AMENDED POC (2)

F282 2. The resldent’s care plans state that

staff will administer medications
according to physician’s orders and
observe the resident for adverse side
effects, document and report to
physician. All med error reports were
reviewed dates 10/17/11 through
10/29/11, there were no adverse side
effects. :

3. The policy, “Change in a Resident’s
Condition/Notification of Change” has
been revised twice by the
adiministrator, DON and ADON with
input and final approval by the medical
director on 12.5.1%. The first revision
was completed in October 2011 and
implemented on October 26 with the
purpose of providing direction for staff
of actlon they are to take [f there is no
respohse or untimely response from the
attending physician. The policy directs
them to contact the DON if the
attending physician has not returned
thelr call in one hour, The DON, in
turn, will contact the medical director.
He advised that If It Is necessary to cal!
him, he will resolve the issue at hand
and also contact the attending
physiclan re: his/her noncompliance
and the need to correct It. The policy
also includes detailed information
regarding staff responsibllity to monitor
the resident and document the vital
signs and significant findings, The
second revislon was made by the
administrator, discussed with the DON
and ADON with final approval by the
medical director, This was completed
on 12,5,11 and the purpose of this
revision was to clarify the difference
hetween the need for “immediate”
versus “within 24 hour contact” with
the physician and responsible party.
The first revision was addressed at
mandatory Inservices provided by the
administrator and staff development
coordinator for nurses on 10/23 and
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10/24/11, Those who were unable to
be present received the same
information via telephone with the
presenter and a witness in the office.
Those persons have since signed the
attendance rosters to further document
their attendance. All nurses received
inservice re: the second policy revisions
at mandatory programs conducted by
the DON on December 7 and 8 and was
implemented on December 9.
Attendance of 100% was achieved for
hoth inservice programs. The revised
policy was initiated on December 8.
These policies will receive increased
emphasls during new employee
otlentation for all nurses.

The policy, “Identlfying and Managing
Medication Errors and Adverse
Consequences” was also revised by the
adminlstrator, DON and ADON with
final approval by the medical director in
October 2011 with implementation on
October 26. These changes direct staff
to report medication errors with
potential adverse consequences to the
attending physician immediately, Asin
the previous policy the DON willbe
contacted and ltkewise contact the
medical director if the attending
physiclan does not respond in an hour,
The medical director has advised that
he will resolve the issue and also
contact the attending physiclan re:
his/her noncompliance. :

The policies, “Care Plan” and "Care
Plan-Comprehensive” were revised on
12/12 hy the home offlce MDS
Coardinator to include “evaluations” as
they relate to care plans for residents
requiring specialized rehabilitation and
changing the word “RAP” to “CAA” to
be consistent with current language.
Changes wete discussed and approved
by the administrator prior to the
change., A care plan inservice was
provided by the home office MDS
Coardinator on 12/7 and 12/8 for all
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nurses and the revised policies were
Implemented on 12/9.

4. Med Pass Observations using a tool
presented by Omnlcare Long Term Care
Pharmacy through their consultant and
approved by QA&A is used to conduct
observations with all newly hired nurses
and CMTs during their orientation
process and with every nurse and CMT
as part of their annual evaluation, Six
randomly selected nurses or CMTs will
also be observed each quarter by the
consultant pharmacist and ADON/SDC.
{the ADON/SDC were trained by the
consultant pharmacist re: use of these
tools.) A dosage calculation test
developed by the DON and approved by
the pharmacist and medical director
will be used at these same times, This
audit will provide education to the staff
as well as identify their performance
level. They must achieve 100% in hoth
areas in order to administer
medications. Results will be reported
manthly to QARA for their review and
recommendations. The administrator
will review the results of each as they
are completed. This process was
implemented in November 2014,

The audit, “Notification of Change” was
develaped by the administrator and
discussed with the DON who was
advised to monitor calls made to
physicians and responsible parties re:
changes in resident situatlons to
determine that this was doneina
timely manner. She will randomly
select 5 residents where notlification
was required per unit weekly to

“determine if staff has made appropriate

notifications. This was implemented on
December 12, Weekly findings will be
shared with the administrator by the
DON and monthly findings will be
submitted to QARA beginning fanuary
2012 for their review and
recommendations.

F 282
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»‘Z j«’ﬁ& Fffactive November 1 the occurrence of
medication errors is being monitored
Menday through Friday by the ADON
using a form developed by the home
office MDS Coordinator and approved
by QA&A. The administrator discussed
the use of the form with the ADON.

The Medical Director and administrator
will review the findings weekly for 3
months and then as determined by the
QA Committee, The QA Committee will
review the findings monthly and make
recommendations.

The Care Plan audit tool was revised hy
the home office MDS Coordinator to
include more detalled information
related to new orders as opposed to
only completed timely/current care
plans. This will be completed monthly
by the in house MDS Coordinator, who
was trained by the home office MDS
Coordinator, for 20 randomly selected
care plans. Negatlve findings wifl be
addressed by the DON using the
correctlve action policy. The
administrator will review one care plan
weekly to assure compliance in terms of
care. Overall findings will be submitted
to the QA&A commiitee for their
review and recommendations
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hformation regarding staff responslblty to
monltor fhe resldent and to dooument the vilal

Monday throligh Friday by the ADON
using the attached form, the Medical
Director will review the findings weekly
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slgns and sighifieant flndings. Tho facllity * | during rounds for 8 months ant then as
P{vf‘;ldgd d(i?ur::elgéatlon”of 10h0% com{pl;?rt‘no? \{f%th determined hy the QA Comnilttee. The
staff educalfon to the polley chang; staft taling 0A Committea will review the findings
bagan on 102211 and concluded on 10/26!14, monthly and make fecommendations,
B, Interview of three (3) LPNs, one 51) RN, aiet for thelr review and recommendations,
two (2) CMTs working on 40/29/14, demonstratec The audlt, “Physiclan Call Log” {copy
vartifoation of staff knowledﬁe of changes to attachad), will ba used 24 hours dally by
-; polleles for Ngtlflcatloq of Physlolan and Change taff when placing & call to a physiclan,
‘ In & Rosidento Gonditon. These will he checked weekdy by the
immediate deopardy was verlflad removed prior - | ADONandasuinmary submitted
to oxit on 10/20/41 with remalaing monthly to the QA Commiitee for thelr
nor-compliance at 42 CFR 483.20 Resldent review and recommendatlons.
Assassment, scope and severily ata 0", while A new audit, “Death of a Resident” has
the facilty develops and Implements Salan of heen Implemented In order to assure
corrsotion to achlave substantial compllance wilh that calls have been fade to the
regulation and the faollity's Quallly Asstrance ¢
conlinues to ohitor the sffectiveness of staff coroner when Indlcated and Ina timely
aduoation, llzatlon of fools developed and manner. The ADON will review the data ] ;
revislons to polloles and procadures, aach morning Monday through Friday
F 383 | 483.26(m)(2) RESIDENTS FREE OF F 333] and report findings monthly to the QA
36| SIGNIFICANT MEED ERRORS Committee for thelr review and /
* | The faollty must shsure that residents are free of recomnendatlons.
any slgnificant medication errors,
ghis REQUIREMENT s not met as evidensed )2l
b '
Based on observation, Interview, resord review,
and review of the faclitly's polloy, It was ‘
delormined the factlity falted to ensuis ona %
rosldent of thiteen (18) sampled rasldents were
free from any slgnifioant medloatlon ertors, The
faollity faltad to follow the Administration
Evert [ 6LLUA Faclily 11100242 if contluation sheet Page 430f 61
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Medioation pollay, The faclity falled to enstire
staff was competent In administeting
tedioations, On 10117411 the faolllly administered
two doses of Oxylast (Morphine Solutlon,
Narootle) one at 4:00 PM and one ab 8:00 PM,
Bach dose adminislerad to Rasldent #{ was

- | twenly (20} times the physlolan ordered dose

which Jeopardized the health and safsty of the
rasldent, Resldent# explred on 10/18/11 at 3,06
AM, Additionally the faclilly falled fo ensure hat
the apf)ropr[ate syfingas for routes of medioation
administration were available lo adminlster
madications per tha physlolan's order. The
faolllly's faliure to enstra tesldents were fiee of
slgnificant medieation ervors placed the resldents
in & sltuation that s likely fo cause serlous Injury,
harm, Impalrment, of death to a resident,

“The facllity provided an acoeptabls oradible
allagation of compilance (AOC) on 10/28/11,
tmimadiate Jeopardy was verified removed priot
to axit on 10/20/41 with remalning
non-cornpllance at42 CFR 468,26 Quallly of
Care, scope and sevorlly ata "D while the
faolllty develops and implements a plan of
correction to achieva substantlal compllance with
regulation and the facllily's Quallly Assuranae
oontihues fo monltor the effectiveness of slaff
aducation, utilization of tools developed and
ravistons to pollcles and procedures.

Tha findings Inolude:

Record review of the facliity polley for
Admlnlstering Medications revealsd If a dosage Is
hellaved {0 be happroprlate or excesslve for a
resldent, or a madiatlon was Identifled as having

12:00am to notify him of the med ertor
and requesting him to call her, He did
not and she mada no subsequent calls
attempting to reach him,
The RN also called the DON, notifled
her of the medicatlon error, no action
was taken,
No attempt was made immediately to
notify the family of the medication
ertor,
2. Any restdent who had an order for a
small dose of llquld medication could
potentlally have been affected,
Howevet, none were affacted,
Physlclan orders were checked to
Identlfy all vesidents who had small
dosaga and llguld redicatlon orders as
any of those restdents coulkd have baen
affected by this practice, 180 orders
ware Identiflad and 3 of them were
changed for clariflcation that had
Inconsistent terminology between the
physiclan’s order and the medication
fabel, Specifically, an order for
. Resldent #iBwas written, “Lorazepam
2MG/ML soln glve 0.5mi sublingual
avery am for anklety”, The box label
read, “Giva 1/2ml {img) po every
mornlng and every 2 hrs PRN”. The box
was corvected to read, “Give 0.5ml
orally evary morning, give 0,5 tl arally
every 2 hours pr”, The order for

WESTMINSTER
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F 333 | Continued From page 44 i aag| Resident S read, “Lorazepam hntensol

potential adverse consequencss for the resident
ot ls suspected of belng assoclated with adverse
sohsequiences, the person préparing or
administeting the madicatlon should contact the
rasidlent's Attending Physlolan or the faallly's
Medloal Director to disouss the concerns.

