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A Revisit survey to verify correction of the PoC
was initiated and completed 12/29/15. It was
determined the facility had corrected deficiencies
as of 12/14/15, as alleged in the PoC and no
other regulatory violations were identified.
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following the date of survey wheather or not a plan of comection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite 1o conlinued

program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:MSD812 Facility ID: 100299 If continuation sheet Page 1 of 1



Department of Health and Human Services \%‘ﬂ' aéq 20 Form Approved

Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report o

Public reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing Instructions, searching existing dala sources, gathering and
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F 000 | INITIAL COMMENTS | FO000| goop
Submission of this Plan of Correction does not
AMENDED | ! constitute admission or agreement by the provider |
| of the truth or the facts alleged or conciusions set
' An Abbreviated Survey/Partial Extended Survey | torth in the Statement of Deficlencies. The Plan of
Comection is submitted solefy because it is requi:eﬁ
investigating Complaint #KY23928 was ! the provision of federal and State faw
! conducted on 10114715 through 10/30/15, | By the gr ‘

Complaint #KY23926 was substantiated with |
| deficiencies cited at the highest Scope and 1
| Severity of a "J", | |
| Resident #1 was receiving Coumadin f
(anticoaguant/blood thinner) six (6) miliigrams | ,
| (mg) tablet; and, a three {3) mg tablet once daily, |
on Monday, Tuesday, Thursday, Friday and l
| Sundays; and, ten (10) mg tablet once daily on | I
Wednesdays and Saturdays. The facllity care
| planned to obtain laboratory (iab) tests as |
ordered. However, on 09/10/15, the physician
| wrote an order on the laboratory report 10 recheck |
| the resident's Protime {PT)/Intemational . |
Normalized Ratio {(INR) (measures the clotting i i
| time of the blood} in one (1) week. The Licensed | '
Practical Nurse failed to transcribe the lab
correctly and wrote the order to obtain the lab on i
| 1017115 (five {5) weeks later) instead of on |
08/17/15. J

|
The facility’s systam to ensure lab orders were |
| obtained correcily was ineffective. The facility |
| falled to obtain the PT/INR on 09/17/15. Cn i
10/10/15, the resident was sent to the Emergency |
| Room with stoka like symploms and a changs in i !
mental status. The resident was admitied to the
hospital and latar died on 10/11/15 with diagnosis | |
| of Massive Cerebrovascular Accident i
{CVA/stroke) ! |

| Resident #3 was receiving Coumadin three (3) i '

i L,
. . é'rrrus /2 A{ /g;:.\rs

R REPRESENTATIVE'S SIGNATURE
ment ending with an aslerisk {*) denoles Jiefll:luncy which the Inzlliution may be excused from comracting providing i is determined thal *
olhat safeguardEprovide sufficiant profection to tha patients . (See inatructions,} Except for nursing homes, the findings stated above are disclosable 20 days
following the date of survey whether or nat a plan of correction is provided, For nursing homas, the abave findings and plans of conrection are disclosable 14
days following the dats these documents are mads available to the facility, If deflciencies are clied, en approved plan of correction is requisite to continued
program participation,

LABQRATONYADIRECTOR'S OR PROVIDER/SUP
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COMPLETION
| DATE

I L}
F 000 Continuad From page 1 ‘

| mg tablet daily. The facility care planned to obtain

labs as ordered; however, on 08/17/15 the |
| physician wrote an order fo recheck tha resident's

PT/INR level on D8/31/15, However, the facility |
i failed to obtain the lab as ordered. The facility's

system for checking to ensure lab arders were

obtained as ordered failed to identify that |
| Resident #3's PT/INR was not obtained on

08/31/15. i
1
l Immediate Jeopardy (IJ) was identified in the |
| @reas of 42 CFR 483.20 Resident Assessmant at
'F282; 42 CFR 483.25 Quality of Cara at F329; 42

CFR 483.60 Pharmacy Services at F428; and 42
| CFR 483.75 Administration at F514, Substandard

Quality of Care was identified at 42 CFR 483.25 |
| Quaiity of Care. immediats Jeopardy was

identified on 10/19/15 and delermined to exist on |
l 08/31/15. The facility was notlified of the

Immediate Jeopardy on 10/19/15. An acceptable !
| Allegation of Compliance (AoC) was recsived on

10/29/15 alleging the IJ was removed on |
[ 10r27115.

| The State Survay Agency validated the AoC and
determined the Immadiate Jeopardy was |
| removed on 10/27/15. The Scope and Severity
was lowered to a "D" for 42 CFR 483.20 Resident i
Assessment at F282; 42 CFR 483.25 Quality of
Care at F329; 42 CFR 483.60 Pharmacy Service l
| at F428 and 42 GFR 483.20 Administration at
F514, while the facility develops and implements '
| the Plan of Correction (PoC); and, the facility's
Quality Assurance (QA} monitors the
I effectiveness of the systemic changes. |
F 164 | 483.10(e), 483.75(1)(4) PERSONAL
S5=€ PRIVACY/CONF IDENTIALITY OF RECORDS |
|

F 000

F 164
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The resident has the right to personal privacy and

| confidentiality of his of her personal and dlinical

| racords.

_ Parsonal privacy includes accommodations,

! madical freatment, writtan and telephone
communications, persanal care, visits, and

| meetings of family and resident groups, but this
does not require the faciiity to provide a private

| room for each resident.

| Excapt as provided in paragraph (8)(3) of this
section, the resident may approve or refuse tha

| releass of personal and clinical records to any
individual outside the facility.

|
The resident's right fo refuse release of personal

| and clinical records does not apply when the
resident Is transfarred to another health cara

| institution; or record release is required by law.

| The facility must kesp confidential all information
contained in the resident's records, regardless of

’ the farm or storage methods, except when

| release Is required by transfer to another
healthcare institution; law; third party payment

| contract; or the resident.

|

| This REQUIREMENT is not met as avidenced
by:

| Based on observation, intarview and review of
facility policy and procedures, it was determined

! the facility falled to ensure two (2) of seven {7
sampled residents (Resident #3 and Resident
#73; and, four (4) unsampled rasidents’ {Resident

| A, B, C, and D} medical records were kept

. confidential.

i

483.10(e), 483.75(1)(4) PERSONAL
PRIVACY/CONFIDENTIALITY OF RECORDS |

12114115
Personal Privacy / Canfidentiality of Records
It is the routine practice of Creekwood Place
Nursing and Rehab to keep Information
contalned within the resident's record I
confidential.

Coirective Action for Residents Affected:
The nurse administering medications on 300 hTII
to Resident # 3 and Resident #7 and the 4
unsampled residents, was provided education
regarding covering residents' Medication |
Administration Record (MAR) to protect
confidential information on 10/15/15 and
10/22/15 by Reglonal Nurse, She completed a
post test on 10/21/15 1o vaiidate comprehenslcrl
of the lraining.  She was manitored during
multiple observations by Director of Nursing,
Stalf Development Coordinator, Regional Nursé.
and Quality Management Nurses (o observe fn"
continued concerns following education to
assure information was properly covered.

How other residents with potential to be
affected are Identified; |
Unannounced rounds by Director of Nursing,
Stalt Development Coordinator, Reglional Nu
and Quality Management Nurses to observe fo
proper covering of MARSs when unattended,
were made on 10/14/15, 10/15/15, 10/16/15,

10/19/15, 10/20/ 15 and 10/21/15. |

Education was initiated with all licensed nurses
and Certified Medlcation Aides/Techniclans
(CMT) on 10/14/15 by Regional Nurse and |
10/19/15 by Staff Development to provide
retralning that Medication Adminlstraton i
Records are to be

i

FORM CMS-2567(02-89) Previous Verslons Chanletn

Event ID: MSDA11

Faciky i(x: 100209

If continuation sheat Pags 3 of 113




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/01/2015
FORM APPROVED
OMB NO. 0938.0381_

CENTERS FOR MEDICARE & MEDICAID SERVICES

b

The Medication Administration Record (MAR) for
| Resident #3 and Resident #7; and, Unsamplea
Residents A, B, C and D were observed
| unattended and exposed for public view on
10/14/15,

The findings include:

I Reviaw of the facility's policy titled, “Privacy,
Dignity and Confidentiality” not dated, revealed
tha resident’s personal information will not be left
unattanded and uncovered in areas that ars

| visible to the public.

j Obsarvations during a medication pass with
Registerad Nurse (RN) #1, on 10/14/15 &t 5:15

| PM through 5:45 PM, revealad the MAR baok
was left open and Unsampled Residenls A, B, C,
D's and, Residents #3 and #7's MARs were in
plain view. An unidentifiad person was observed

i by the medication cart, during this time.

| Inferview with RN #1, on 10/14/15 at 5:46 PM,
revealed she should afways cover up the medical
| records of each resident. She stated she had just
got in a "tazy” habit of not covering the MAR when
i leaving the madication cart.

| Interview with the Director of Nursing ( DON), on
101515 at 2:10 PM, revealad she would expect

! all staff passing medications to provide
confidentiality by covering the MAR befors leaving
the medication cart.

| Interview with the Administrator, on 10/15/15 at

4:35 PM, revealed she would have expected all
I staff passing medications to keap all information
; confidential, by covering the MAR up before
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! [
F 164 Continued From page 3 F164  £184 Continued |

closed or covered when unattended. A post tesq
was administered from 10/1.9/25 (o 10/27/1S to
verify comprehension.

This training is being provided to newly hired
nurses and CMTs as part of orientation by the
Staff Development Coordinator (SOC), Asslstant
Director (ADON)ot Nursing or Director of
Nursing (DON), |

On 11/23/15 a laminated sheet was placed an a|l
Medication Carts to provide a readlly accessible
toal for covering Information by the Director of
Nursing.

I
Monitoring measures to assure solutions anT
sustained ;

Unannounced rounds will be conducted by the |
DON, ADON, SDC, Unit Managers, and/or
Reglonal Nurses to validate that the residents
personal/confldental informatlon is not left |
unattended In area that are accessible to
unauthorized persons. These rounds will be
conducted 3 x weekly for 4 weeks to include all
shifts and weekends, and then weekly for & |
weeks on varying shifis. Findings of these
rounds will be reported to members af the
Quality Assurance commitiee {Administrator, |
Director of Nursing, Assistant Diractor of
Nursing, Unit Managers, or Staff Development |
Coordinator). Based on the findings the
committee will determine if the frequency may I
be decreased to monthly for six months.

