Evenl |D; 4FT22%
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generator conlractor but was unaware the testing
was not completed as required.

The cansus of forly-one (41) was verlfied by tha
Adminlstrator on 05/29/14. The findings ware
acknow!edged by the Administrator and verifled
by the Maintenance Supervisor at the exit
interview on 05/29/14.

Aclual NFPA Standard;
Reference: NFPA 110 (1898 Edition).

6-1.4°

The routine maintenance and operationat tasting
program shall be basad on the manufacturer's
recommendations, Instruction manuals, and the
minlmum requirementis of this chapler and the
authority having Jurisdiction

842

Generalor sels in Lavel 1 and Lavel 2 service
shall be exerclsed at least once monihly, for a
minimum of 30 minutes, using one of the
follewing methods:

8. Under operaling temperatura conditions or at
not fess than 30 percant of the EPS nameplate
rallng

b, Loading that mnalntzins the minimum exhaust
gas temperalures as recommended by the
manufacturer,

The date and time of day for required testing shall
be decided by the owner, based on facliity
aperations.

6-4.2.2

Diesel-powered EPS Installations that do not
meel the requirements of 8-4.2 shall be exercised
monthly with the avallable EPSS load and

K144} The Maintenance Director will complete
an audit of all penerator reports monthly
for three (3) months to ensure al testing is
completed per NFPA standards. The
results of these reports will be reviewed
with the Quality Assurance Commillee
monthly for at least three (3) months or as
the committee deems appropriate. If at
any time concerns are identified, 2 Quality
Assurance Committee will convene to
review and make recommendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Director of Nursing, Administrator,
Dietary Manager and Soccial Services
Director with the Medical Director
attending at Icast quarterly.

eti ate:

7112004
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This STANDARD s not mel as evidenced by:
Based on observation and interview, It was
determined the facllity failed to ensure elactrical
wiring was maintained in accordance with the
Natlonal Fire Proteclion Assoclation (NFPA)
siandards, The deficlency had the potential to
affact two (2) of three {3) smoke compartments,
all residants, slaff and visitors. The facility has
the capaclly for slxly (80} beds with a census of
forty-one (41) on the day of the survey.

Tha findings inctude:

Observation, on 05/29/14 at 9:14 AM with the
Maintenance Supervisor, revealed a
mini-nebulizer plugged Into a power stip located
In reaident room #38,

Interview, on 05/29/14 at 9:15 AM with the
Maintenance Supervisor, revealed he was
unaware of the minl-nebulizer plugged into the
power strip as the facility does audits to check for
electrical Issues.

On 5/22/2014, Maintenance Director
plugged the refrigerator directly in the
wall that was located in the Social
Service/Admissions Office in accordance
with NFPA standards,

On 5/23/2014, Maintenance Director
plugged medical equipment directly in the
wall for the resident rooms #38, 34, and
20 in accordance with NFPA standards,

On 5/2372014, Maintenance Director
correcied the multi-plug strip loose from
the bracket in rooms #18 and 23 iy
accordance with NFPA standards.

Ciher residents had the potential ro be
alfected,

On  5/22/2014, Maintenance Director
completed an audit of the facility 1o
validate all other medical equipment and
refrigerators were plugged directly into a
wall outlet. Any deficient areas identified
were immediately corrected.

CENTERS FUR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
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axerclsed annually with supplamental loads at 25
porcent of nameplate rating for 30 minutes,
followed by 50 percent of nameplala rating for 30
minutes, followed by 75 percent of nameplate
rating for 80 minutes, for a total of 2 cantinuous K147
hours,
NFPA 10! LIFE SAFETY CODE
NFPA 101 LIFE SAFETY CODE STANDARD K147
P STANDARD
Eleclrical wiring and equipment is in accordanca . i ,
with NFPA 70, Natlonal Electrical Code, 9.1.2 ¢ _comeclive _action acgomplished t
correct the alleped deficient practice:

L
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Ohservalion, an 05/26/14 at $0:00 AM wilh the
Malnlenance Supervisor, revealed a
minl-nebulizer, resident bed, oxygen
concentralor, and an air matiress plugged Into a
multl-plug adaptor localed in resident room #34.