Record reviaw for Resident #1 revealac an
admlsston dale of 04/2/41 and dlagnoses;
Altered Mental State, Chronlo Renal Fallure, and
Right Feinoral Nook Fracture {hip fracture). The
faolilty readmittad the resldent on 10/13/14,
Hosploa care was Initlated for Resident #1 on
10H4H1. Aphysialan's order was written on
10M4M1 for Oxyfast 20 milllgrams (mys) por
mililiter (nl: give 2,6 milligrams every folir (4)
hatrs routlne, and every hour as needed for paln
of shorinsss of broath,

Interview with LPN #3, oh 10/22/11 at 11356 AM,
ravaalad she could not caloulate the dose
orderad, she reporied she needed to glva 2.6 mil
and could hot adminlster that amount with syringe
provided by pharmacy. She consulted the LPN on
duly and was lold she would need three (3] one
ce. syrlnges, Howevar, she realned uncertaln
as 1o the amotint to provide and did not consuit
with any olher ntrses o pharmacy, She Was not
sure who was responslble to contaot the
physlolan of medication errors,

Interview with LPN #4, on 10/20/11 at 11:00 AM,
revealsd he looked at the box and told LPN #3
2,6¢0 was the approptiate dose to glve, LPN#3
told him the pharimaoy only sent thesa two smalt
syiinges and he told her o get another one
hecause sha would nead three (8) 1eo syrnges to
glva the dose, He saw 2.8 mg and read the dose

2MG/ML, Give 0.25 ml (0.5r0g) through
gtube every 4 hours as needad for
anxiety” Madleation box label read,
"give 174ml (0.5mg.)” ltwas changed
on box to read, “give 0,25ml via g-tuhe
svery 4 hours as needed for anxlety and
vestlessnass”, The third resident’s
arder read, Oxyfast 20mg/ml po/s|
every one hour prn for SOA", The ordet
was changed to tatch the label so that
they hoth read, “Glva 0.5ml (10me) po/
sl) every hour prn for SOA”, {Rafer to
attachment” l
Both LPNs who were iwolved in the
orror wera suspended inftially and
ulthmately terminated,
4, Mandatory inservicas were
conductéd on 10/18/11 at 2:30 and
8:30pm for all pursing staff. The CNAs
attending only tha HIPAA pottion,
Toples coverad were Five Rights of
Medlcation Adminstration with
emphasis on dosage calculation by our
consultant pharmacist from D&R
Pharmacate; identifylng and Managlng
Medication Errors and Adverse
Consequiences by the DON; Med dosage
calculation test and discussion by MDS
Coordinator from the home offles and
HIPAA and tha privacy rule by the
Administrator (refer to attachments),
#¢ara of the Hospayus Resldents “and
"Medlcation Administration” ware
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as 2.6 mh He told LPN #3 wrong as he was
distractad durlng thelr conversation,

- { Record review of the faclilty narcetlo racord for

Resldent #1 revealed at 4:00 PM on 1011711,
LPN #3 adminlsterad 2.8 millliters {mis) of
Oxyfast which was the equivalent of 60 mgs,
rather than 0,128 ml which wotld aqual the
physlolan ordered dose of 2,8 mgs, LPN#3
repested (he dose at 8:00 PM and adinlnisterod
2.6 mis of Oxyfast to Resldent 1,

Ravlew of the Resident Incident Report datad
1018111 rovealed the rasldent was adminlstored
Oxyfast 2,6 ml Instead of orderad dose of 2,6 ing
at A:00PM and 8:00PM on 1041711, Action taken
Indicated the physiotan was notifled on 40/18/11
at 9:50AM, Dispostlon: ebservation, '
Adrlntstration taview was dated 10416111,

Reoord review of the facllly Departmental Notes,
dated 10M7M1 at 9:66 PM, documented by LPN
#3 revestad Residont #1 was rosling in bad with
respirations even and unlaborad, The hext entiy
in the Departmental Notes was on 1011841 at
4:44 AM, documentod by RN #2 which siated
Resldent #1 was found to be absent of
rasplrations, pulses, and movemont, with & iime
of death 3:06 AM,

intarview with the Atlending Physlolan, on
10/2441 at 9:26 AM revealad the amotunt of
narcofle the resldent recslved could lead to death,

Interview, on 10121741 at 916 AM, with the
Medlcat Dirsotor rovealed the latge dose of the
natcollo could have oaused the dealh of Resldent

+
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FREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREOTIVE ACTION SHOULD BiE CONPLATION
TAQ REGULATORY OR L3G IDENTIFYING INFORMATION} TAQ caosa-nammgg&g&gg\?;ﬁAPPROPR!ATE DATH
resented as mandatory inservice for
3 p
I 333 | Gontlnued From page 46 F838] Al staff on 10/21/14. at 3:00pm,

10/22/11 at 2100, 3:00 and 7:30pm and
10/24/11 at 11:00am and 1:00pm.
These wera presented by education
staff from Hosparus. Nurses and CMTs
wera glven a post test with all achleving
100%, Care of the Hosparus resident
will also be covered In new employee
otlentation and annually for all nurstng
staff,

Mandatory Inservica to address policles
revised by the adminlstrator, DON and
ADON, “Charting and Documentatlon”
“Death of a Resident”, “Identifying and
Managing Medlcatlon Errors and '
Adverse Consequences”, and “Change
of Restdant’s Condltlon” were
presented by the administrator
10/23/14 at 6:00pm , 10/24/13 at
2i00am, 2:30 and 3:30pm and by the
staff development coordinator on
10/28/11 at 11:00am, 1:40 and 21:30pm.
These same polictes will recelve
Increased emphasls during new
employee otlentation.

Appropriate size syringes for small
doses of liquld medication are now kept
th stock In the medication room, The
consuttant pharmacist provided an “On
tha Spot” Inservice rei Narcan, s’
purpose ahd avallabllity in the
etnargency box in the medication room,

Med Pass ohservations and meadlication
' !
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Ragord review of a Medloatlon Administratlon
Staff In-Sarvios on 10/18/41 found the hursing
ataff responsible for medication administration
was provided educatlon regarding The Flve
Rights of Modloatlon Administratlon and alest
whish Included one (1) medlcatioh caleulation
guestion. Staff was provided with a Physlolan
order: 20 tng/ml, glve 2.5 mg every eight (8)
hours, and staff was required to oalotilate the
voluine of the dose to be administered, Record
review of the last rastlls found that efghteen (18)
staff completed the medloation test, and seven
(7) staff {thlriy-five percent) was unable to provide
the corvect response of 0,126 ml.

Interviaw, on 10/20/41 at 10:26 AW, with the
Admintstrator revealed a staff In-sarvice was
provided fo nursing slaff responsible for
madication admnlstralion on 10/8/11. The
Adminfstrator staled the In-sefvice was provided
as a raview of the Fiva Rights of Medication
Adminlstration and staff was tosted with one (1)
tnedication caloulation question. The
Adrtinlstrator raported the test results wers,
"Alanning," and suggested further staff training
would be necessary:

Observatlon, on 10/21H1 at 2:40 PM, with RN #1
and the Phaimaolst revealod RN #1 sald she was
unable to administer a dosa of Oxyfast .26 mi
hacause the syringe provided by the Pharmacy
dldt not have the correct callbrations to measurs
the doss preoiseclf(. However, Interview with the
pharmacy and Adm

not awatre of this problem,

Interview, o 10/21/41 at 2:40 PM, with the

Inlstrator revaaled they were

WEBSTMINGTER TERRAGE LOUISVILLE, KY 40218
D SUMMARY STATEMENT OF DEFIOIENGIES ) PROVIDER'S PLAN OFf CORREQTION s
éﬁ?&*‘ix {EAOH DEFISIENGY MUST BE PREGEDED BY FULL PREFIX {EAOH GORRECTIVE ACTION SHOULD BE comf}e!gssza
TAG REGULATORY OR L6C IDENTIFYING INFORMATION) TAG °R°Sa'ﬂﬁfﬂﬂﬁgg§g,§ﬁ g%EAPPROPRIATE PAT
I 333 | Cenfiued From page 46 ¢ aag| dosege calculation have been added to
: naw employes orlentation and annually

at the time of evaluation for all nurses
and CMTs.

4, Med Pass observations and dosage
calculations have been added to-New
Employae Orlentatlon, will be
conducted annually with each nursa
and CMT at the thme of thelr evaluatlon.
Six randomly selected nurses or CMTs
will also be ohserved during medlcation
administration and testad for dosaga
calculations each quarter, Flhdings will
be raported to the GA Committes
monthly, :

Medlcation errors will ba monltored
Monday through Friday by the ADON
using the attached form, the Medical
Director will reviaw the findihgs weekly
¢hring rounds for 3 months and then as
determined by the QA Committee, The
QA Committea will review the fintiings
monthly and make recormmendations.
for thalr review and recommendations,

OWQZ_‘&B}.FJGVNus.Vemlons,obWB!e
T e g T Y
RECEINV L

gEc 20 204

QFFICE OF INSPECT

DIISIN OF ~EAL T 54

.,.,,
-
;

ra

TR G

b ¥

Byt 1L

Y SN,

 OFFIGE OF IMSPECTOR GiNSRA
DIEIGH O V2.3, o wn‘.;L\f\'a g‘:\

——

Faclily 1D; 100242

2 Agren o
I R
v b ‘f‘f:i}

N

'n.':‘

if contlnuation sheet Page 47 of 61

"—v—A-—---.....__,,___,_.