FORM CMS-2567(D2-59) Previous Versions Obzolete

Event ID-MS0B11

Facilly ID. 100299

if continuation sheel Page 4 of 113



PRINTED: 12/01/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
NTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
Cc
185313 B. WING 10/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
107 BOYLES DRIVE
CREEKWOOD PLACE NURSING & REHAB CENTER, INC RUSSELLVILLE, KY 42276
{X4)1D SUMMARY STATEMENT OF DEFICIENCIES i [[»] I PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
e | REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. ! [' DEFICIENCY) f
F 184 Continued From page 4 | F 164
leaving the the medication cart. I
F 282 483.20{Kk}{3)(Il) SERVICES BY QUALIFIED | F 282 F282
Ss=i PERSONS/PER CARE PLAN 483.20(k)(3){ii) SERVICES BY QUALIFIED |
. dod o by he fac _ | PERSONSIPER CARE PLAN
@ services prov or arranged by the facility
must be provided by qualified persons In | it s the routine practice of this facility to pruvlde|
accordance with each resident's written pian of | or arrange services by qualified persons in
care, | accordance with each resident's plan of care.
' | Corrective Action for Residents Atfectad:
| Resident #1 was no longer a resident of the
| This REQUIREMENT s not met as evidenced | facllity, so no additional action could be taken,
by: The care plan for Resident # 3 was reviewed on
Based on interview, record raview, review of the I 10/14/15 by the MDS Coordinators and it was |
| facility's policy and procedure, and review of | ::Egg:;‘;ﬂ"g;ﬂ‘ﬁ?fggﬁgg‘:ﬁ?‘" labs
. Hospilal Records and laboratory (fab) reports, it | physician. At the time of the audit, Resident # S'F
was determined the facility failed to ensure the | currently ordered labs had been obtained and ' 12/14/15
care plan was followed for two (2) of seven (7) | her PTANR results had been reported to the
| sampled residents related to obtaining labs physician. |
(Resident #1 and Resident #3). | I How other residents with potential t be
| Resident #1 was care planned for Atrial | affected are Identified:
Fibrillation and the use of Coumadin i )
On 10/11/15 an audit was conducied by the
| (anticoagulant/blood thinner) with an intervantion | Director of Nursing (DON) and Quamyby I
to obtain laboratary (fab) tests as ordered and | Management Nurse (QMS) for all residents
| report to the Physician. On 09/10/15, Resident | receiving warfarin to valiqate that PTANR testin
' #1's Physiclan wrote an order to repeat PT | was current. PT/INR testing from 8/1/15 to
| (Protime) INR (international Normalized Rafio) fn ;ﬁ’&fuwn:f‘{gﬁmdl?m‘?‘ﬂ“ﬁ;‘&”ﬂm
one (1) week (09/17/15) on the fab report, ' M g
H h g [ audit that it was identified Resident #3 had
| However, the nurse transcribed tha lab to be | missed her ordered test for 8/31/15. An
drawn on 10/17/15 (five {5} weeks later) in the lab | additional audit was conducted on 10/24/15 by
book, which resulted in Resident #1's PT/INR not | the Quality Management Nurse (QMS) and the |
being drawn. On 10/10/15, Resident #1 was Reglonal Nurse Consultant for all residents
| sent to the local Emergency Room with | recelving other significant medications requfrinq
: titration and/or Jab monitoring from to validate
stroke-like symptoms and the hospital labs | | that residents had all t:l.trrentg ordered lab tests.
revealed the resident's INR was 1.30 which was ' ;
. i All residents having orders for monitoring of |
below therapeutic range (2.0-3.0). Resident #1 i significant medications had current resuits.
| éxpired on 10/11/15 with a diagnesis of Severe i
Cerebral Vascular Accident (CVA/stroke), | U
i ' | I
FORM CMS-2567(02-99) Previous Versions Obaolete Event ID.MSD811 Fachity ID: 100299 I continuation sheal Page 5of 113
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| Resident #3 was care planned for Anticoagulant
therapy and the use of Coumadin with an

| intervention to obtaln labs as ordered and to
report lab resulls to the Physician. On 08/17/15,
Rasident #3's Physician wrote an order to repeat

| PTANR on 08/31/15; and on 08728115 to repeat
Residant #3's PT/INR every three (3) days until

I 1004115 (09/30/15 and 10/03/15). However,
reviaw of Resident #3's lab reports revealed there

] was no dacumenied evidence the lab work was
completed on 08/31/15 and 08/30/15, as orderad.

The facility's failure to implemant the care plan

| related to monltoring Coumnadin levels through
laboratory testing has causad oris likely to cause

| serlous injury, harm, impairment or death to a
resident. Immediate Jeopardy was identified on

| 10/19/15 and determined 1o exist on 08/31/15.
The facility was notifled of the Immediats

| Jeopardy on 10/18/15. An accaptable Allegation
of Complience {AaC) was received on 10/29/15.

The State Survey Agency validatad the AoC and

| determined Immediate Jeopardy was removed on
10/27/15. The Scope and Severity was lowared

| to & "D” while the facility develops and

" impiemants the Plan of Corection {PoC}; and,

| the facility's Quality Assurance (QA) monitors the

. effectiveness of the systemic changes.

!

| The findings include:

I Review of the facility's policy and procedure titied,
“Comprehensive Care Plans®, last revised
04/03/13, revealed it i3 the facility's policy that
residents will have a plan of care for assaessed

| needs and a care plan will be developed based
on assessed needs. Care plan approaches will bs

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
185313 it 10/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
CREEKWOOD PLACE NURSING & REHAB CENTE INC forBo ORIVE
R, RUSSELLVILLE, KY 42276
X0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE | ™ oare
| DEFICIENGY)
i T t |
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b An audit was conducted on the care plans of afl
residents receiving warfarin to assure that all ha'd

| acare plan problem addressing their use. The
care plan of any resident who did not thoroughly

, address the anticoagulant use, was revised. Tnis

| was compieted by the MDS Coordinator and
MDS Nurse on 10/14/15. An additional audit was

| conducted on all residents recelving other
significant medications requiring titration andfor
laboratory monitoring by the Quality

| Management Nurse (QMS) and reglonal nurse
consultant on 10/24/15. Any care plan that
lacked the need to monitor for these medicationk

i was revised by the regional nurse consultant
and/or the QMS (Quality Management Nurse) at

| that time.

| Measures or systemic changes put in place !
to prevent recurrence:
A new protocol was developed on 10/12/15 by

l the Quality Management Nurse for writing orders
to reflect changes in warfarin/Coumadin orders. |

| The process Includes: discontinuance of the
previous order, it not continued, new dose clenr[y

j stated, frequency/finterval for next required test
and the date scheduled to meet that {requency.

I Education was initiated with all licensed nurses

* regarding this protocol change on 10/12/15, by
the Quality Management Nurse (QMS), the |

| Director of Nursing (DON), the Staff
Development Coordinator (SDC) and Regional |

| Nurse Consultant. Follow-up education,to
reinforce the training regarding anti-coagulant |

{ medlcation orders was started with licensed |

nurses by regional nurse consultants on 10119!15
and post testing was given to verify

| comprehension. Afl licensed nurses have
completed education except those on leave or |

| PRN staff whe have not been avallabie for work
or training. These staff members as well as any

| temporary or agency persannel will be trained
prior to being aflowed to work. This training has

| been added to the orientation material for newly

f
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communicated to staff for use in providing
| direction of care. The plan of care will be
reviewed and revised when indicated, based on
l the resident's response,
|

1. Closed record review revealed the facility

| admitled Residant #1 on 11/26/13 with diagnoses
which included Late Effect Cerebrovescular

| Disease, Hemiplegia, Cerebral Vascular Accident,

| and Afrial Fibrillation, Review of the Physiclan's
Orders, dated 09/10/15, revealed the residant

I recaived Coumadin 9 milligrams (mg) each
Monday, Tuesday, Thursday, Friday, and Sunday;

I and, 10 mg each Wednesday and Saturday.

' Raview of the Comprehensive Care Plan related

| to Resident #1's diagnosis of Atrial Fibrillation and
use of Coumadin, last revised 09/23/15, revealed

| an intervention for staff to obtain labs as ordered

| @and regort to the physician,

| Review of a Laboratory Report, dated 06/1 0/15,
revealed Resident #1's Protime (PT) level was
18.4 seconds (normal: 9.0-13.0) and the
International Normalized Ratio (INR) was 1.74
(narmal: 2.0-3.0), indicating the resident’s INR

| was below therapeutic range. Further review
revealed the physician documented on the lab

| "no change in the Coumadin order, rapeat the
PTANR in one (1) week" (09/17/1 5). Review of
the Laboratory Book revealad the PT/INR test
was documented to be completed on 10/17/15
(approximately five (5} weeks), Instead of in ons

| week, as ordered (09/17/15). Review of Resident

| #1's Laboratory Reports revealed no documented
evidance the facliity ensured a PT/INR test was

| obtained on 09/17/15, per the physician's order

| and the care plan.
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[
| hired licensed personne! by the Staff
| Development Coordinator. |

| Clinical AQA (Abbreviated Quality Assurance) !
members to include the MDS Nurses, Unit

| Manager, Staff Development Coordinator, and |
the Director of Nursing will also monitor through

i the AQA (Abbreviated Quality Assurance)
process to verify that orders for PT/INR-

| Antcoagulants are correcty written and |
scheduled. They were educated in the

i validation process by the Administrator on !
10/13/15. Additional education was initiated on

| 10/24/15 regarding significant medications that |
require lab monitoring with the clinical AQA te

| by the reglonat nurse consultant, and continued
with remainder of clinical AQA nurses an their

i next day worked with completion on 10/26/15,

| MonHRoring measures to assure solutions aré
sustained ;

| The MDS Coordinatars will develop the care
plans that reflect the nead to obtain and monitoq

| lab values for residents on medications that
require titration or manitoring. Compliance withj

I obtaining lab values for medication monitaring
will be monitored through the second check by |

| charge nurse and oversight by the Clinical AQA
team (Director of Nursing, MDS Coordinaltors, |

| Unit Managers, Assistant Director of Nursing, or
the Staff Development Coordinator). AddlﬂnnalL

| monitoring will be provided through review of th
care plan Interventions through the quarterly |

| review by the interdisciplinary care plan
team{ MDS CoordInator, MD'S Asslstant, SSD, |

I and/or CDM). In the event a coricem is

| identified through interdisciplinary review, the |
identified concern will be immediately reported

| 1o the Director of Nursing and Administrator for
action. Audit of the care plans of residents

| receiving significant medications raquiring lab
manitaring will be conducted monthly for three

| maonths and then quarterly for ane year by the |
Director of Nursing, Assistant Director of Nursiqg

I ar Regional Nurse Consultant.
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| Review of the Nurse's Nole, dated 10/10/15 at | | !
8:00 AM, revealed Resident #1 was transferred lo

| the local Emergency Room (ER) with stroke-like | i '

| symptoms. Review of lab values abtalned in the ' |
ER, on 10/10/15, revealed Rasident #1's INR was |

1 1.30 which was below the therapeutic rangs. I
Review of hospital records, revealed Resident #1 | |

| expired on 10/11/15 wilh a diagnosis of Severe | i
CVA (stroke). |

interview with Licansed Practical Nurse (LPN]) #1, |

| on 10/1515 at 4:00 PM, revealed she was awars i |
a lab order was missed for Resident #1's PT/INR. I

| She slated she wrole the order for 10/17/15, | |
instoad of 09/17/15. LPN #1 stated she did not |

| know why she wrate 10/17/15 l !

| Interview with the Director of Nursing (DON), on I I
10/14/15 at 2:30 PM, revealed she was not aware I

| the residents' PT/INR tests had not been checked i |
on 09/17/15 as ordered, and per the plan of care, J

| until after Resident #1 was sent to the ER on | |
10/10/15. She stated ancther nursa had !

| reviewed the resident's chart and identified the | !

i order had been transcribed to be obtained on | |
1011715 instead of 09/17/15, :

| inferview with Resident #1's Physician, on | | !
1 10/15/15 at 1:40 PM, ravealed he had been
requesting Resident #1's labs weekly due to i I
| fuctuations in the resident's levels. He stated he | I
did not know what the resident's PT/INR was prior |
I to going to the ER because the facility did not get I !
the last PT/INR that was ordered for 09/17/15. !
He further stated, missing the ordered lab tast | |
could have affected the resident's lavel and if the |
levals were low for an extended time, this could | | |
| have contributed to the resident's CVA/stroke. | ]
|
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2. Record raview revealad the facility admitted
| Resident #3 on 01/18/13 with diagnoses which
included History of Vein Thrombosis/Embolus and
| ier Placemant Right Femoral Artery. Review of
the Physician's Order, dated 04/06/1 5, revealed
to administer Coumnadin 3 mg tabiet daily.