Interview, on 05/26/14 at 10:01 AM with the
Maintenence Supervisor, revealed ha was
unaware of the fems plugged into the muiti-plug
adapler as the facility doas audits to check for
electrical laagas,

Observation, on 05/20/14 at 10:10 AM with the
Malntenance Supervisor, revealed mulil-plug
strip was knocked loose from the bracket in room
#18,

Interview, on 05/29/14 at 10; 11 AM with the
Malntenance Supervisor, revealad he was
unaware the strip had been Knocked loasa In the
room,

Observation,-on 05/28/14 at 10:33 AM with the
Maintenance Supervisor, ravealed a resident bed
plupged inlo a power strip located In resident
room #20.

Intarview, on 05/29/14 at 10:34 AM with the
Maintenance Supervisor, revaaled ha was
unaware of the bed plugged Into the power strip
as the facliity does audits to check for eleclrical
Issues.

Observation, on 05/28/14 at 10;50 AM with the
Maintanance Suparvisor, revealed a multi-plug
strip was knocked loosa from the bracket In room
#23.

ade lo ensu t ci

ractice wi ecur:

On 5/22/2014, Administrator re-educated

Maintenance Director regarding the
NFPA requirement to plug medical
equipment,  including  refrigerators,
directly into a wall cutlet,

" e
e anc & t Iyt fc
H [ e t 8C a
sustained:
Beginning the week of 5/26/2014,

Maintenance Director will complete an
audit once (1) weekly for twelve (12)
weeks to validate that medical equipment,
including refrigerators, are plugged
directly into & wall outlet in accordance
with NFPA requirements. Ths results of
these audits will be reviewed with the
Quality Assurance Commitiee monthly
for at least three (3) months or as the
committee deems appropriate. If at any
time concerns are jdentified, a Quality
Assurance Commitiee will convene to
review and meake recominendations as
needed. The Quality Assurance
Committee will consist of at a minimum
the Director of Nursing, Administrator,
Dictary Manager and Social Services
Director with the Medical Director
attending at least quarter]y.

.

£ ate;
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Interview, on 05/29/14 at 10:51 AM with tha
Malnlenance Supervisor, revealed ha was
unaware the strip had been knocked loose in the
room.

Obsarvation, on 05/28/14 at 11:00 AM with the
Malntanance Suparvisor, revealed a refrigerator
plugged inlo a power sirip located In the Social
Services offica.

Intarview, on 05/29/14 at 11:01 AM with the
Maintenance Supervisor, revealed he was
unaware of the refrigarator plugged into the
power strip as the facility does audils to check for
elactrical issuss.

The census of farty-one (41) was varified by tha
Administrator on 05/29/14. The findings were
acknowledged by the Administrator and verified
by the Maintenanca Supsrvisor at the exit
Interview on 05/29/44,

Actual NFPA Slandard:

Referance: NFPA 99 {1988 edition)3-3,.2.1.2 D
Minimum Number of Receptacies, The number
of raceplacles shall be detesmined by the
intended use of the palient cara area. There shall
be sufficlent receptacies located so as o avoid
the need for extension cords or muliiple cutlet
adaplers.

Releranca: NFPA 70 (1899 Edition).

400-8. Uses Not Permitted

Unless spaciflcally permitted In Section 400-7,
Nexible cords and cables shall nol ba used for the
following:

1. As a substitute for the ixad wiring of a
struciure

K147
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2. Where run through holes In walls, structural
cellings suspended cailings, dropped cellings, or
floora

3. Where run through doarways, windaws, or
similar opanings

4. Where altached to building surfaces
Exception: Flexible cord afd cable shall be
permitted lo be attached lo building surfaces in
accordance with the provisions of Section 384-8,
5. Where concealed behind building walls,
structural ceilings, suspended ceilings, dropped
ceilings, or floors

6. Whera inslalied in raceways, except as
otherwize permitted In this Code,
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