- Wiooar oy v R T
D it o . -
S

L .

ﬂmv 2y oo
Office of mgaee . e
Nothern Seigrpgrnge: o0




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

PRINTER: 11/21/201
FORMAPPROVED
OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES %) PROVIDER/SUPPLIERIGLIA (X&) MULTIPLE CONSTRUGTION ‘ {¥3) ggg;:) EEUT%’%%Y
AND PLAN OF OORREQTION IDENTIFIOATION NUMBER: .
ABULDING A
196437 B WING — 10/29/2041

NAME OF PROVIDER OR SUPRLIER
WESTMINSTER TERRACE

STREET ADDRESS, GITY, STATE, ZIP CODE
2416 BUBGHEL BANK ROAD
 OUISVILLE, KY 40218

Pharmaotst revealed that If RN #1 oalled to
explain a dosage could not be adminlstered
bedause the syringe provided by the Pharinacy
dld not have the correct callbratlons lo measure
the exact doss, he would advise the nurse to oalf
{he Attending Phyelclan fo obtaln an ordey for a
doss that could be measured with the syringe that
had been provided by the Pharmacy.

Interviaw, on 10124411 at 4:00 PM, with Unit
Manager (UM) #2 revealed nirsing sfalf
responsibie for medioation administration was not
required to pass a moedication administration tast

prior to hire af the faallity,

Interview, on 1072411 at 1:26 PM, with the
Pharmaoy General Managet, and the Contracted
Staff Pharmaoist revealed that medioations are
labelod with the Intention that the Nurse or CMT
would not nead to calotilate a dose of medication,
The Conlracted Staff Pharmaalst sald medleation
adminlstration audils were done upon request of
the faclity, and was not sure when the audils
wera last completed,

[nterview, on 10/22/41 at 11:36 AM, with LPN#3
revealed the madioation erorfoverdose of

' Resldent #+1 was disooverad during the narcolle
sount at the end of the 2:00 PM~11:00 PM shift on
10047141, LPN#3 sald she did not assess
Resident ##1, report the medloetion error fo the
Charge Nurse, Inlffate the medioation strot repo,
niolify the Attending Physlclan, or notify the famlly,
1N 3 sald she dld not undetstand the severlly
of tha medioatlon arrorfoverdose (ntll she spoke
with the Adrinlstrator on 1074841, LPN#3 sald
she learned In Nursing sohool that too mush of a

naraotls aould huit a yesident or be fatal, and was

: BROVIDER'S PLAN OF CORRECTION (0]
A 10 SUMMARY STATEMENT OF DERICIENGIES D T AGTION oD bt oot o
g ACH DEFIOIENGY MUST BE PREQEDED BY FULL PREFIY : \ O B el
ﬁﬁa‘x R(EGU!.ATORY OR 150 IDENTIFYING INFORMATION} 189 CROSE REFERESQ%& {'}r\lj} APPR
AMENDED POC /‘%
I 3338 | Continuad From page 47 F 838 7,

1., The RN on duty placed a call to
the attending physiclan at
approximately 12:00am to notify
him of the med error and she
requasted him to call her, He did
not. She made no further attempts
to reach him,

The RN also called the DON, notifled
her of the medicatlon error, no
actlon was taken.

No attempt was made Immedlately
to hotify the family of the
medicatlon ertor.

2, Any resldent who had an order
for a small dose of liquid medication
could potentiaily have been
affected, However, nohe were
affected. Physician orders were
checked to Identify all residents who
had small dosage and fiquid
medication orders as any of those
residents could have been affected
by this practice. 180 orders were
identifted and 3 of them were
changed for clarification that had
Inconsistent terminology batween
the physiclan’s order and the
medication [abel,
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u STATEMENT OF DEFIOIENCIES 1} PROVIDER'S FLAN OF GORRBGTION {45}
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All medication errot reports were
F 333 Continued From page 48 F283| reviewed from 10/18/11 through

| errotfovardose and needed to go home,

not awara of any medioal frealment avaliable fo '
reverse a narcollo overdose, 1PN #3 sald she
folt "atrassed® after fearning of the medioatlon

Interview, on 10/22/1 at 8:30 AM, with the
Adrilhlstrator revealed no annual compoténalas
wore performed by the facllity to evaluate
medication adminlstration compelansy,

Review of the allegation of compllance, dated
10428744, and Interview with the Adminisirator on
10/28/11 ot 9:00 AM, and the Director of Nursing
ob) 40/297H at 2:30 P, revealed the faclilly took
the following Immediate actions:

1, Mandatory staff In-services wore provided to
all staff responsible for medication administration
on 10118711, and the faclllty provided
decumentation of the contert which inoluded a
raview of the Five Righte of Madllcalion
Administration, -

2, Mandatory staff In-servlces wete provided
hatween 10/21/H and 10124741, to sduoato slaff
on the eare of Hosplee residents and medicatlon
administralion, The faclity providad svidence of
the content provided to staff and results of the
post-dest, Slaff were not permitiad to work
without completion of the In-servica and soore of
100% o the madication adminlstralon post-test
as of 10/28/11,

8, The faolily Implemented a prooess of
iedioation administration ohservations and
tasting for caloulatlon of small medloation dosage
to be conducted with every new hired RN, LPN,
or GMT durtng the orldentation process by the

‘will also he covered In new employee

12/5/11. There were 6 ervors Int
hose 17 days, a total of 23,443 doses
administered for an error rate of
0.02559, Thete were no adverse
effects to any resident as a result of
any of these errors,

3, Mandatory Inservices were
conducted on 10/18/11 at 2:30 and
3:30pm for all nursing staff. Toplcs
covered were Five Rights of Medication

Adminstration with emphasls on dosage
calculation by our consultant
pharmaclst from D&R Pharmacare;
Identifylng and Managlng Medication
Errors and Adverse Consequences by
the DON: Med dosage calculatlon test
and discusslon by MDS Cacrdinator
from tha home office ,

“Care of the Hosparus Residents “and
“Medication Adminlstration” were
presented as mandatory inservice for
All staff on 10/21/11 at 3:00pm,
10/22/11 at 2:00, 3:00 and 7:30pm and
10/24/11 at 11:00am and 1:00pm.
These were presented by education
staff from Hosparus. Nurses and CMTs
wete given a post test with all achleving
100%, Care of the Hosparus resident

otientatfon and annually for all nursing
staff.
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GENTERS FOR MEDICARE & MEDICAID SERVICES 08.NO, 09380391
STATENENT OF DEFIOIENOHS (41) PROVIDERISUPPLIERIOUA (X2} MULTIPLE GONSTRUOTION (X3} DATE SURVEY
AND PLAN OF CORREGTION {DENTIFIGATION NUMBER! ABUIDNG COMPLETED
" M
¢
188407 B WING.— — 1012012041
NAME OF PROVIDER OR BUPPLIER STRERT ADDRESS, OFTY, STATE, ZIP CODE
9416 BUECHEL BANK ROAD
WESTMINSTER TERRACE LOUISYILLE, KY 40218
ENT OF DEFICIENOIES D PROVIDER'S PLAN OF CORREGTION )
19151d 3 {.f-:Ag}f gﬁ“ﬁgﬁeﬁgﬁﬁs%g P!‘?EE:Z%ED BY FULL mzlaﬂx (£ACH GORREGTIVE AGTION SHOULD BE coupLErioN
Th REGULATORY OR LSO IDENTIFYING INFORMATION) TAB OROSSREFERENOED TO THHAPPROFRIATE
DEFIGIENOY)
Mandatory Inservice to address the
F 333 | Continusd From page 49 383 policy, “Identifying and Managing

Staft Developement Coordinator of the ADON, Medlcation Ertors and Adverse

and foriall RN, LPIN' aﬂ}c} %m‘ diring the annual Consequences”, tevised by the

ovaluefion beglnning 10/26/11, adminlstrator, DON and ADON, was

4. Aprocess was developed to provide random ) * presented by the administrator

sadloation adminisiration ohservations and 10/23/11 at 6:00pr , 10/24/11 at

dosage testing monthly parforined by the B:00am, 2:30 and 3:30pm and by the

conslted pharmacist and the Asslstant Direstot staff development coordinator on

of Nursing. 10/25/11 at 11:00am, 1:40 and 2:30pm.

This policy will receive increased

5, The Quallly Assessment and Aseranoe
emphasis during new employee

Committoo met 10/24111 to dlecuss madicatioh

arfors and monltoring systems to prevent fulure orientation,

slgnifloant medication errors, and the process for Approprlate size syringes for small

mo}rﬁlttogng of med{fa?‘m{f’”‘irﬁ' waa fg"lsl?d' The doses of liguid medication are now kept

facliity begem moniloring/traoking meacioa on _

attors, and developed a tool o monitor In stock in the medlcatlon room. The
consultant pharmaclst provided an “On

madloation errors, The Aselatant Dlreotor of
the Spot” Inservice re: Narcan, (i14

Nurslng or the oncall nUrse Was asslgned the

yasponsihility for review of all medicaffon errors purpose and avallahillty In the

dally, and review the medloation etrors with the emergency box In the medication room.