’ Review of the Camprehansive Care Plan related

| to the resident's Anticoagulant Therapy/use of
Coumadin, dated 03/22/15, revealed an

| intervantion to obtain labs as ordered and to

" report lab resuits to the physician.

Review of a Physician's Order, dated 08/17/1 8,
| and Laboratory Book, ravealed to recheck the
resident's PT/INR ievel on 08/31/15. However,
reviaw of the resident's Laboratory Repors
revaaled there was no documented evidence g
| PTANR was abtained on 08/31/15 per the
i physician's order and the resident's cara plan,

In addition, review of a Physiclan's Order, daled

| 09/28/15; the Septembar and October 2015

| Medication Administration Records (MAR's); and,
the Laboratory Book revealed to repeat Resident

| #3's PT/INR evary three (3) days until 10/04/15
(09/30/15 and 10/03/15). Review of Resident

| #3's Laboratory Reports revealed there was no
documented evidence the PT/INR was obtained

| an 08130115

! interview with Director of Nursing (DON), on

| 10/14/15 at 2:40 PM, revealed the PT/INR
ordered for Resident #3 that was to be obtained

| on 08/31/15 was missed. She stated Resident #3
was transferred 10 ancther roam on a diffarent
hallway for a brief period of ime and that could

| have contributed to the omission. She stated if

_the resident's lab page did not get transferred
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" over with the other paperwork it could have been

| a factor in the omission of the lab test. However,
further intervisw revealad the resident was not

| transferred to another hall until 10/27/15 which

| was after the labs should have been obtained.

| **The facility implemented the following aclions to
| remova the Immediate Jeopardy:

| 1. On 10/11/15, an audit was conducted by the
DON artd Quality Management Nurse (QMN) on

| all rasidents recelving Coumadin to validate that

' PT/INR testing was cument. PT/INR testing from

| 08701115 through 10/11/15 was reviewed to
validate that all residents had current PT/INR

| tests. It was through this audt that it was
identified Resident #3 has missed his/her ordered

| test for 08/31/15,

I 2. An additional audit was conducted on 10/24/ 15

| by the QMS and Regional Nurse Consultant
(RNC) for all residents receiving othar significant

| medications requiring titration and/or lab
monitoring to validate that tha residents had all

| current ordered tab tests with no concarns
identified. Any care plan that lacked the need to

| monitor for these medications wera revised by the

| regional nurse consultant or the QMS at the time.

I 3. An audil was conducted on the care plans of
all residents receiving warfarin to assure that all

" had a care plan problem addrassing their use.

| The care plan of any resident which did not
thoroughiy address the anticoagulant use was

| revised. This was completed by the MDS

| Coordinator and the MDS Nurse on 10/14/15.

| 4. A Qualily Assurance meeting was held

i
F 282,
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| 16/12/15 by the Administrator with the DON, the
Staff Development Coordinator (SDC), the QMN,
and the Unit Manager to identify the root cause of
the missed lesting and to develop action plans to
prevent re-occurrence. A call was placed to the

l Madical Director by the Administrator on 10/12/15
lo review the actions planned and the QA

| findings. Furthar communication was made daily
until the Medical Director was raached on

10114115,

|
S, A new protocol was developed on 10/12/15 by

| the QMN for writing orders to reflect changes in
warfarin/coumadin orders. The procass includes:

| discontinuance of the previous arder, if not
continued, new dose clearly stated,

| fraquency/finterval for next required test and the

' date scheduled to meet that frequency. The

! | Administrator reviewed the new protacol with the
' Medical Director an 10/15/15.

I 6. Protocol for nurses writing coumadiniwarfann
orders as well as ofher significant medications
raquiring titration and or laboratory monitoring
and documenting was revised to include clearly

| stating current orders and including both the
frequencyfintarval of testing as well as the
scheduled date. The process includes a second

| nurse validating accurate transcription of the

| order compaonents.

7. The lab order monitoring process was revised
| by the QMN on 10/12/15 to ba mads a part of the
active Abbreviated Quality Assurance {AQA)

| Program. The AQA meeting is conducted
Manday through Friday excapt halidays. During

| the AQA meeting, the adminisirative nursing team
members {DON, ADON, SDC or Unit Manager)

| will raview fab reports, relumed labs from the MD
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| and the lab book, to validate that all accurately
| members will aiso monitor through the AQA

| anticoagulants are correctly written and

! process by the Administrator on 10/13/15.

regarding significant medications that require lab
| monitoring with the clinical AQA team by the

i AQA nurses on their next scheduled day worked
with completion on 10/26/15.

|

receiving the order is respansibie for placing the
] lab on the lab book on the corresponding date. If

| month, or is recurring, it will be listed on the future

| placed in tha AQIA box for review In the next AQA

| The night shifit charge nurse will complete the lab
| shift which they are due. If the date is designated

| come draw the lab. I its not a lab day, the night

| on duty or another nurse if difficulty is
encountered. If at shift change an on coming

| lab resull is received, the charge nurse raceiving

on which orders were noted, transcribed orders, |
correspond and were complele. Clinical AQA I
process to verify that orders for PT/INR- |
 scheduled. They were educated in the validation i

| Additional education was initiated on 10/24/15 l

RNC, and continued with the remainder of clinical t

The new process is as follows: |

Upon receipt of an erder for a lab tast, the nurse |

the lab is to be performed on an upcoming |
date paga. The order, as with other orders will be |

| meeting. I

requisitions for the ordered lab on or before the |
a lab day a represantative fromt local hospital will I

. shift nurse Is responsible for drawing the labs and l
having them delivered to the local hospital. |

I
All stat Iabs are to be drawn by the charge nurse i

charge nurse may draw the specimen, When g |
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| the lab resull is to fax the results to the physician
unless the result is a critical value. M there is a

| critical vafuer, the results will be called to the
physician by the charge nurse. After the

| physician reviews the lab result, ha will fax or cail
the charge nurse to acknowledge and provide

| new orders as indicated. When an order is written
on the lab resull, the charge nurse is to write a
telephone order containing the order change and
any future labs ordered. Anticoagulants should

| contain both frequency and scheduled date. Tha
nurse will transcribe any medication change on
the MAR as indicated and place the ordered test

I on the appropriate date on tha lab book. The
accuracy of the transeribed order and the fab

| baook Is to be validated by a second nurse. The
lab report should be placed in the AQA box and

I the white and yellow copies of the order in the
section designated for orders.

If there are no orders when the doctor

| acknowiedges the lab results, the acknowledged
results are to be placed in the AQA box for review

| by the clinical AQA committee. Phone orders and
lab results will be brought into each AQA meeting

| by the DON or Unit Managers along with the lab
book and the charts. During the AQA process, the

| tab book will be checked by the DON, SDC,Unit
Managers, ADON, 2 with the lab orders to verify

| the lab was placed on the correct schedulad day.
Pravious days lab orders on the lab book will also

| be checked by the AQA team to verify they were

| completed and results receivaed.

. The AQA meeting is conducted Monday through
! Friday except holidays. Proper complation of lab
orders from weekends and holidays will be
verified in the next AQA mealing in addition the

| @n-call nurse validate during the weekend and
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| holidays.

| The on call Administrative Nurse for tha weekend
or haliday will validate that all stat or follow-up

| labs that are ordared are scheduled and
obtained. On the following working day, the AQA
clinical team will review the lab results, schedule

I and orders o verify that all orders and resulls are

' correclly scheduled, obtained, resulis fecaived,
communicated to the physician and orders

| correctly transcribed.
8. Education was Initiated with all licansed
nurses regarding this protocol change on
10/12/15, by the QMN, the DON, SDC and ths

| Regional Nursa Consultant. Follow-up education
to relnforce the training regarding anti-coagulant
medication orders was started with licensed
nurses by Reglonal Nurse Consultant on 10/19/15

| and post testing was given lo verify
comprehension. All licensed nurses have

| completed education axcept those on leave or
PRN staff who have not been available for

, training. Any temporary or agency parsona) will
be trainad prior to being aflowed o retumn to work.,

| Education was initiated by the QMS, DON, SDC,
RNC with licensed nurses regarding

i enticoagulant orders and the required
companents fo be included In the transeribad

| physiclan’s order. The education was completed

i with scheduled nurses an 10/16/15. Any PRN

| staff, temporary staff and agency staff have been

| trained prior to beginning work. The written arder
is lo include: Discontinuing the current dosage i

| there Is to be a change, new arder or statament
to continue current dosage, the interval or

 frequency for future testing and the gate that

| treating is to ba done. Follow-up education with
licensed staff regarding anti-coagulant orders and

b

FORM CM8-2567(02.99) Previous Varsions Obsalels

Event ID:MSDE 1t

Faciity ID. 100299

I eonlinuation sheet Page 14 of 113




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/01/2015
FORM AFPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES

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

185313

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

8. WING

(%3) DATE SURVEY
COMPLETED

c

10/30/2015

NAME OF PROVIDER OR SUPPLIER

CREEKWOOD PLACE NURSING & REHAB CENTER, INC

ETREET ADDRESS, CITY, STATE, ZIP CODE

107 BOYLES DRVE

RUSSELLVILLE, KY 42278

(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX . (EACH DEFICIENCY MUST BE FRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

]

PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION %51
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DRI

DEFICIENCY)

F 282 | Continued From page 14

the required components ta be included in the
transcribed physiclan's order was startad on
10/19/15, by the RNC and post testing was given
to verify comprehansion.

To further validate comprehansion beginning on
the night shift on 10/25/15, nurses were required
to successfully complete a packet demonstrating
accurate transcription of three (3) sampled lab
resuflts of values impacted by high risk
| medications. Tasting is ongoing, no staff

members, to include temporary staff or agency

staff, will be aliowed to work prior to completing
competency testing. The education on the lab

I order completion and moniloring process will be
conducted with licensed staff by the SDC, DON,

or GMN prior to the next shift worked, Education
will include agency and temporary staff.