Medlcal Direotor waekly for hree months, Med pass observations and medication

Immediate Jaopardy was veriflad Lo be termoved dosage calculation have been added to

prlor to exit on 10/28/11 with remalning new employee orlentation and annually

noh-complianae at 42 CFR 483.28 Quallty of at the time of evaluation for all nurses

Gare, scope and severlfy ata "D while the and CMTs.

Gl gt L || & Metbesobu L

orraotion (o 80 ala

rogulation and the fecllly's Quallly Assurance _caloulatlons have been added to New

conlinties to manitor the effaotiveness of staff Employee Otlentation, will be

educatton, ullizatlon of tools daveloped and conductad annually with each nurse
451 ﬁvésé%nﬁ)to( g)otl(oi)eg ;r& p;’gg‘ém 451 and CMT at the time of their evaluation.

;  {6): (8 ] ) Two randomly selected nurses or CMTs

gont | LABELISTORE DRUGS & BIOLOGICALS 1 will also be observed during medication

“The facllty ust smploy or obtaln tha servicea of adminlstration and tested for dosage
a loensed pharmacist who establishes @ system |
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F332  fhee 90
AMEND D /’O Oc..

calculation each month by the
consuitant pharmaclst and the DON or
SDC, -

The medlcal divector Is a member of the
OARA Committee and regularly attends
the meetings and offers valuable Input.
The administrator chalrs the Committee
and raviews all data before ltis
discussed at the meeting. She also
participates In declslon making for
actions and length of time audits will be
conducted, . 7
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7333

AMENDED POC (2)

F333 3. The pOIfCV, ”fdentifying and
Managing Medication Errors and
Adverse Consequences” was also
revised by the administrator, DON
and ADON with final approval by the
medical director in October 2011
with Implementation on October 26.
These changes direct staff to report
medication errors with potential
adverse consequences to the
attending physician immediately. As
in the previous policy the DON will
he contacted and likewise contact
the medical director if the attending
physician does not respond in an
hour. The medical director has
advised that he will resolve the issue
and also contact the attending
physiclan re: his/her noncompliance,
4, Med Pass Observations using a
tool presented by Omnicare Long
Term Care Pharmacy through their
consultant and approved by QA&A is
used to conduct ohservations with
all newly hired nurses and CMTs
during thelir orientation process and
with every nurse and CMT as part of
their annual evaluation, Six
randomly selected nurses or CMTs
will also be observed each quarter
by the consultant pharmacist and
ADON/SDC, (the ADON/SDC were
trained hy the consultant
pharmacist re: use of these tools.) A
dosage calculation test developed
by the DON and approved by the

- pharmacist and medical director will

be used at these same times. This
audit will provide education to the
staff as well as identify their
performance level. They must
achieve 100% in both areas in order

4535

64 SOp-

to administer medications. Results
will be reported monthly to QA&A
for thelr review and
recommendations. The
administrator will review the results
of each as they are completed, This
process was implemented in November
2011,

Effective November 1 the occurrence of
medication errors is being monitored

- Monday through Friday by the ADON

7335

using a form developed by the home
office MDS Coordinator and approved
by QA&A. The administrator discussed
the use of the form with the ADON.
The Medical Director and administrator
will review the findings weekly for 3
months and then as determined by the
QA Commilttee, The QA Committee will
review the findings monthly and make
recommendations
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AND PLAN OF CORREOTION [DENTIFICATION NUMBER:
ABvloNa p
o637 b.Wie 1012012011
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP GODE
2446 BURCHEL BANK ROAD
WESTMINSTER TRRRAGE LOUISVILLE, KY 40218
PROVIDER'S PLAN Ot GORREGTION {45
()i SUMMARY STATEMENT OF DEFIG]ENG]ES.‘ 1) O/ AGYION SHOULD f2 ol o
) EAOH DEFIGIENOY MUST BE PREGEDED 8Y FUIL PREFIX ] | T
P@AE'X R{BGULATORY OR 180 PENTIFYING INFORMATION) JAG o °89’R?FERE§§§3,§§ J%EAPPROPR ATE
FF 431 Gontinued Ftom page 52 F 4381} 4 The unlt managers will be held

was propped open with a trash oah and a
housekesper was In the reom alone cleaning.
Further obsenvation of the medloation room
revealod multlple syringes and neodies unlocked
I & cabinet and elght {B) packages of
medloations lying out on a counter The
madioations inchided twonty (20) Lidoderm
Patches (sach oontalning seven hundred [700]
tllligrams of Lidooalne [pain reliaver]), ona (1)
Advall Disous {Improve breathing), (63)
Rlsporldone 25mg, tablols (antipsychotio which
may oauss low blood pressur? , iwenly-one (21)
Fluoxetihe 20mg. tablets {antidepressant),
seventeeh {17) Cymballa 30mg, fablels
{antldepressant), twenly-six {26) 2.8mg.
Glyhurlde tablets (anti-dlabetlo agent), five (5)
326mg, Acetaminophen tablels (pain rellever),
and {hirty five (36} 100mg. Benzonatate tablets
(cotgh suppressant),

Gondinued nterview with the ADON, on 10/28M1
at 9:30 AM, revealed serlotts health problems
cotifd potentially cocur if the housskesper taok
any or all of the medications lying out on the
cotnter i the medicaflon room of gave them fo
others. She also stated no unllcensed medioal
personine! shotld have acosss to mulliple
syringes and heedles,

Tnterview with the faciltly's Phairacy Managsl, on
10/28141 at 9:80 AM, revealed the inediaations
(any of them alone or n cotnbination) lying oh the
gothter i the fivat floor medication rooim and
acoessihle to the housekeaper on 10/28/11 were
potentially hazardous medieations.
F 480 468,78 EFFECTIVE

88=4 | ADMINISTRATION/RESIDENT WELL-BEING

174

[ 490

accountable to see that there is
compllance with this pollcy,
Administrator, DON and ADON will
ohserve for compliance when making
rounds and will note their ohservations
on the Medicatlon Room Audit, copy
attached. This will be submitted to the
QA&A Committee monthly beginning
Januaty 18, 2012 for thelr review and
recommendations.,

AMENDED POC (2}

3. There were no policy changes made,
however, a flyer was placed in the
communication book on each unit by
the DON en titled, "“Medication Room
Cleaning Procedures” advising nursing
staff of the regulation that no one was
permitted in the medication room
alone other than a nurse or. CMT, this
includes the housekeepers when they
clean the room. The DON discussed the
issue with the director of
environmental services as well as
changing the time for cleaning to a time
when nurses/CMTs would be moare
readily available to stay in the room. =]
He, in turn, discussed the Issue and
regulation with the housekeeping staff.

|

ORM GM8-2867(02-00) Pravious Varslons Obdlele Evant 10:6LLUT Fealifty 101 100242 If conlinuation shael Page 43 of 61
ey S R Y “—“ﬁ—{:"‘—(‘ﬁ‘:"“?" 'S; .
RECERNED [% REREE: mj

DEC 210 201

OFFICE OF INSPECTOR GEREAAL Offics of inspacior Generd:
CYVISHR £F SEM 5 7T ST S ST TERNGEE Northeen Enforcemgr: Brare' !

WO 2 3 201




%” 6/ 5 / Temporary signs (12/8) and now
permanent signs (12/11) were posted
on the med room doors, “Authorized
Personnel Only”

4. The unit managers are responsible to
see that there is compliance with the
policy “Storage of Medications” in
which ltem #10 states, “ 10, Only
persons authorlzed to prepare and
administer medications shall have
access to the medication room, -
including the keys.” “A Medication
Reom Audit” form was developed by
the home office MDS Coordinator. This
form has been placed in the
medication room on each floor for use
by the administrator, DON and ADON
when they make random rounds. This
Wj / form will be submitted monthly to / 2/} 9 //
. QA&A beginning January 18, 2012 for
their review and recommendations,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFIOIENGIES | (K1) PROVIDER/SUPPLIER/GLIA (¥2) MULTIPLE CONSTRUGTION (X3} DATH SURVEY
AND FLAN OF BORREGTION IDENTIFICATION NUMBEIR: A BULDING COMPLETED
G
185137 b WG 10/20/2014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS. GITY, STATE, 2P CODE
. 2416 BUECHEL BANI ROAD
VWESTMINSTER TERRACE LOVISVILLE, KY 40248
(4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION 09
i g iU EACH GORREOCTIVE AGTION SHOULD BE COMPLEFION
P%'e%g' K é%%%%é?’%‘é%@‘ﬁé&?&?&g ‘é?;?é’n?}fx%o%; P?ﬁi&’ § oéoss-nasaaaé)ggg éﬂ g%wpnopnm DATE
: 1. Noresidents were affected hy this | /¢ ;/ “fF
F 481 ) Conijnued From page 60 F 431 /
of recoids of regelpt and disposition of all Epmctl:;. T!he gnlt [\(.ida;'\agers were
contraltad drugs In sufflolent detal to enable an mmedfately acvised that per existing
acourate reconolilation; and determines that drug policy, “Storage of Medllcations” (copy
racords are I order and that an aceount of all attached), ltam # 10,”0nly parsons
controlled drugs Is malntalned and perlocivally authorlzed to prepare and adminlster
racondlied. meicatlons shall have access to the
dicatlon room, Including any kays”,
Drugs anel blologloals used In the taollily must be ma /
tabalad In acoordance with curcently accapled 2, While no vesidents were affected
professlanal piitclplos, and holuide the thete was potentfal for any resident to
appropilate accessory and cautlonary he affected if thelr medication was
Instructions, and the expiration date when taken from the roont by the
applloable, housekeapsr or tamperad with in some
In acoordance with State and Federal laws, tho way. Also, residents might have been
facllity must stors all drugs and blofogleals In harmed If they enter the medleation
locked compartments Under proper temperalure room,
controls, and permlt only authorkzed personnsl lo 3. The DON communicated with the
have access to the keys, Dlrector of Environmental Services
The faolllly must provide separately looked, gf”‘"“a“" on 11/24/11 ad advised
permanently affixed corpartments for atorage of m that the housakeepers would be
controllad drugs Isted tn Sohadule Nl of the required to clean the medication rooms
Comprehanslve Drug Abuse Prevention and ohly at a time when a hurse or CMT was
nglrolet of 1 9}?6 at?1d ?lhﬁﬁ chugs st]xb]?ot to' : present in the room,
ahuso, oxeapt when the facllity uses single un
p'aokaée drug distributlon systerns Inwhich lhe ﬁa?he:?og; (ng;" a:: ac!;ed)!:v as p[acled
quiantlly storad Is minimal and a tlssing dose oan mitriication SOoK an each
be readly detsolad, unit by the DON on 11/21/14 avising
‘ ‘ them of this regulation and hwy it
axlsts,
4. The unit managers will be held
T;;Es REQUIREMENT s not met as ovidenoad accotntabla to see that thero s
Based oft observation, intarview, and factit compliance with this policy.
polloy review, t was datermined the faollity falled Adminlstrator, DON and ADON will
to permlt only authorized personnsl access fo one observe for compliance when making
{1) of two (2) lagked medication rooms. A faolilly rounds,
. i
RM GM3-2667(02-00) Provious Verskns Obsclsle Eventi:eLLU1 Facllty 1; 100242 1§ aeniinuation sheel Page 61 of 61
ECENVED jEcs

BEG 20 204

OFFICE OF INSPECTOR GENERAL
TS D SRV UES

DIVSIOH CF -EAL T SARE FASaS

MOV 2 3 20 |

g Tt -
Nerbare Eearapmes B




PRINTED: 14/24/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘
« FORMAPPROVED
CENTERS FOR MEDICARE & MED|CAID SERVICES OMB bFfO. 093%0%91
STATEMENT OF DEFIOIENGIES o ‘ : !
T N T P
; A, BULOING
G
BWING
NAME o ' 165187 - - 10/29/2011
_ v :?ROVI}JER.OR SUPPLIER STREET ADDRESS, OFTY, STATE, ZIP GCDE |
WESTMINSTER TERRAGCH 2116 BUEGHEL BANK ROAD
L LOUISVILLE, KY 40218
o) I SUMMARY STATEMENT OF DEFIOJENOIES ) PROVIDER'S PLAN OF CORREQTION 0
PREFIX (EACH DEFIGIENOY MUST BE PREGEDED BY FULL o
THG REGULATORY OR 186 IDENTIFYING INFORMAFION) P?*ng o Ié‘%%ﬂg%??&éﬁgﬁ’g ?g‘%ﬁgﬁfg{i’%&g{?ﬁfﬁ S
DEFIGIENGY)

F 481 | Continued From page 64 F 454 AMENDED POC ,{%/
housakeepor was ohserved alone I the first floer 2
medication roorn with the doar propped open and 1. No residents were affected by this
with access lo multiple sytinges, needles, and practice. The Unit Managers ware
untooked medieations, immediately advised that per existing
- . . policy, “Storage of Medications” {copy

@ findings inchide! attached), ltem # 10,"Only persons
Review of the facilty polloy, Storage of authorized to prepare and administer
Madloations, dated August 2009, revealad 10, medications shall have access to the ‘
Only petaone authorlzed to prepare and medlcation room, Including any keys”.
adnainlsier medloations shall have secass to the 5. While no resldents were affected
madication rooim, there was potentlal for any resident to
Intorview with the housekeepar, on 10/28/11 at be affected if thelr medication was
8:20 AM, revealad she was unawaro of the faclily taken from the room by the
polloy which did hot allow her access to the housekeeper or tampered with n some
tnedioation room. way. Also, resldents might have been

. t
[nterview with the Licensed Praolical Nurse Unit harmod f they entered the medation
Managel, on 10726711 al 8:28 AM, revealed she room.

-} was awara of the fasllly polioy regarding who had 3., The DON communicated with the
accnss (o he madloation rooin, but did not think i Director of Environmental Sepvices
applied to facilly housekeoping staff, personally on 11/21/11 and advised

him that the housekeepers would be
Interview with a Reglstered Nurse, on 10/28/11 at i
8:30 AM, Tevealod she alsowas ﬁot hwaro the required to clean the medication rooms
facllly polloy epplied o the housekesping staf, only at a time when a nurse of CIT wias
present in the room.
Interview with the Asslstant Direotor of Nursing A message {copy attached )was placed
f&ig(;i\;!),ron ’} fﬂ%ﬁflﬂﬂﬁt 9.‘3!? AM, re\éeialed she In the Communication Book on each
are of the faollily polley regarding i
unaythorlzad personnel hot belng affowed In the ur? § by: hﬁ por |on111/21/11 aavsing
madloation rootn and she did not know why the them of this regu it o
housekseplng staff was allowed In tha madleation Temporary signs , “Authorlzed
rooin, personnel Only” have been posted on
obsorvatlon of the fally's st el the doots of the medication rooms
ollity's first fioor medication awalting permanent signage that has
room, on 10/28/11 at :20 /.WE. revealed the door been ordered.
SRM OME-2587{02-00) Provious Versions Olisolels Event {:6LLUT Faclllty 10¢ §00242 If conlfaation shoet ll"aga &2 of 61
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GENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIRS Ey)] PROVIDER/SUBPLIERICLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORREQTION IDENTIFICATION NUMBER: COMPLETED

A, BUILBING o
8,
186137 WING . 10/29/2071
NAME OF PROVIRER OR SUPPLIER , STREEi'AUDREBS. CITY, STATE, ZIP GODE
21168 BUEGHEL BANIK ROAD