Education with Nurses and Certified Medicsation
Technicians (CMTs) was initiated 10/13/15
regarding accurate documentation on Medication
Administration Records (MAR). This education
has been provided by the Staff Development
Coordinator (SDC), DON, QMS and the Reglonal
Nursa Consullant. CMTs and licensed nurses
were educated to document In accordance with
professional standards and to complete
documentation immediately following delivery of
the medication. They are to raview
documentation at the end of their shift with the
i oncoming staff member or peer. If
documentation omissions are identified, the
nurse/CMT may document only if they recalt with
certainty that the medication was provided. if the
| madication was missed they are to contact the
MD and follow the medication error procaess and
physician’s actions that are ordered, This
aducation has been angoing and will conlinue

F 282
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with oncoming staff prior to their next shift worked
io Include temporary or agency staff. PRN staff
who have not been available for education were
sent a letter by the SDC on 10/23/15 explaining
that they must complete education prior o
working again. They will also be required to
demoanstrate compstency.

Education reinforcing the requirement to review

MAR/TAR, and initial to signify the administration

of the medication or task after it is completed was

initiated by the DON,

QAMS, SDC, RNC on 10/12/15. Follow up

education was started on $0/18/15 by the RNC

and was completed on 10/26/15 with scheduled

| licensed nursing staff. Any PRN staff, temporary
staff and agency staff have been trained prior to
beginning work. Any additional PRN, temporary

| or agency staff, who will be assigned shifs in the
future will recsive training and post testing prior to

. beginning their next shift duties.

9. To heightan the nurses' awaraness of
anti-coagulants and the need to monitor
corresponding labs, all antl-coagulanis were
moved 10 the nurses MAR far administration by a
licensed nurse. Prior 1o this review,

| Coumadin/Warfarin, and Lovenox were the only
anticoagutants exclusively administered by the

| nurses. This change was made by the QMN on
10411115,

| 10. As part of the QA investigation it was noted
that there were documentation omissions/errors

| on the residents MAR. Omissions/errors in
administration of medication and inaccurate

| documentation regarding oblaining PT/INR on
09/17115 were identified. LPN #1 inaccurataly

| transcribed the order that should have been
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| scheduled for 08/17/15 as 10/17/15, on the
physicians order, and initialed as 09/17/15 on the
| MAR. She was issued a final written waming by
the DON on 10/11/15, and instructed that she
must have a sacond nurse verify all transcribed
orders of any kind. She was further instructed by
the DON to have an administrative nurse conduct
| an additional review. |n the absence of a
administrative nurse an altemnate nurse will be
assigned on the assigned shift. (This nurse is not
| assigned to work weekends),

11. The Reglonal Nurse Consultant mel with LPN

! #3 on 10/13/15 to discuss documentation
omigsions on the MAR. LPN #3 was the usual

| nurse on that unit on her scheduled days,
lollowed a regular routine, and the administration
of his medication was a standard part of her

| routine. She had failed to initial the medication
when she administered it. The following day,

| furthar discussion was held with Nurse *B* and
the Quality Management Specialist. A writtan

| warning (disciplinary action) was preparad by the
Direclor of Nursing and was issued on 10/14/15

I by the Quality Management Specialist for failure
lo document medication administration.

l 12. To monitor angoing accurate transcription of
Coumadin and PT/INR orders as wall as other

| significant medications and corresponding lab
monitoring and complstion of ordered testing and

| compliance with cara plan as it relates to
obtaining labs as ordered. Al telephone orders
from the previous day are being reviewed by the
Unit Manager, or in his/her absence a member of
the adminisirative nursing team such as the
DON, or SOC. The administrative nurse is

| validating that the order was correctly transcribed

_on the MAR/TAR,
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All orders, |ab results, and the Lab Log are being I
brought to the morning QA meeting to confirm the i
orders were correctly transcribed from the lab | I
result to the Physician's Order, and that the next |
scheduled lab was recorded onto the lab
schedule accurately. Tha lab schedule is also l |
baing checked confirm that the scheduled testing I
was abtained, and that rasults have been

l received for tests that were previously obtained. | |

On weskends, the charge nurse will have a I
charge nurse from another hall verify that | l
significant medication labs orders are accurately
transcribed and entered on the lab log. i l
variances ara Idenlified, immediate corrective | |
measure will be taken. The day shift charge nurse |
on each unit will check the lab books on the

| corresponding units to validate that all [abs | |
scheduled to be obtained have been drawn, The | '
weeakend on call administrative nurse, will validate

| that ordered labs have bean obtained. Ordars | |
received on the weekend that ars checked by the |

| charge nurse al the time transcribed, will also be l
verified through the AQA process the next day. I |

| To verify that the monitoring process is effactive | |
the Administrator will cbserve /validate the |

| process three (3) imes a week for four (4 ) |
waeks, then monthly for twalve (12) weeks, I
Monthly observation and vafidation of accuracy |

I will be continued monthly. The Regional Nurse ’ |
Consultant will validata compllance monthly for : I

| three (3) months then quarteriy. |

13. Charge Nurses will review the MAR with a |

| second charge nurse or CMT to verify that all |
ordered medications have been addressed efther l

| with initials or with an explanation as to why it ' 1
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wasn't completed. Unresolved omissions will be
addressed by the charga nurse as medication
errors, including physician notificalion. The AQA
team member or Reglonal Consultant will also do
an audit daily including weekends for three (3)
weaks of the MARS lo verify that all ordered
medications have been eddressed either with
initials or an explanation as to why it wasn't given
After three (3) weeks, if the process is
determined to be effectively working by the AQA

' committes, over site by the AQA team may be

reduced fo three (3} times a week for six (6)
weaks, than waekly if ongoing effectiveness is
determined,

14. The MOS Coordinator will develop the care
plans thal reflect the need to obtain and monitor
lab values for residents on medications that
require titratlon or monitoring. Additional
monitoring will be provided through review of the
care plan interventions through the quarterly
review by the interdisciplinary care plan team. In
the event a concern Is identified through the
inmerdisciplinary review, the identifled concem will
be immediately reported to the DON and
Administrator for action. Audit of the care plans of
rasidents recelving significant medications
requiring lab monitoring will be conducted
monthly for three (3) months and then quarterly
for one (1) year by the DON, ADON, or RNC.

| "*The State Survey Agency validated the

comrective actions taken by the facility as follows:

1. Review of the facility's audits completed on
10/11115 revealed, an audit was completed for all
residents receiving Coumadin to validate that
PT/INR testing was current. Record reviews for
four (4) residents (Residents #3, #7, #8, and #9)

I |
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revealed the residents had current PT/INR
I tasting.

2. Review of documentation revealed the QMS
and RNC completed an additional audit on

| 10724715, An audit for al residents recaiving
other significant medications requiring titration

|’ andfor lab monitaring to validate that all residents
had all current lab results.

| 3. Raview of the care plan audils revealed the
MDS Coordinator and MDS Nurse had completed
an audit on care plans for all residents receiving

| warfarin and requiring PT/INR and all revisions
were compleled. Interview with the MDS

| Coordinator and the MDS Nurse, on 10/29/15 at
4:14 PM, reveeled they both had been educated
related to the new changes and would be

| continuing the audit procass along with othar
members of the AQA team.

| 4. Review of the Quality Assurance (QA) Meeting
Signin Sheet, revealed on 10/12/15, the

I Administrator had a meeting with the QA team to
identify the root cause of the missed testing and
to develop action plans to prevent re-occurrence.

| Review of the Plan of Action developed in the
AQA meeting, ravealed there were measurable

| goals and inlerventions put in place to prevent
future problems with documentation and missed

I labs. Further review revealed additional
information was initiated on 10/24/15 regarding
significant medications that require lab manitoring
with the AQA team and continued with the

| remainder of the clinical AQA nursas on their next
day worked with completion on 10/26/25.

I 5. Review of the Lab Results Policy revealed it
, was ravised on 10/12/15, to add clarification of

I |
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employee responsibility to ensure a consistent

system for obtaining a laboratory test order to |

transcription and overall tracking of the laboratory I
procass. '

6. Review of the protacol for nurses writing |

orders to refact changes in medications revealed

the protocol was revised to include a sacond '
i nurse to validate the order was transcribed

correctly. |

| 7. Review of the new AQA process for l
| monitoring lebs developed on 10/12/15 by the

Quality Managemant Nurse for Anti-coagulant I |
, Therapy orders, revealed instructions for |
| monitaring and transcription of labs to reflect |

changes in Coumadin orders from the physician |
. 8s wall as transcribing the new order in the Lab

Book. Furiher review ravealed all talephone |
orders from the previous day are being reviewed |

by the Unit Manager, or in his/her absence a
| member of the Administrative nursing team. |

Review of the Sign in Sheet dated 10/13/15, | |

revealed all the clinical members of the AQA | 0
I team recelved training and education related to

the new !ab monitoring procedure. ‘

| Interviews with the AQA staff (the Clinical Nurse |
Specialist on 10/30/15 at 3:15 PM and the MDS | |
Coordinator on 10/29/15 at 4:14 PM) revealed I
| they had been inserviced on the new AQA !
process and had a good understanding of the |
| process and felt comfortable with monitoring the |
staff,

| Phone interview with LPN #5/Unit Manager, on [
10/29/15 at 5:30 PM, revealed he received | :
| in-service from the Administrator and tha Quality | |
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Management Nursa regarding his assigned duties
which included performing or delegating lab

| audits, and the protocol for nurses who receive
new lab arders as well as proper transcribing fab
orders and placing them In the Iab book. He

| staled he has been invoived in the process of

. checking nurses' MAR prior to leaving from their

| assigned shift.

| Interview with Minimum Data Set (MDS)

Coordinator, on 10/29/15 at 4:15 PM, revealed
compilance with obtaining lab vatues for
residents’ medication will be monitored through
the second check by charge nurse and the AQA
team. He statad he received in-servica from the

I Administrator and the Quality Management Nurse
regarding his assigned dutles which Included

i performing or delagating lab audits, and the
protocol for nurses who receive new lab orders as

| well as proper transcribing of lab orders and
placing them in the lab book.

interview with the Quality Management Nurse, on

| 10/29/15 at 2:00 PM, revealed the lab order
monitoring process was revised on 10/12/15 to be
made a part of the active Abbreviated Quality
Assurance (AQA) program. She further stated

i the AQA meeting will be conducted Monday
through Friday except holidays and that during

| the meeting, the administrative nursing team
members will review lab reports, returned labs

| from Medical Providers on which orders are
noted, transcribed orders, and the lab book, to

| validale that all accurately correspond and are
complete.

! inferview with the Staff Development Coordinator
| (8DC) on 10/30/15 at 1:30 PM, revealad she
received in-service from the Administrator and the
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' Quality Management Nurse reganding their
assigned dutles which included performing or
delegaling lab audits, and the protocol for nurses

I who raceive new lab orders as well as proper
transcribing lab orders and placing them in the

1 lab book.

Intarview with the Director of Nursing (DON), on
10/30/15 at 3:15 PM, revesled she has been

| actively involved in the AQA process. She further
revealed she has received training about the new
policias put in place ralated to the lab monitoring,

| carrectly documenting physician's orders and had
been assisting with the training's for all licensed
staff. She further revealed the facility wil!
continue the daily monitoring process and the

| audits evan after the documented {ime frama has
passed. She further revealed the facllity had
implemenled all the new changes into the new

| employee packet for new employees. She further
revealed the facility had implementad all the new
changes into the new employee packet for new

| employees and had developad a corrective
monitaring check list 1o aid in the verification

| process.