WESTMINSTER TERRAGE

LOUIBVILLE, KY 40218

(A} D SUMMARY STATEMENT OF DEFICIENGIES > PROVIDER'S PLAN OF GORREGTION %9
PREFIX (EACH DEFIGIENGY MUST BE PREGERED BY FULL PREFIX {EACH GORREOTIVEAGTION SHOULD BE COMPLETION
TAG REGULATORY OR L&0 IDENIFYING INFORMATION) TAG oRos&RmeRagggg%ﬁgge APPROPRIATE DATH
7 490 Gontinued From page 53 F 460 1, The resldant wag assessed after the /.2 "/"/ /
, . arvor was ldentifled (3 hours after the
A faclifly inust be admlsterad I a manner tha d dose) by the LPN and RN
enablas It fo use lta resotirces effectively and sacond wrohg dose) by the LPN an
affiolantly to allaln o maintain the hlghost and vital slgns wera taken and recorded
practioable phyaleal, mental; and psychosoctal an a “sltp of paper” by the CNA but
well-belng of each resident, nona of them documented thelr
: findings In the medical record.
The RN placed a call to the attending
This REQUIREMENT s not et as ovldenced physiclan and asked him to retum the
Vi ) call. He did not and no subsequent
Based on Intarview, record feview, and review of attempts to reach him were made,
{acll]ly polloy, iéwt'-il]? determined thg facf'ﬂllly fall?id Tha RN also called the DON and advised
o anage and ufllize resources sffectively an
lflslontly to attaln of malntaln the highest het of e Medication e, o action
practioable physleal, mental, and psyohosoclal was takeh,
wall-heing of each resident, ‘The faclllly falléd to 2, Any resldent who had an order fora
ensure ataff was knowledgeable, tralned and small dose of Nquid medication could
%%m}r)etent In the adminfatration nf medinations, potenttally have been affected.
afag | o var, o \
ToRE, ot oo tatwsntony | | S
(20} Himes the phystolan's order, The LPN was 4 e smnal
Unahle to acourefely oatculale the prescribed Identify all restdents who had sma
dosage, Additonally the factlity falled to ensure dosage and llquid medlcation orders as
staff was knowledgeabls and tralned to fallity any of thosa residents could have baen
P°[£°"33 ror naliffcalion of tha physlelan and famity affected by this practice, 180 orders
'a."‘ ufﬁ: :flﬂ:r: ::mrﬂ-"nf:::ﬂrmr. 1"'1 lilrig cftagitggt ware ldentifled and 3 of them ware
(==l i |yu1mq 1isyival
belng notified Imimediately of the two signlficant changed for dlarification that had
madloatlons eftors resuliing in Resldent #1 Inconslstent terminology between the
having two narcotle overdoses. The faoliity fallect physiclan’s order and the medlcation
to seel omarpanav medloal freatment for lahel, Specifically, an order for
'l?l?:ltc‘le?c?ltlfﬂélfed {o prevent heglactand faled Resident #5wes wilton, "Lorazepai
identify negleot and lnvestigate, The faollly's 2MG/ML ‘;0' n g“’le f‘fmltf“g"“g”z' l
fallure o prevent significant medication errors - overy am for aixlety”. The hox labe
lsading to an ovardose, fallurs to Identify, read, “Glva 1/2ml {1mg) po every
investigate and report allegations of neglect and morning and every 2 hrs PRN". The box
faflure to provide tralning to steff placed resldents was corrected to tead, “Gve 0.5m
ORM GMS-%;TOMQ} Praylous Vorslaits Obgelals Event IDi6LLLMT Faslllty ID} 400242 If costhualton shoot Paga 54 of 61
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFIOIENGIES {1} PROVIBERISUPPLIERIGLIA {%2) MULTIELE CONSTRUOTION (X3 DATE SURVEY
AND BLAN OF GORREOTION INENTIEIGATION NUMBER: A BULDING COMPLETED
- G
108187 B VNG 1012072011
NAME OF PROVIDER OR SUPPLIER {TREET ADDRESS, CITY, STATE, 2IP CCDE
2116 RUECHEL BANK ROAD '
WESTHINSTER TERRAGH LOUISVILLE, KY 40218
{4 D SUMMARY BTATEMENT OF DEFICIENGIES 1n PROVIDER'S PLAN OF GORREGTION ()
! i EACH CORREQTIVE ACTION SHOULD BE GOMPLETION
| ERISTOSCOMSUSRETING | CEN ) GERISRGICURIR. |
otally avery morning, glve 0.5 ml oraily
F 4801 Gontinuad From page 54 F490) evary 2 hours pr”. The order for
i a situatlon that Is Hkely to cautse Injury, haim, Resldent #15 read, “Lorazepam Intensol
impalrment, of death to a resident, AMG/ML. Glve 0.25 ml {0.5ma) through
Tha faclily pravided an acoaplable oredible g tube avery 4 hours as needed for
allegation of sorpliance {AOC) on 10/28/11, anxlety” Medicatlon hox label read,
Immediate Jeopardy was verlfied ramoved prior “glva 1/4m1 (0.5mg.}" It was changed
to exit on ;1{0!29/1 “it \ﬂli}}r{gg\gggn% Resldont on hox to read, “glve 0,25m| via g-tuba
non-compllance a 10 Reslden every 4 hour
Rights, 42 OFR 482,19 Reslent Bshavlor, 42 oy o os eeded for ety and
CFR 483,20 Rosldont Assossment, 42 CFR SHESS his
483,25 Quallly of Care, 42 CFR 483,75 ordor read, Oxyfast 20mg/mi po/s|
Adminlstration, scopa and severlly ata "D", and every ona hour pri for SOA”, Tha order
42 GFR 483,60 Pharmaoy Servioes, scope and was changed to match the label so that
Fg};ma?‘tlal;; \#hﬂfe tf;? fs;%gls{ f2§§§§5§ and they both read, “Glva 0.5m! {10ma) no/
S @ pian of goIreo: } .
substanlial complianca with regulatlon and the sf) every hour prn for SOA”, (Refer to
facility's Quallly Assuranes contltiues to monltor attachment)
the affsotiveness of staff aducation, uttizaion of Any restdant who was subjected to
tools developed and revislons lo policles and abusa or heglect of any type had the
prooadures, potential to be affectad by this deflciant
practice, However, no other resldents
were affacted,
The findlngs inolude! The LPN who administered the
. overdose and the 1PN from whom she
Review of the faolilly's polley for Change Ina sought advlce wera hoth suspended
Rasldant's Conditlon or Stalus revealed the pending the Investlgatlon on 10/18/11
Altending Physlolan, and family were (o be ¢ 10/20/11 respectively {ha did not
notiffed by the faclllty of an accldent or Incldent an esp v
whioh Involved the resident, work from time of Incldent untll
suspension), ulthnately terminated on
Review of the facllity's polley for Identlfying and 10/24/11 and reported to the Kentucky
Manat:ﬂ?[gl ifrrfrsilﬁnd Advarsa Cc;&setquencer? Board of Nursing on 20/24/14, The
reved(s & fagiily Was responsiie 16 repo ,
madloation etrors with adversa afinloal LPN who administered the wrong dose
aohseduences to the resident's Atlending. was sent for a drug screen, results were
Physlc?an Immediatsly, negatlve {copy attached).
DRM OMS-2687(02-00) Pravious Vesslons Ohealste Evont iU Faollty 10 100242 M conilnuallon eliesl Page 05 of61
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oL SUMMARY STATEMENT OF DEFIQIENOIES b PROVIDERS PLAN OF CORREGTION i
PREFIX {EAGH DEFIQIENGY $UST BE PRECEDED BY PULL PREFIX £AoH CORREGTIVEAGTION SHOULD BR GOMPLETION
A REGULATORY QR LSO IDENTIFYING INFORMATION) TAG R0S8-REFERENCED TO THE APPROPRIATE DAvE
DEFIGIENOY)
- 3. Mandatory Inservices were
a0
F 490 | Continued From pago b5 F 4801 conducted on 10/18/11 at 2:30 and

Review of the facillly's pofluy for Reporting
Rasldent Abuse revealed the fackity was
rasponsible to lmmediately re port any inoldent or

incldent of suspeoted restdsnt neg
Incldents wauld ba Investiyated an

abuise would ba reported to the Btate Agency.

Racord
Fiip Fracture, On 1011411, a phys

docurmented for Oxyfast (morphine solutlen) 20
give 2.5 mg everyy -
as neaded for

AL 4:00 PM on 10A7H1,

milgrames per williter (rufind),
fouir {4) hours routine, and hourly
Ealn ol shortness of alf,

PN #3 adrlnistered 2.6 miliiters

Oxyfast which wae the squlvatent of 50 mge,
rather than 0,126 mi which would aqual the
physlolan ordered dose of 2,6 rags, LP

repeated the dose at 8:00 PM and
2.5 mls of Oxyiast to Resident#1,
documented evidence

the facillty staff sought emergency
troatment to revetse the effects of
overdose, Resident#1 explred on
to F167, F224, F225, F281, F282,

Intorviaw, on 10/22111

doalng of the narcolio,

review revealad the faollity roadimilted
Resident #4 on 10/48/11 wilh dlagnosis of Rlght

the facility notifled the
physlolan, modioal dirsotor of farnlly hsrmediately
after the slgnificant medlcation srror was
Identilad, Thare was no dooumentsd ovidence

at 41,36 AM, with LPN #3
revealad she did not undarstand the ordered
She asked the desk turse
LPN 1 who Insteuelod her to use three (3) 160
syringes fo adminjster the madloation. LPN #3
shl thought she need to adminleter 2.5 ml,

Iinterview with LPN #1 on10/20/11 at 11:00 AM,
revaaled LEN #3 asked him how much she

lact, and statod
d findlngs of

lolan order was

(tls) of

N3
administerad
Thara Wae ho

medlcal

tha narcotlo
10418111, Refer
and F333,

3:30pm for all nursing staff, Tha CNAS
attanding only the HIPAA portioty
Toplcs covered were Five Rights of
Medication Adminstration with
emphasis on dosage calcujation by our
consultant pharmaclst from D&R
Pharmacare; [dentifying and Managlng
Medication Errors and Adverse
Consequences by the DON; Med dosage
calculatton test and discussion by MDS
Coordlnatoy from the homa offica and
HIPAA and the privacy rule by the
Adralnistrator {refer to attachments), “
"eare of the Hosparus Resldents "and
“Medicatlon Administration” wera
presented as mandatory Inservice for
all staff on 10/21/11 at 3:00pm,
10/22/44, at 2:00, 3:00 and 7:30pm and
10/24/14 at 11:00am and 1:00pm,
These were presented by education
staff frotn Hosparus, Nurses and CMTs
were glven a post tast wlth all achleving
1.00%, Cara of the Hosparus restdent
will also be covered in new amployea
oilentation and annually for all nursing

staff,

Mandatory Inservice to address pollcles
revised by the admlnlstrator, BON and
ADON, “Charting and Pocumentation”
peath of a Resldent”, “identifylng and
Managing Medication Etvors and
Adversa Consequances”, and “Change
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SUMMARY STATEMENT OF DEFIOIENGIES P *PROVIDER'S PLAN OF GORREOTION 5
F(’)F? F'ﬁ( {EACH DEFICIENGY MUST BE PRECEEED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE colﬁéLﬂ’TmN
TAQ REQULATORY OR 180 IDENTIFYING INFORMATION) TAG GROSS-REFERENOED TO THE APPROPRIATE DATE
_ DEFIIENGY)
of Resldent’s Condition” were
" I
F 480 | Contlnued From paga 46 F490] . prasanted by the adminlstrator

should glve and he told her she headed thres (3)
100 syringes to glve lhe dose, He saw 2.6 mg and
read {he dose as 2.6 . He stated he told the
LPN wrong hecause he was distracted during
thelr sonversation, '

Review of faolllly provided In-service
dosumentation, revealad an In-service was
omnpleted on 1018111 for nursing staff
responslble for medisation adminlstration which
Inoluded a revisw of tho Five Rights of Medloation
Adrminlstration and a test with one (1) medicalion
dose calottation, Elghlesn (18? slaff members
wota tosled, and it was determined that seven (7)
staff coutd not oaloulats the corteot dosa to
adminlster,

Racord review of the faclllly stafilng forms and
medleation racords, revealed thies (3} of seven
(7) staff metnhers that could not accliately
petforim & modloation dose caloutation, provided
medloations to resldsnts on subseduent shifts
after the Medloation Administration In-service
providad on 10{18/11,

Interview with the Attending Physlolan, on
10/21711 at 9:26 AM, revesaled he was not aware
of the amotunt of narcotlc administered fo
Resldent #1 and steted that amount of the
narcotls could fead to daath, :

Interview with the Madloal Diractor, on 10/21/11 at
0118 AM ravealed lrealrent was avallable to
reversa the effact of the hareotls ovetdoss
recelved by Resident#1, The large doss of
narcotle could have oausad the death of Resldent

#1,

10/23/11.at 6:00pm , 10/24/11 at
8:00a1m, 2:30 and 3:30pm and by the
staff development coordinator en
10/25/11 at 1:4:00am, 1:40 and 2:30pm.
Thesn same policles will racelve
tncreased emphasts durlng new

amployee oriantation.

. Abuse and Neglect; Medieal Director”

(coples attached) mandatory Insetvice
was conducted for all nurses and CTs
on Filday 10/28/41 at 10 and 12;00am,
2 and 3pin. Those staff members who
ware not present were contacted by
telephone and received the sama
Information. (100% “attendanca was
achteved”), These were conductad by
the administrator/fsoclal servica
profassfonal with emphasls oh what

constitutes neglect and how

to prevent

it; who serves as the factlity Medlcal
Director and tha heed to notlfy him In
such circumstances by notiying the

nursa manager oh call,
The adiministrator has full

understanding of her arror in not
recoghlzing this neglect and fully
understands the varlous aspects of

neglect and the need for rep
sama In the futurs, '

orting

All allegatlons of resident ahuse/neglect
will ba reported to the appropriate
state agencles In a tiely manner,
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NAME OF PROVIDER OR SUPFLIER

STREEY ADDRESS, GITY, STATH, ZIP cobd
2114 BUEGHEL BANK ROAD

WESTMINSTE ¢
TER TRRRACK LOUISVILLE, KY 40218
L4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION (X6}
PREFIX (BACH DEFICIBNOY MUST 8H PREGEDED hY FULL PREFIX FACH GORREGTIVEAGTION SHOULD B COMPLETION
TAG REGULATORY OR 150 IDENTIFYING INFORMATION) rXe ¢ OBS-REFERElﬁlggglEgg%EAPPROPRIATE DATE
F 490 | Confinued From page 67 F400| Mad Pass obsorvations and madlcation

Interviaw with RN #2, on 10/20/11 at 11:40 AM,
revealad she was told by fhe Adminfstrater on
1020111 that when she was tnable to contact the
Altending Physfclan, sha could have called the
Medloal Direstar, RN #2 saldshe did not know
she had {he authorlly to contaot the Medloal -
Direotor,

Interview with LPN #2, on 40/20/11 at 11:30 AM,
raveatad she was not stire of the detalls of the
facllity polloy for Change In Resldent Conclition or
Stalus of the faclllty polley for Managing
Madlioatlon Exrora and Advarse Gongerliences,

interview, on 10/22/11 at 9,30 AM, with the
Adminlstrator revealed sha reporied the
medioation errerfoverdose for Resldant #1 to OIG
heoauss It was, "a huge medication eryor” which
wa followad by the death of a resldent, and it
saomad thers ootlld he 4 relationshin hetween
the madioation errorfoverdese and the death of
Resldent #1, The Adminlstrator sald she could
relate the fallura of the nursing staff to notlly the
Aftending Physiclan and family, and seek
amargenoy treatment for Resident #1 as ah
axample of resldent negloot,

Interview, on 10/28/11 at 2140 PM, with the
Altending Physlolan revealad he deseribed
hoglact as, "not doing what should be done," The
Altencling Physlofan sald LPN 2 and RN #2
should have continusd efforls to report the
medlcation anorfoverdose given to Resldent #4
on 10/17/11, Tha Allending Physfctan sald LPN
#2 and RN #2 were responalble for the nagleot of
Resldent #1 as & resull of fallure to nolify the
physlolan of the narcotle overdlose,

dosage calculatlion have beeh added to
new employae otientation and annually
at the time of evaluation for all nurses
and CMTs.
The QA Committee met on October 24,
“ 9014 and discussed the Immedlate
Jeopardy sltuatlon, Four audits, “Med
Pass Observations and Small Dosage
cateulations”, Physiclan Calls”,
Medicatlon Error and Notifications” and
"eath of a Resldent” were approved;
an abuse audit was also acded,
A, An audit developed by the home
office MDS Coordinator {copy attached)
will be complated by the soclal service
tepresentatlve forafl allegatlons of
ahuise, neglect or misappropriation of
funds, Findings witl be raviewed by the
adminlstrator and reported monthly to
the Quallty Assuranca Comrnittee for
thelr review and recomimendations.
Med Pass ohservations and dosage
calculations have boen added to New
Employee Orlentation, will ba
conducted annually with each nurse
and CMT at the tine of thelr evaluatlon,
six randomly selectad nurses o CMTs
will also ba observed durlng medication
adminlstration and tested for dosage
calculations each quarter by the
consultant pharmacist and the
ADON/SDC {form attached), Findings
will be reported to the QA Committeel
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185137 b Wia 1072812011
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WD SUNMARY STATEMENT OF DEFICIENOIES D "~ PROVIDER'S PLAN OF GORREOTION i)
PRERIX {EAOH DEFIOIENGY MUST BE PRECEDED BY FULL FREFIX {EAGH GORREGTIVE AOTION SHOULD BE GOHFLETION
TAQ REGULATORY OR LSO IDENTIFYING INFORMATIONY TAG GROSS-REFERENGERD 0 THEAPPROPRIATE DATH
DEFICIENGY)
F 490 | Contintied From page B8 F4e0| monthly.
Medicatlon errors will be monitored

Interview, o 10/28/41 at 8:60 AM, with the

Adminlsieator ravealed she, as the Adminlstrator Mondlay through Friday by tha ADON

of the faclifly befleved she was solely responsibie uslng the attached form, the Medlcal
for the neglect In her fallure to nvestigateand |+ Diractor will review the findings weekly
report the dealh of Resldent#1, The duseng rounds for 3 months and then as
Adrlnlatrator sald upon complation of the faciliy itod by ttiee, Th
Invesligatlons, It baoame evident that mulliple determined by the OA Comimitiee, The
staff members haglactad o do what was. QA Committae will review the flndings
necessary to raporf the medication . . monthly and make recomnendations.
arforfoverdose and sesk {reafment for Resident The audit, “Physlclan Call Log” {copy

#1 after the medicallon exrorfoverdose on attached), wil be used 24 hours dafly by
lorid, staff when placing a call to a physletan,

These will be checkad weekly by the

Review of the Allegaflon of Cotnpilanes, dated
ADON and a summary submitted

1011814, and Interview with the Administrator on

10/20/11 at 9:00 AM, and the Dlraator of Nurslng monthly to the QA Commfttee for thelr
on 10/29/11 at 2130 PM, reVeaIEId the facility took review and recommendations, .
the following Immedlate actlons, A new audlt, “Death of a Resident” has
1, Mandatory ataff In-services were provided for been mplemonted In order to assure
staff respongible for medloatlon adminfstratlon on that calls have heen made to the
10118111, aind the facillly provided dosumentation coroner when Indicated and In a tinely
of the content which Included & review of the Five manner, The ADONwill roview tha data
Rights of Medloation Administration. each morning Monday through Friday
d vreport findings monthly to the QA

2, Mandatory staff In-servicas were provided an ,
belwean 10/24M1 and 10/24/11, to aduoate staff Commlittea for thelr review and
on the care of Hosplee resldents and Medication recommendations.
Admilnistration, The faolllly provided svidence of
tho contant provided to staff and restdts of the
posttest, Staff were not permitted to woik
without aompletlon of the ln-servico and score of

-1 460% on the medication adminlstration post-lest
as of 10/26/14,
3, Staff reoelvad mandatory Abuse and Negleot
Tralning on 10/28/11, and the faollity provided
documentation of 100% staff attendance,
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8 A procass was developed and staff received

4. Revislona were made o to the facllity polioy
for dentifylng and Managing Medloatlon Etrors
and Adverss Consequences and the facllily poficy
fot Change Inn a Resldent's Condifion or Status
(rovislon date 10/2011); staff tralning hegan on
10/22/11 and conoluded on 10/26/11,

6. The Quallty Assessinent and Asstirance
Cotnmitioe met on 10/2411 to discuss
medication efrors and impletmented a change In
the ]Jrocess fo tonltor medioatlon ertors, The
Asslatant Director of Nubsing angfor the oncall
nurse would ba responsible for monftoring
medloatlon errors dally and review of thedieation
errors weakly with the Medioal Direstor for thrae
{8} months.

6, Madlcation administraflon observations and
tasting for oafoulation of small medleation
dosages would be conducted with every new
hlred RN, LN, or CMT durlng the orlentation
provess by the Staff Davelopment Gogrdinator or
the ADON, and for all RN, LPN, and GMT at the
tima of anhua! evaluation baginning 10/28fit,

7. Aprocess was developed to provide random
madicatlon administration observations and-
dosage tasting monthly performed by the
consultad pharmacist and the Assistant Director
of Nursing beginning 10/26111,

In-service fralning on tha nsed to notlfy the
Nurae-on-Call of any resldent's daath to disouss
the heed to nolify the Coronet, The facllity
implemented a process for the Assistant Dirastor
of Nursing to roview all deaths at the faollity to

&/4’ %/

1. It was not possible to correct this
Issue for resident #1 as he explred 7
hours followlng the administration

of tha second Incorrect dosage of
medication before cottective actlon
was taken,

As a final step to acknowledge the
resldent’s right for ari Investigation the
0IG was notified on 10/18/11 at
1:30pm by the BON and the coroner’s
office at 2:00pm on 10/18/11 by the
administrator,

3. Al Incldent/faccident reports,
medication error repotts, lab reports
and nurses notes for the time perlod of
October 17 through October 29

were reviewed to ldentify situatlons In
which the phystclan or family should
have heen called, if they were called,
and was physician responsa timely,

No other residents were found to be
affected by this deficlent practice.