8. Reviaw of inservice records revealed

| aducation was initiated with all licensed nurses
regarding the protocol changes on 10/12/15.
Follow up education to reinforce the iraining
regarding anti-coagulant medication orders was
started with licensed nurses on 10/19/15 and post
testing was given to verity comprehension.

I Review of Sign In sheels from in-services held on

- 10/12/15, 10/21/15 and 10/23/15 revealsd staff

l was in-serviced on the new lab monitoring
procedure.

| Review of in-service records revealed the

F 282,

|
r
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| education on the iab order complstion and
monilaring process was initiated on 10/15/15 by
the DON and the RNC and was conducted with
all licensed staff prior to their next scheduled shift
1o work. Documented sign in sheets indicatsd last
| in-service completed on 10/22/15.

Review of sign in sheets revealed, all licensed
nurses were provided education by the Regional
Nurse Specialists on 106/19/15 on tha need to
« accuralely follaw the residents’ plan of care and
| nurses not available for education were being
trained prior to belng allowed to work.

Reviewed sign In sheet for in-sarvice education
with licensed staff and Certified Medication

I Techniclans related to proper documentation
following professional standards initlated on

| 10/1315 and completed 10/23/15,

Interviews on 10/29/15 with LPN #11 at 5:03 PM,

] LPN #5 at 5:30 PM, RN #2 a1 4:52 PM, RN #1 at
3:32 PM, LPN #12 at 4:00 PM and RN #2 on at

| 4:52 PM; and, on 10/30/15 with LPN #7 at 2:40
PM, LPN #10 at 8:40 AM, CMT #5 at 5:00 AM,
CMT #6 at 9:05 AM and LPN #8 at 11:15 AM,
revealed they had been in-serviced on tha new
poiicies and that audfts were being complated by

| the AQA staff members. All staff interviewed
verified they had completad a posi test as

| indicated in the AOC, The slaff interviewed
revaaled they were completing the verification

| checks with another staff member at the change

of shift as outfined in the facility's plan,

I Intarview with LPN #1, on 10/15/15 at 4:00 PM,

[ revealed she was required to have another nurse
check her work afer she transcribes or carries

, Dut any type of physicians order. She stated she

F 282
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was required to have another nurse check her
MAR at the end of her shilt as well as she is
required 1o check the ather nurses MAR prior to
being abla to leave for the day.

. Interview with LPN #11, on 10/29/15 at 5:03 PM,
revealed she currently works 6:30 AM to 6:30 PM,
and has been employed by tha facility for one and
half {(1.5) years. She slated she had bagn
in-serviced on the naw policy put in place related

 to docunentation of lab orders, transcribing the
orders as well as documenting in the lab book.

| She further stated she has been checking tha
other nursas MAR each shift prior to leaving for
the day and has also observed a member of the

j AQA team checking MARS after the checks have

| been completed by the licensed stafl.

i Interview with RN #2, on 10/29/15 at 4:52 PM,

| revaaled she has been in-service on tha new
policy related to Coumadin administration,

| medication documentation, as well as transcribing
new orders. She stated she is also checking the
othar nurses MAR's for documentation issues

| prior to leaving for the day as well as having her
MAR checked. Sha further stated the
Administrailve nurse is checking behind the

| nurses each day to make sure they are
complating the documentation and and the labs

. ara being done as scheduled.

interview with CMT #4, on 10/30/15 at 9:15 AM,

| revealed she is currently employed by the facility
on a PRN {when ever nesdad) basis. She stated
she has been In-serviced on the new policies put

I in place related to Coumadin administration,
documentation on the MAR as well as checking

i the MAR after the end of your shift. She further
stated staff are not allowed to leave at the end of
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the shift until the MAR is checked by an
i Administrative Nurse.

Interview with LPN #3, on 10/30/15 at 10:40 AM,
revealed sha had been in-serviced on the new
policies related to Coumadin administration as

well as transcribing lab orders and placing orders

{ in the lab book. She stated she is required 1o
hava ancther nurse verify alt the orders she
transcribes as well as all lab orders placad in the
lab book. She further stated administrative staff
chack on the MARs on the weekends and staff
are required 1o count the Coumadin pills at the
end of each shift and document on a sign out
page.

* Interview with LPN #8, on 10/30/15 at 12:00 PM,

revealed she currently works 7:00 PM to 7:00 AM
shift. She stated she had been in-servicsd on the

new policy changes relaled to Coumadin
administration as wall as documentation and

transeribing physician's orders and putfing orders

" in the lab book. She further stated staff was
raquired to have another nurse check the MAR
prior to leaving at the end of the shift as well as

by an administrative nurse. She stated, "The naw

changes have made you pay more attention to
detail to ensure your work is completed as
ordered by the medical provider.”

10/29/15 at 2:00 PM, revealed Licensed Staff
Nurses wera all educated to have another
licensed charge nurse validate thelir lab reports
and transcribed orders, and the lab book all
accurately correspond and are completed on the
weekends and holidays.

9. Interviews on 10/26/15 with LPN #11 at 5:03

Interview with the Quality Management Nurse, on
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 PM, LPN #5 at 5:30 PM, RN #3 at 4:52 PM, RN
#1 at 3:32 PM, LPN #12 at 4:00 PM and RN #2
on at 4:52 PM; and, on 10/30/15 with LPN #7 at
2:40 PM, LPN #10 at 8:40 AM, CMT #5 at 9:00
AM, and LPN #8 at 11:15 AM, revealed all
anti-coagulants wers moved to a nurses MAR, for
administration by a licensed nurse.

10. Interview with LPN #1, on 10/15/15 at 4:00

PM, revealed she was required 1o have another

nurse check her work after she transcribes or

! carries out any typa of physician's order. She
stated she is required to have another nurse
chack her MAR at the end of her shift as well as

, she is to chack the other nurses MAR's prior to

being able 1o leave for the day.

11, Phons interview with LPN #3, on 10/30/15 AT
10:40 AM, revealed she was required to have
another nurse check her dosumentation on the
MAR at the end of her shift as well as check the
other nurses MAR. She further revealed that a
Administrative nurse also has to check the MAR's
before they can leave. She furlher revealed any

| bianks on the MAR's ara being treated as
madication errors.

12. Interview with Administrator and DON, on
10/30/15 at 3:15 PM, revealed they have started
the AQA process daily by bringing the lab sheet
along with the lab book and tha residents medical
record in the mesting each moming. They stated

‘ they are auditing the written physicians orders as
well as |ab orders and the lab log dally. They
revealed if the orders are nol written specifically

| as inserviced the employee is being re-inserviced
at that time.

| Interview with Director of Nursing (DON), cn

1
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10/30/15 at 3:15 PM, revealed she has been
actively involved in the AQA process and the
facility will continue the dally monitoring process

| and the audits even after the documented time
frame has passed.

Interview with the Administrator, on 10/30/15 at
3:00 PM, revealed she will complets monitoring

 three (3) times a waek for four (4) weeks, then
weekly for twelve (12) weeks and then monthly.
She further revealed the RNC will validate
compliance monthly for three (3) months then
quarterly. She continued to reveal she has been
involved in the AQA procass and has also been
invalved in the education and training of staff
members relaled o the new interventions putin
placa.

| 13. Review of documentation revealed MAR

" reviews were belng completed daily on each shift
by the Charge Nurse or CMT to verify all ordered

‘| medications have been addressed aither with an

| inifial, or with explanation as to why it wasn't
compleled. Further review revealed an AQA

i team member or Regional Consultant was
monitaring ail MAR's daily to verify that shift to
shift checks are occurring and are effective.

l Interview with LPN #5/Unit Manager, on 10/29/15
at 5:30 PM, revealed he has baen assisting with

| the audits by helping to verify the MAR's are
initialed at the end of each shift and by ensuring
all lab orders when transcribed are placed on tha

I lab book.

Interview with the Social Services Director, on

10/30/15 at 1:20 PM, revealed she had been

assisting with the audits that were being done
, daily. She further revaaled she has bsen

]
|

F282|
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completing audits one (1) to two (2) times a day,
by checking the medication carts to make sure
they were locked, locking at the MARs and Tars
to snsure documentation was being completed

i and if she noticed anything questionable sha

| verifies with the nurses.

Intarview with Administrator and DON, on
10/30/15 at 3:15 PM, revealed they wera
continuing to check the MARs dally including
weekends for documentation errors.

| Coordinator, on 10/29/15 at 4:15 PM, revealed he
was responsible for developing the care plans
that reflacted the need to abtain and monitor lab
values for residents on medications that require
litration or monitoring.

Record reviews completed on Resident #3, #7,
#8 and #9, revealed PT/INR tests were
completed as ordered by the medical provider.
Review of the fab book for each residant
revealed all future labs were documented and
ordered per facility policy. Review of wiitten
Physician's Orders revealed all orders were
written as described in the new policy and
procedure. Residents' care plans had

| interventions in place 1o monilor labs as ordered
by the medical provider as well as to administer
medication as ordered. Each residents' MAR was
reviawed for documentation of medication being
administered with no concems noted related lo
missing decumentation. Further review of faxed

| lab results revealed the medial provider had been

| notified of lab results in a timely manner per the
facility policy.

F 323 483.25(h) FREE OF ACCIDENT

. 14, Interview with the Minimum Data Set (MDS) ‘

F 323'
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483.25(h) FREE OF ACCIDENT
The facility must ensure that the resident HAZARDS/SUPERVISICNIDEVICES 12/14/15
anviranment remains as free of accident hazards Itis the practice of this facility to ensure that lheL
as is possible; and each resident receives residents environment remain as free of hazard

adequate supervision and essistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and review of
the facility policy and procedures it was
determined the facility failed to provide a safe
anvironment for residents, staff and the public
when one (1) of two (2) medication carts (300
wing) was left unlocked and unattended.

Review of the facility's "Residents Who Wander
List" provided by the facility revealed thera were
eight (8} residents in the facility, who wandered.

I The findings include;

Review of the facility's policy titled, "Long Term
Cara (LTC) Facility's Pharmacy Services and
Procedures Manual 6.0, last revised 01/01/13,
revealed the facility should ensure that

| medication carts ware always locked when out of
sight or unattended.

Observation during a medication pass on the 300
Wing with Reglstered Nurse (RN) #1, on 10/14/15
at 5:15 PM through 5:45 PM, revealed the
medication cart was lef unattended at 5:15 PM,
5:18 PM, 5:24 PM, 5:26 PM, 5:30 PM, and 5:45

., PM when the nurse left the cart 1o administer

as is possible

Corrective Action for Resldents Affected:
The nurse administering medications on 300 hall
1o Resident # 3 and Resident #7 and the 4
unsampled residents, was provided education
on 10/15/15 by the Regional Nurse and on
10/21/15 by the Staff Development Cuordlnalor.’
She completed a post test on 10/21/15 to
validate comprehension of the training. She
was monitored during multiple observations by
Director of Nursing, Staff Development
Coordinator, Regional Nurse, and Quality
Management Nurses to abserve for continued
concerns following education.

How other residents with potential to he
affected are identifled: Unannounced rounds
by Director of Nursing, Staff Development
Coordinator, Reglonat Nurse, and Quality
Management Nurses to observe unlocked
medication carts or for were made on 10/14/15,
10/15/15, 10/16/15, 10/18/15, 10/20/ 15 and
10/21/15 by Director of Nursing, Staff
Development Coordinator, Regiona) Nurse, an
Quality Management Nurses (o observe for
medication carts left unlocked while unattended.

Measures or systemic changes put in place
to prevent recurrence: Education was initiated
with all licensed nurses and Certified Medicatio
Aldes/Techniclans (CMT) on 10/14/15 by Quali:p
management Nurse to provide retraining that
Medication Carts are to be locked with no
potentially hazardous items accessible when th
cartis unattended.

Education was continued with oncoming nurse
and Medication Aides by Director of Nursing, 1
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medications. i Unit Manger, Regional or Quality Management
Nurse.

A post test was administered from 10/19/15t0

Interview with RN #1, on 10/14/15 at 5:46 PM, 10/27/15, ta verify comprehension.

ravealad she should always lock the medication This training Is belng provided to newly hired
cart when gaing into residents' rooms and she nurses and CMTs as part of orientation by the
should never leave the medication cart unlocked Staff Development Coordinator (SDC), Assis!
when unattended. LPN #1 further stated that she Director of Nursing (ADON) or Director of IBT
had & lazy habit that neadad to be broken. Nursing (DON).

Interview with the Director of Nursing (DON), on r:sm:';g: measures to assure solutions are
10/15/15 at 2:10 PM, revealed she expacted the Unannounced rounds will be conducted by the
staff passing medication 1o always lock the DON, ADON, SDC, Unit Managers, Regional
medication cart when the cart was out of sight. Nurses or ather assigned member of the QA

Commitee, to validate that the Medlcation Cart
is locked when unattended. These rounds will

interview with the Administrator, on 10/15/15 at be conducted 3 x weekly for 4 weeks to include

4:35 PM, revealed she expected the medication ali shifts and weekends, and then weekly for 8
cart to be locked when unatiended, unless the weeks on varying shikts. Findings of these
medication cart was in full view. She stated there rounds will be reported to members of the
was the possiblility of someone gaining eccess to Quality Assurance commitiee (Administrator,
the cart if left unattended and unfocked. Director of Nursing, Assistant Director of

F 329, 483.25() DRUG REGIMEN IS FREE FROM Fazg llursing Uit Manager andior SOC). Based on.

the tindings the committee will determine If the
frequency may be decreased to monthly for six
maonths.

§s=J | UNNECESSARY DRUGS

" Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy). or for excessive duraltion; or
without adequate monitoring; or without adequate I
indications for its use; or in the presence of

adverse consequences which indicale the dose
should be reduced or discontinued; ar any
combinations of the reasons above. I I

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not l
given thesa drugs unless antipsychotic drug ’
therapy is necessary to treat a specific condition

! i
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as diagnosed and documented In the clinical F329
record; and residents who use antipsychotic 483.25(1)DRUG REGIMEN IS FREE FROM
drugs receive gradual dose reductions, and UNNECESSARY DRUGS
behavioral Interventions, unless clinically
conlraindicated, in an effort to discontinue these Coarrective Actlon for Residents Affected:
drugs. , Resident #1 was no longer a resident of the

On 10/11/15 Resident # 3's record was reviewed
by the Director of Nursing and it was noted that
her currently ordered labs had been obtained
and her PT/INR resuits had been reported to the

‘ facility, so no additional action could be taken, |

ician,
This REQUIREMENT Is not met as evidenced physicia
by: 12/14/15
Based on interview, record review, facility policy . How other residents with potential to be

and procedure review, and hoapital record review, ‘ affected are identified:

it was determined the tacility failed to have an
I affective system in place to ensure drug level : gﬂﬂﬂﬁf&ﬁﬂ%ﬁ,ﬂ%ﬁﬁf the
manitoring was completed as ordered for Management Nurse (QMS) for all residents
rasidents who wera on Coumadin Therapy receiving warfarin to validate that PTANR testin
{anticoagulant/blood thinner) for two {2) of seven was current. PT/INR testing from 8/1/1S to
(7) sampled residents (Resident #1 and Resident 20/11/15 was reviewed to validate that residen

#3) | all had current PT/INR tests. it was through this
| | audit that it was identified Resident #3 had
| . . missed her ordered test for 8/31/15. An
Resident #1 was receiving Coumadin 9 additional audit was conducted on 10/24/15 by
milligrams {mg} each Monday, Tuesday, the Quality Management Nurse (QMS) and the
Thursday, Friday, and Sunday; and 10 mg each Regional Nurse Consultant for all residents

Resident #1's Physlcian ordered a Protime titration and/or lab mlonlturlng f:gm 2: r:gldate
that residents had all current ordere tests.
g:,;)g{:;l: ?:g?.ll (T; ;‘::Lz ?g;?:?st;zﬁitbu?e All residents having Ord:r&; for monitaring of
- ignificant medications had current results.
resident's PT/INR level being beiow therapeutic significant medication

Wednesday and Saturday. On 09/10/15, ‘ receiving other significant medications requiring

leval; howevaer, the nurse documented in the lzb Measures or systemic changes put in place
book to draw the PT/INR on 10/17/15 (five to prevent recurrence:
{S)weeks later) instead of 09/17/15. The facility’s g neéw apjriotoht;ol was devel:‘ped t;n 10»"1“2115 bg
system o ch e Quality Management Nurse for writing orders
yaiam to check the laboralory orders o ensure to reflect changes in warfarin‘Coumadin orders;
the labs werae oblained as ordered by the .
. ) The process includes: discontinuance of the
_ physician was ineffective as it falled to identify the previous order, if not cantinued, new dose
nurse's transcription arror. On 10/10/15, clearly stated, frequency/finterval for next
Resident #1 wag admitted to the hospital with a i required
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diagnosis of Severa Cerebral Vascular Accident - F 329 {(continued) |

(CVA/ stroka) and Resident #1's PT/INR &t the
hospital was below therapeutic range. Resident
#1 expired at the hospital on 10/11/15.

Resident #3 was raceiving Coumadin 3 mg daily.
On 08/17/15, Resident #3's Physician ordered to
recheck the rasident’s PT/INR on 08/31/15,
however, the lab was not completed. The
facility's system to ensure lab orders wera
obtained as ordered was ineffective as they failed

The facility's system for ensuring Laboratory
Tesls were ablained as ordered was ineflective
as they failed to identify Resident #1's order was
nat transcribed as ordered and failed to identify
Resident #3's lab was not obtained.

The facility’s failure to ensure their system of
monitoring Cournadin levels per Physician's
orders was effective has caused or is likely to
cause sefious injury, harm, impairment or death
to a resident. Immediate Jeopardy was identified
on 10/19/15 and dslermined lo exist on 08/31/15.
The facility was notified of the Immediate

. Jeopardy on 10/19/15. An acceptable Allegaticn

| of Compliance (AoC) was received on 10/29/15.

The Stale Survey Agency validated the AoC and
determined Immediate Jeopardy was removed on
10/27/115, The Scopa and Severity was lowered
to a "D" while the facility develops and
implements tha Plan of Correction {PoC); and,
the facility's Quality Assurance (QA) monitors tha
| effectiveness of the systemic changes.

The findings include:

to identify the lab was not completed on 08/31/15.

Test and the date scheduled ta meet that |
frequency. Education was inltated with all
licensed nurses regarding this proloco!
change on 10/12/15, by the Quality Management
Nurse (QMS), the Director of Nursing {DON), the
Stait Development Coordinator (SDC) and
Reglonal Nurse Consultant. Follow-up
educatlon,to reinforce the training regarding anti-
coagulant medication orders was started with
licensed nurses by reglonal nurse consuftants
on 10/19/15 and post testing was glven 1o verl
comprehension. All licensed nurses have i
completed education except those on leave or
PRN staff who ave not been available for work
or tralning. Any temporary or agency personnel
will be trained prior to being aliowed to work.
The lab order monitaring process was revised
by the Quality Management Nurse on 10/12/15
10 be made a part of the active Abbreviated
Quality Assurance (AQA) program. The
Abbreviated Quality Assurance (AQA) meeting is
conducted Monday through Friday except
holidays. During the AQA meeling, the ]
administrative nursing team members (Diractor
of Nursing, Assistant Director of Nursing, Staff
Development Coordinator, ar Unit Manager) wil
review lab reponts, returned labs from MDs on
which orders are noted, transcribed orders, and
the lab book, to validate that all accurately
correspond and are complete. The Abbreviate
Quality Assurance Committae (AQA)} members
involved with the clinical AQA review {The
Director of Nursing {DON), the Unit Manager,
and the Staff Development Coordinator (SDC)
were educated on this process by the
Administrator on 10/13/15. The newdy hired |
Agsistant Director of Nursing (ADON) will be
| educated by the Director of Nursing {DON) on
| this process prior to beginning work. Licensed
charge nurses were educated to
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Review of the facllity's policy titlad, "Lab Resulis
Process”, not dated, ravealed when an order is have another licensed charge nurse validate
obtained for a lab test, the nurse who received their 1ab regorts, transcribed orders, and lab
the order i ible for placing the lab on th book all accurately correspond and are
e order s responsible for placing the lab on the complete on the weekends and holidays. !
lab book on the corresponding dated page. When | Rautine Labs are not scheduled for weekends or
an order is received from the lab result, the nurse ' holidays, so only stats or follow-up labs will ba
is to note the lab and then file the lab in the chart scheduled. The on call administrative nurse
under “LAB", The nurse is to transcribe any | '(\?Ire;:tor g:al‘flfuésmgl- 1;-’;"5‘51‘3'(1:' Di";ﬁ:t:’?imd
medication change on to the MAR as indicated ursing, evélopment Coordin .
Unit Managers) for the weekend or holiday will
::2::‘::::: ::l?l gzx;g:;;??n:zb:'az; Inclicated. | validate that all stat or follow-up labs that are
. . ordered are scheduled and obtalned, On the
| Abbraviated Quality Assurance {AQA) meeting | following working day, the AQA Clinical team will
along with the lab bock and the charts. During | review the labs results, schedule and orders to
the AQA process, the lab book will be checked verify that all that all orders and results were
according o the lab orders to ver"y the lab was | correctly scheduled, obtained, results received,
placed on the correct day. The previous day's lab | communicated to physician and orders carrect!
orders on the lab book will also be checked 1o transcriced.
l veiify they were compleled. | The education on the lab order completion and
| monitoring process was Initiated an 10/15/15
1. A closed racord review revealed the facility the DON and Reglonal Nurse Consultant and
| admitted Resident #1 on 11/26/13 with diagnoses | will be conducted with licensed staff by the Staft
' which included Congestive Heart Failure, | ﬁgﬁg%ﬂhﬂfgﬂgl‘g e ‘]:
| C'erebmvaswlar Disaase, Hemiplegia Dominant i (QMS) prior to agines shift worked. Educatio
Side, Gastrostomy, Aphasia, Hypertensicn, | will include agency and temporary staff, The
Cerebral Vascular Accident, and Diabatas Mellitus i Administrator reviewed the lab order monitorin
Type ll. process with the Medical Director on 10/15/15.
| All education was added to the orientatian
Review of the Annual Minimum Data Set (MDS) I materials for newly hired licensed nurses.
| assessment, dated 09/22/15, revealed the facility !
I ; ' - | Alist of significant medications requiring lat
assessed Resident #1's cognition to be intact with ' ' monitoring was obtained form the consultant
a Brief Interview for Mental Status (BIMS) score pharmacist on 10/21/15 and was posted at the
ic:ft ﬂfte;en (:ﬂ 5), indicaling the resident was | nmurses staftlon. :r;ﬂ the ngyrszs dip?oa;’lds. andi
nterviewable. e front of each MAR, by the regional nurse
I consultant. The consultant pharmacist will
| Raview of ’ review for the presence of lab monitoring for
- w of the Physician's Ordars, dated ! these medications during her monthly reviews.
09/10/15, revealed the resident received | Education with the SDC regarding .
| Coumadin nine (9) milligrams (mg) each Monday,
Tuesday, Thursday, Friday, and Sunday; and 10 | |
, Mg each Wednesday and Saturday. Raview of |
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the Saptember 2015 Medicalion Administration
Record (MAR), revealed the resident was
recaiving Coumadin six (6) mg tablet and a three
(3) mg tablat once daily, on Mondays, Tuesdays,
Thursdays, Fridays and Sundays; and, ten (10)
mg tablet once daily on Wednesdays and
Saturdays.