3. The administrator contacted the
coronet’s office at approximately
2:00PM on October 18. The polley,
Death of a Resldent was revised by the
adminlstrator, DON and APON and
approved by the medical director. This
revislon provided [nstructlion ra: calling

ORM CMS-2667{02:06) Provious Verslons Chsalele
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the coroner’s offica {copy attached).
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determine the need to report to the Coronel’

Immadlate Jaopardy was vertfled to he removed
prio to exit on 10/28/11 wiih remalning
non-sompliance at 42 GER 483,10 Resident
Rights, 42 CFR 483,13 Resldent Behavlor, 42
CER 483,20 Resldent Assessment, 42 CFR
483.26 Qualily of Care, 42 CFR 483,76
Adminlstration, scope and severlly ata D", and
42 GFR 483,80 Pharmaoy Services, acope and
severlly at & "5, whila the faclllty develops and
Implements a plan of cortaciion to ashleve
subatantial compliance with regulaion and the
facllily's Quatly Assurance contlnues to monitor
the effectiveness of staff aduoatlon, ttlization of
tools developed and revisions to pollotes and
procadures,

WHSTMINSYER TERRAGH LOUIBVILLE, iy 40218
.. & EMENT OF DEFIGIENCIES oy PROVIDER'S FLAN OF GORREGTION i
;Qéd {Ejl:;{ Encr? '.S‘é"ﬁ‘é?éﬁl%’dsr I3 PRECEDED BY FULL PREFIY (EACH CORREQTIVEAGTION SHOULD ?AET . cozﬁ[%kggmu
TAG EGULATORY OR L8G IDENTIFYING INPORMATION) TS enoss«erskeggﬁgéﬁ g%e APPROPR ‘
' The administrator, DON and ADON
F 480 | Continued From page 60 F460F received tralning from tha President of

_staff from Hosparus. Nurses and CMTs

the company, a LNHA with 30 years
experience, on 12/5/11 (refer to
attached).

Mandatory Inservices for nurses and
CMTs wera conducted on 10/18/11 at
2:30 and 3:30pm. Topics covered were
Five Rights of Medlcation Adminstration
with emphasls on dosage calcutation by
our consultant pharmacist from D&R
Pharmacare; Identifying and Managing
Madicatlan Errors and Adverse
Consequences by the DON; Med dosage
calculatlon test and discusston by MDS
Coordinator from the home office {refar
to attachments). “Care of the

Hosparus Residents “and “Medlcation
Adminlstration” were presented as
mandatory Inservice for

all staff on 10/21/11 at 3:00pm,
10/22/11 at 2:00, 3:00 and 7:30pm and
10/24/14 at 11:00am and 1:00pm,
These were presented by education

were given a post test with all achleving
100%. Care of the Hospatus resldent
wlll also he covered In new employee
otentatlon and annually for all nursing
staff.

Mandatory inservice to address pollcles
revised by the administrator, DON and
ADON, “Charting and Documentation”
“Death of a Resldent”, “Identifylng and

TGRM CMS-2687{02-88) Prévious Vorslons Obsolele

Evant IDiBLLUH

Fauellty 101 100242

¥ 1y

DEC 20 200

OFRCE OF INSFECT IR
BIMSION 3F 8 = 3

i

| AN et Page 61 of 81
ED 4w A ; @
"‘Lg e . e ....,! '
' .U’ﬂ)! A BRH] |
Offics of inspacior Us era

Norihen Enforcernant Branen




Managing Medicatloh kirors and
Adverse Consequences”, and “Change
of Restdent’s Condition” were
presentad by the administrator
10/23/11 at 6:00pm, 10/24/11at
8:00am, 2:30 and 3:30pm and by the
staff development cootdinator on
10/25/11 at 11:00am, 1:40 and 2:30pm.
These same policles will racelve
increased emphasls during new
employee arientation,

« Ahuse and Neglect; Medical Director”
(copies attached} mandatory Inservice
was conducted for al} nurses and CMTs
on Friday 10/28/11 at 10 and 11:00am,
2 and 3pm, professional with emphasis
oh what constltutes neglect and how to
prevent It; who serves as the facllity
Medical Director and the need to notify
him In such clrcumstances by notiying
tha hurse manager on call. Those staff
memhets who were not present for
thesa two Inservices were contacted by
telephone and received the same
information. (100% “attendance was
achleved”), Subsequently those persons
have signed the attendance rosters
(attached) ta further verify thelr
participation,

The administrator has full
understanding of her error In not
recognlzing this neglect and fully
understands the varlous aspects of
neglect and the need for reporiing
same In the future.

All allegations of resldent abuse/neglect
will be reported to the appropriate
state agencies In a timely manner. A
mini inservica was presented by the
administrator to the two soclal service
professionals re: reporting
raquirements on 12/6/11 (refer to
attached}.

Med Pass observations and medicationh
dasage calculation have been added to
new amployee orlentatlon and annually
at the time of evaluation for all nurses
and CMTs.

The QA Commtttee meton October 24,
2011 and discussed the Immediate
Jeopardy situatton, Four audits, “Med
Pass Observations and Small Dosage '
Calculations”, Physician Calls”,
Medication Error and Notifications” and
#nanih nf a Raddant” were approved;

440

PAGE [ ]A

an abuse audit was also added.

4. An audit developed by the home
offlce MDS Cootdinator (copy attached)
will ba completed by the soclal service
representative for all allegations of
abuse, heglect of misapproptiation of
funds. Findings will be reviewed by the
administrator and reported monthly to
the Quality Assurance Committee for
thelr review and recommendations.
Med Pass observatlons and dosage
caloulations have been added to New
£mployee Orientation, will ba
conducted annually with each nurse
and CMT at the time of thelr evatuation.
Two rahdomly selected nutses or CMTs
will also be obsetved duting medicatlon
administration and tested for dosage
calculatlons each month by the
consultant pharmacist and the

ADON/SDC (form s attached). Findings
will be reported to the OA Committee
monthly.

Medicatlon errars wlll be monitored
Monday through Friday by the ADON
using the attached form, the Medlcal
Dlrector wiil review the findings weekly
during rounds for 3 months and then as
determined by the GA Committee. The

. QA Comimittee will review the findings

monthly and make recommendations,
The audit, “Physlclan Call Log” {copy
attached), will be used 24 hours daily by
staff when placing a call to a physiclan.
These will be checked weekly by the
ADON and a summary subnitted
monthly to the QA Committee for thelr
review and recommendations.

A new audit, “Death of a Resldent” has
heen implemented in order to assure
that calls have been made to the
coronet when indicated and in a timely
mannet, The ADON wili review the data
each morning Monday thraugh Friday
and report findings raonthly to the QA
Commitiee for their review and
recopnmendations.

The adminlstrator chairs the QARA
Comenlitee and reviews all data befora
It Is presented to the committee and
also participates In decislons re
compliance goal setting for each audf,

actions to be taken and length of time
e mmmddiin Hha anirdlis,




P10

Those persohs who are conducting the
audits are tralned by the administrator
who also chalrs the Committee and
oversees the program.

If repeated non compllance Is identified
prior to the QARA meeting the
person(s) involved will be sublect to the
corrective action process by thelr
supervisor. ‘

The Plan of Correction wlll be discussed
by the admlnlstrator with the medical
director, a representative from the
home office and the managers on site
who are responsible for the various
areas addressed In the POC. The
administrator will also discuss pertinent
Information frem time to time with
department heads In order to sollcit
thelr observations of practices. They
will'be asked to report negative findlngs
to the administrator. The adminlstrator
will meet weekly for one month and
then monthly with the DON and ADON
to discuss compliance status with the
POC.

The POC will be discussed In detall at
the January 18, 2012 QARA meating
with a partlal month of data submitted
for all new audits and all audits inftlated
will be presented with one full month of
data at the February 15, 2012 QA&A
meeting,
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AMENDED POC (2)

F490 3. The policy, “Identifying and
Managing Medication Errors and
Adverse Consequences” was also
revised by the administrator, DON and
ADON with final approval by the
medical director in October 2011 with
implementation on October 26, These
changes direct staff to report
medication errors with potential
adverse consequences to the attending
physician Immediately, Asinthe
previous policy the DON will be
contacted and likewlfse contact the
medical director if the attending
physician does not respond in an hour,
The medical director has advised that
he wiil resolve the issue and also
contact the attending physician re:
his/her noncompliance.

The policy “Death of a Resldent” was
reviewed and revised by the
administrator, DON and ADON and
inservices held with staff on 10/23, 24
and 25. Emphasis was placed on the
need to determine if the coroner should
be called and that the nurse on call
should be notified to discuss this.

4, Med Pass Observations using a tool
presented by Omnicare Long Term Care
Pharmacy through thelr consultant and
approved by QARA is used to conduct
chsetvations with all newly hired nurses
and CMTs during thelr orientation
process and with every nurse and CMT
as part of their annual evaluation. Six
randomly selected nurses or CMTs will
also be observed each quarter by the
consultant pharmaclst and ADON/SDC.
(the ADON/SDC were tralned by the
consultant pharmacist re:! use of these
tools.) A dosage calculation test
developed by the DON and approved by
the pharmacist and medical director
will be used at these same times. This
audit will provide education to the staff
as well as identify their performance

72&?2 findings weekly.

7. £/ .

level, They must achieve 100% In both
areas in order to administer
medications. Resulis will be reported
monthly to QARA for their review and
recommendations. The administrator
will review the results of each as they
are completed. This process was
implemented in November 2011,
Effective November 1 the occurrence of
medication errors is being monitored
Monday through Friday by the ADON
using a form developed by the home
office MDS Coordinator and approved
by QA&A.. The administrator discussed
the use of the form with the ADON.
The Medical Director and administrator
will review the findings weekly for 3
months and then as determined by the
QA Committea. The QA Committee will
review the findings monthly and make
recommendations

A new audit, “Death of a Resident” was
implemented 12/1 in order to assure
that calis have been made to the
coroner when indicated and th a timely
manner. The ADON atter discussing
how to conduct the review has been
reviewing the data each morning
Monday through Friday and will report
findings monthly to QA &A for their
review and recommendations.

The administrator will review the ADON
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