Raviaw of the Comprehensive Care Plan related
use of Coumadin, last revised 09/23/15, revealad

an intervention for staff 1o obtain labs as ordered
and report to the Physician.

Review of a Laboratory Report, dated 05/10/15,

revealed Resident #1's PT level was 18,4
seconds (normal: 9.0-13.0) and INR was 1.74

| {normal 2.0-3.0), which indicated the INR level
was not in therapeutic range. The physician

j documented no change in the Coumadin order,

I and lo repeat the PT/INR test in ana (1) week, on

09/17115.

| Review of Residant #1's September 2015 MAR
* revealed the PT/INR was initialed as completed
on 08/17/15 by Licensed Practlical Nurse (LPN)
#1; however, review of the Laboratory Book
ravealed the nurse documented the lab to be
, drawn on 10/17/15, instead of 09/17/15. Review
| of Resident #1's Laboratory Reports revealed no
documented evidence the PT/INR was conducied
on 09/17/15.
I Review of Nurses Notes, dated 10/10/15 at 8:00
AM, revealed the residant was sent to the
Emergency Reom on the moming of 10/10/15
with stroke like symptoms and changa in mental
status. Review of Resident #1's PT/INR results
| taken in the Emergency Room on 10/10/15 at

ta Resident #1's diagnosis of Atrial Fibrillation and

monitoring significant medications requiring lab
maonitoring was initiated on 10/24/15, continued
with the DON on 10/25/15 and completed with
the MDS nurses on 10/26/15 when they retumT

to work by regional nurse consultant. The MDS
nurses will check for the presence of orders an
I results with Initial MDS and quarterly raviews.

sustalned :
| To monitor for angoing accurate transcription o
Coumadin & PT/INR orders as well as other
significant medications and carresponding lab |
monitoring and completion of ordered testing &
compliance with care plan as It relates to '
I obtaining labs as ordered:

Monitaring measures to assure solutions aT

All telephone orders from the previous day are |

| heing reviewed by the Unit Manager, or in
his/her absence, a member of the administrative
nursing team such as the Director of Nursing

. Staff Development Coordinator. Tha

| administrative nurse is validating that the order
was correctly ranscribed to the MAR/TAR.
All orders, lab results, and the lab log are being
brought to the moming AQA (Abbreviated

| Quality Assurance) meeting to confirm the order
was correctly ranscribed from the lab result to
the physician's order, and that the next
scheduled lab was recorded anto the lab

‘ schedule accurately. The lab schedule Is also
being checked to confirm that the scheduled
testing was obtalned, and that results have bee

| received far tests that were previously obtained.

On weekends, the charge nurse will have a

| charge nurse from another hall verify that
significant medication: lab orders are accurately
ranscribed and entered on the |
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8:43 AM, revealed the resident's PT was 13.8 and
INR was 1.30 which was beiow the therapsutic

' range. Review of the Hospital Records revealed
Resident #1 was admitted to the hospital on

I 10/10/15 and died on 10/11/15 with diagnosis of
Massive Cerebrovascular Accident (CVA/stroke).

| Interview with Licensed Practical Nurse #1, on
10/15/15 at 4:00 PM, revealed the Physician
documented on the Laboratory Report to recheck

| Resident #1's PT/INR in one (1) week, an
09/17115. Furiher interview revealed when LPN
#1 documented it on the Physician's Order and in
the Lab Book she wrote to draw the lab on
10/17/15, instead of on 09/17/15. Sha stated she
was not aware of the emor until she was
counseled by her Suparvisor on 10/12/15.
Interview (Post Survey) with LPN #1, on 11/08/15
&t 1:20 PM, revealed she did not remember if she
had initialed Resident #1's MAR Indicating the
PT/INR was drawn on 09/17/15, but she usually
initials the MAR when the resident's lab results
were received; however, there was no evidence
of a Laboratory Report for 09/10/15.

I Interview with the Director of Nursing (DON), on
10/14/15 at 2:30 PM, revealed she was not aware
the resident's PT/INR had not been checked on
09/17/15 as ordered until after the resident was
sert to the ER on 10/10/15. She siated another

| nurse had reviewed the resident's chart and
identifled the order had been transcribed to be

i obtained on 10/17/15 instead of 09/17/15.

Interview (Post Survey) with the DON, on
| 11/06/15 at 3:00 PM, revealed thay were having
the AQA Mesting every moming and staff would
; bring the rasident's charts which included the
| laboratory orders and physician's order. She

| lab log. it variances are identified, Immediate
corrective measures will be taken, The day
shift charge nurses on each unit will check the |

| lab books on their corresponding units to
validate that all labs scheduled to be obtained
have been drawn. |

| Director of Nursing, Statf Development
Coardinator, or Unit Managers, will validate tha
ordered fabs have been obtained. Orders

| received on the weekend that are checked by
the charge nurse at the time of transcription, wil
also be verified through the Abbreviated Quali

| Assurance (AQA) process on the next working
day.

Ta verity that the monlitoring process is eflectIVJ
I the Administrator will observe fvalidate the
process 3 x per week for 4-weeks, then weekly
for 12 weeks, Monthly observation and
| validation of accuracy will be continued monthly,
The regional nurse consuftant will validate
compliance monthly for 3 months then quanerlT.
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stated Resident #1's (09/17/15) lab order was not
identified because the nurse had documented the
Physician’s Order to be completed on 10/17/15,
so when they compared the Physician's Order to
the Lab Book the orders matched. She stated
they did not look at the Labaratory Report to
compare with the physician's orders.

Interview with the Quality Consultant Manager, on |
10/14/15 at 2:30 PM and 3:00 PM, revealed |
Resident #1's PT/INR was not drawn on 09/17/15 '
as orderad, because the nurse (LPN #1)

transcribed the order to the Lab Book as due on
1017115, instead of 09/17/15. Sha stated the

Unit Managers were responsible for checking the :
lab book daily to ensure labs were completed.

Interview (Past Survey) with LPN #5/Unit
Manager, on 10/29/15 at 5:30 PM, revealed he
was responsible for checking the lab orders to
ansure any order written was transcribed 1o the
Lab Book and to make sure they followed up on
all labs. He stated at the time of the residents’
missed labs he had transferred to another
position and he did not know who was
responsible for checking the lab book at that time.

Interview with Resident #1's Physician, on I
10/15/15 at 1:40 PM, revealed he tried to keep
the resident's INR blood levels between 2.0 and
3.0. He staled if the resident's level was 100 low |
for a long period of time, this could have J
contributed to the resident's CVA. He further
stated he didn't know what the resident's PT/INR
level was prior to going to the Emergency Room |
because the rasident did not get the lab lest thal l

was ordered on 08/17/15. Residant #1's

Physician stated that missing the ordered lab lest i
could have affacted the rasident's PT/INR laval. !
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Continued interview revaaled he had been

| monitoring the resident's lab levels weekly due to
| fluctuations in the rasident's levels. He stated he
expected the facility to have a tracking system in
place to ensure the Laboratory Book and the
Medication Administration Record (MAR) were
accurale. After reviewing the resident's PT/INR
level completed in the ER on 10/10/15, the
Physlcian stated the level was sub-therapeutic,

2. Record review revealed the facility admitted
Resident #3 on 01/18/13 with dlagnoses which
included History of Vein Thrombosis/Embolus,
Embolus, Deep Low Extremity, and Filter
Placement Right Femoral Artery. Review of the
Annual Minimum Dats Sel (MDS) Assessment,
dated 08/25/15, revealed the resident's cognition
was intact with a BIMS scora of thirtean (13),
indicating the rasident was interviewable.

Review of the Comprehensive Care Plan relaled
to the resident's Anticoagutant Therapy and use
of Coumadin, dated 03/22/15, revealed an
intervention to obtain labs as ordered and to
report lab results to Physician.

Revlew of the Physician's Ordars, dated 08/2015,
ravealed an order for Coumadin 3 mg daily.
Review of the August 2015 MAR revealed
Resident #3 was receiving Coumnadin 3 mg daily
as ordered.

Review of a Laboratory Report, dated 08/17/15,
revealed Resident #3's PT was 25.7 which was
high and the INR was 2.40 which was therapeutic
(normal 2.0-3.0). Further review of the report and
raview of a Physician's Order, dated 0B/19/15,
revealed the Physician wrole an order to repeat

| the PT/NR on 08/31/15. Review of the Lab Book
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| revealed the PT/INR was documented to be

i completed an 08/31/15; however, further review
of lab reports revealed no documenied evidence
the lab work was completed as ordered.

Further review revealed a Physician's Order,
dated 09/27/18, lo administer Augmentin
(antibiotic) 500 mg twice a day limes ten (10)
days. Review of a Pharmacy Recommendation,
dated 09/27/15, revealed recommendations to
monitor for an Increase in hypoprothrambinemic
(deficiency of blcod clotting factor in the blood)
response to anticoagulants during administration
of peniciliin,

Review of a Physiclan's Order, dated 09/29/15;
the Septamber and October 2015 MAR; and, the
Lab Book revealed to "repeat the PT/INR every
three (3) days until 10/4/15 (09/30/15 and
10/03/15)" from the data antibiolic was starled on
09/27/15. However, review of Residant #3's
Laboratory Reports revealed a PT/INR was not
complaeled on 09/30/15 as ordered.

Interview with the Director of Nursing (DON), on
10/14/15 at 2:40 PM; and, on 10/19/15 at 1:00
PM, revealed the facility completed an audit of all
residents recsiving Coumadin on 10/12/15, and
identified Resident #3 had went a period without
lab manitoring being completed as ordered. The
DON staled Resldent #3's PT/INR that was
ordered for 08/31/15 was missed and the next
one was not drawn until 10/03/15, The DON
slated they had attempted to call Residant #3's
Physician and he was scheduled to make rounds
at the facility on 10/15/15 {next day). The DON
said they were unable to find the cause of the
error. She stated she did not review Resident

' #3's chart afler she received the Pharmacist's

FORM CMS-2567(02-08) Previous Varslons Ohsalela

Event ID' MSOB11

Facilty [ 100299

If continuallon sheet Page 39 of 113




PRINTED: 12/01/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUCTION (x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SULDING COMPLETED
o]
185313 B. WING 10/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
B CENTER. INC 10T BOYLES DRIVE
CREEKWOOD PLACE NURSING & REHA 5 RUSSELLVILLE, KY 42276
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES [»] i PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX ! {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i f T
F 329 | Continued From page 39 F 329

Recommendation to repeat the PT/INR on
09/29/15, because it was a recommendation
based on medication baing administared not the
facility’s failure to obtain labs. Review of Lab
Report, dated on 10/03/15, revealed Resident
#3's PT 22.9 and INR was 2.15 which was a
therapeutic level.

Interview with the Quality Management
Consultant, on 10/14/15 at 2:30 PM; and, on
10/19/15 at 12:00 noon, revealed the facility was
not aware Resident #3's PT/INR level had not
bean completed as ordered on 08/31/15 until they
completed an audit of all residents receiving
Coumadin on 10/12/15. She stated when the
facility receives an order for a lab test, it is then
transcribed on to a phone order, and the nurse
, taking the order is responsible for placing the
order in the Lab Book, as well as documenting
the order on the resident's MAR, She further
ravealed a lab person comes from the hospital
and draws fhe resident's blood on scheduled lab
days and if the test is ordered on a day that is not
a scheduled lab day the nurse is responsible for
doing the blood draw. She further stated after the
rasults were sent from the lab, the nurse is
responsible for faxing the results to the medical
provider and following up with any orders written
on the lab result printout. She stated the Unit
Managers were responsible to review the Lab
Book daily and report to the maming meating if all
labs ware completed. They would compara the
. physiciart's order with the Lab Book to ensure all
| entries were made. She staled at that time there i

may not have bean a Unit Manager for that unit. |

She further revealed when the order was written

for Resident #3 to have PT/INRs completed every
 thrae (3) days while on antibictic therapy, the
resident had not started the new antibiotic.

5
L
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Howaever, review of the Seplember 2015 MAR
ravealed the resident began receiving Penicillin
on 09/27/15. She stated tha first PT/INR was
completed after the resident was on antibiotic
therapy on 10/03/15 and again on 10/10/15,
Further interview revealad she was not aware
there were any problems with tha PT/INR orders i
unlil after they completed the audits on 10/12/15.
She stated the facility was going through a
transition period with the DON still in orientation
and the transitioning of Administrators at the time
of the missed labs.
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Interview with Administrator on 10/14/15 at 4:55
PM, revealed Resident #1 and Resident #3, were
both taken care of by the same Physician and the
Physician did not always have standing crders for
lab work, he will make rounds and then order the
lab work at that time.

| *The facility implemented the following actlons to
remove the Immediate Jeopardy:

1. On 10/11/15, an audit was conducted by the
DON and Quality Management Nurse {QMS) on
all residents receiving Coumadin to vaildate that
PT/INR tesling was current. PT/INR testing from
| 08/01/15 through 10/11/15 was reviewed to
validate that all residents had current PT/INR
tosts, It was through this audit that it was ’ ‘

identified Resident #3 has missed his/her ordared
test for 0B8/3115. ‘

2. An addifional audit was conducted on 10/24/15
! by the GMS and Reglonal Nurse Consultant
| (RNC) for all residents receiving other significant ‘
medications requiring titration and/or lab
monilering to validate that the residents had all |
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' current ordered lab tests with no concemns
idantified. Any care plan that lacked the need to
monitor for these medications were revised by the
regional nurse consultant or the QMS at the tima.

3. An audit was conducted on the care plans of

all residents receiving warfarin to assure that all
* had a care plan problem addressing their use.
The care plan of any resident which did not
thoroughly address the anticoagulant use was
revised. This was compieted by the MDS
Coordinator and the MDS Nurse on 10/14/15.

4. A Quality Assurance meeting was held
10/12/15 by the Administrator with the DON. the
Staff Development Coordinator (SDC), the QMN,
and the Unit Manager to identify the root cause of
the missed testing and to develop action plans to
pravent re-occurrence. A call was placad to the

. Medical Director by the Administrator on 10/12/15
to review the actions planned and the QA
findings. Further communication was made dally
until the Medical Director was reached on
10/14/15.

5. A new protocol was daveloped on 10/12/15 by
the QMN for writing orders to reflact changes in
warfarin/coumadin orders. The process includes:
discontinuance of the previous order, if not
continued, new dose clearly stated,

| frequencyfinterval for next required test and the

| date scheduled to mest that frequency. The
Administrator reviewed the new protocol with the
Medical Director on 10/15/15.

8. Protocol for nurses writing coumadin/warfarin
orders as well as other significant medications
requiring titration and or laboratory monitoring
and documenting was revised to include clearly
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stating current orders and including both the

. frequencyfinterval of testing as well as the
scheduled date. The process includes a second
nurse valldating accurate transcription of the
order components.

7. The lab order monitoring process was revised
by the QMN on 10/12/15 to be made a pari of the
active Abbreviated Quality Assurance (AQA)
Program. The AQA meeting is conducted
Manday through Friday except holidays. During
the AQA meeling, the administrative nureing team
members (DON, ADCN,SDC or Unit Manager)
will review lab reports, relumed labs from the MD
on which orders were noted, transcribed orders,
and the lab book, to validate that all accurately
correspond and were complete. Clinical AQA
membars will also monitor through the AQA
process {o verify that orders for PT/INR-
anticoagulants are correctly written and
scheduled. They were educated in the validation
process by the Administrator on 10/13/15.
Additional education was Initlated on 10/24/15
regarding significant medications that require lab
monitoring with the clinical AQA team by the

i RNC, and continued with the remainder of clinical
| AQA nurses on their next scheduled day worked

* with completion on 10/26/15.

The new process is as follows:

Upon recelpt of an order for a lab lest, the nurse
receiving the order is responsible for placing the
lab on the lab book on the corresponding date. If
the lab is to be performed on an upcoming
month, or is recurring, it will be listed on the future
date page. The order, as with other orders will be
placed in the AQA box for review in the next AQA
| mesting.
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The night shift charge nurse will complete the lab
requisitions for the ordered lab on or before the
shift which they are due, If the date is designated

| 8lab day a representative from local hospital will
| come draw the lab. If its not a lab day, the night
! shift nurse Is responsible for drawing the labs and

having them delivered to local hospital.

All stat labs are to be drawn by the charge nurse
on duly or another nurse il difficulty Is
encountared. If at shift change an on coming
charge nursa may draw the specimen. When a
lab result is received, the charge nurse raceiving
the lab result is to fax the results to the physician
unless the result Is a critical value. if there is a
critical valuer, the results will be called to the
physiclan by the charge nurse. After the
physician reviews the lab result, he will fax or call
the charge nurse to acknowladge and provide
new orders as indicated. When an order is writtan
on the lab raesult, the charge nurse is to wrile a
telephone order cantaining the order change and
any future labs ordered. Anficoagulants should

" contain both frequency and scheduled date. The

nurse will transcribe any medication change on
the MAR as Indlcated and place the orderad test
on the appropriate date on the lab book. The
accuracy of the transcribed order and the lab
book is to be validated by a second nurse. The
lab report should be placed in the AQA box and
the white and yellow copies of the order in the
section designated for orders.

if there are no orders when the doctor
acknowiadges the lab results, the acknowledged
results are 1o be placed in the AQA box for review
by the clinical AQA committee. Phone orders and
Iab resulls will be brought into each AQA meeting
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by the DON or Unit Managers along with the lab |

book and the charts. During the AQA process, the
| Iab boak will be checked by the DON,SDC,Unit '
' Managers, ADON,a with the lab orders to verify l

tha lab was placed on the correct schedulad day.

Pravious days lab orders on the lab book will also

be checked by the AQA team to verify they wara

complated and results recaived. |

i The AQA meeting is conducted Monday through
Friday except holidays. Proper complation of lab
orders from waskands and holidays will be
verified In the next AQA meeting in addition the ]
on-call nurse validate during the weekend and

holidays.

or holiday will validate that all stat or follow-up
labs that are ordered are scheduled and
obtained. On the following working day, the AQA !
clinical ieam wili raview the lab resulls, schedule

and orders to verify that all orders and results are :
correctly scheduled, obtained, resulls received, .

communicated to the physician and orders ‘ l

The on call Administrative Nurse for the weekend ‘

correctly transcribed.

8. Education was Initiated with all licensed
nurses regarding this protocol change on
10/12/15, by the QMN, the DON, SDC and the i
Regional Nurse Consultant. Follow-up education |
to reinforce the training regarding anti-coagulant

medication orders was starled with licensed ’

nurses by Regional Nurse Consultant on 10/19/15 ! |
and post lesting was given to verify

comprehension. All licensed nurses have

completed education except thosa on leava or

PRN staff who have not been available for ‘
training. Any temporary or agancy personal will I

be trained prior to being allowed to return to work.
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Education was Initlated by the QMS, DON, SDC,
RNC with licensed nurses regarding
anticoagulant orders and the required
components o be included in the transcribed
physician's order. The education was completed
with scheduled nurses on 10/16/15. Any PRN
staff, temporary staff and agency staff have been
trained prior fo beginning work. The written order
ia to include: Discontinuing the current dosage if
thare is to be a change, new order or statement
o continue current dosage, the interval or
frequency for future testing and the date that
treating is to be done. Follow-up education with
licensed staff regarding anti-coagutant arders and
the required components to be included in the
transcribed physician's order was starled on
10/19/15, by the RNC and post testing was given
to verify comprehansion.

To further validate comprehension beginning en
the night shift on 10/25/15, nurses were required
to successfully complete a packet demenstrating
accurate transcription of three (3) sampled lab
results of values impacted by high risk
medications. Testing is ongoing, no staff
mambers, to include temporary staff or agency
stafl, will be allowed to work pricr to completing
competency testing, The education on the leb
order completion and monitoring process will be
conducted with licensed staff by the SDC, DON,
or QMN prior to the next shift worked. Education
will include agency and temporary staff.

Education with Nurses and Certified Medication
Techniclans (CMTs) was initiated 10/13/15
regarding accurate documentation on Medication
| Administration Records (MAR). This education
| has been provided by the Staff Development
Coordinator (SDC), DON, QMS and the Regional

F 329
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MNurse Consultant. CMTs and licensed nurses
were educated to document in accordance wilh
professional standards and to complete
dacumentation immediately following delivery of
the medication. They are to review
documentation at the end of their shift with the
oncoming staff member or peer. If
documentation omisstons are dentified, the

medication was missed they are to conlact the
MD and follow the medicatfion arror process and
physician's actions that are ordered. This
education has been ongoing and will continue

to include temporary or agency staff. PRN staff
who hava not been available for education ware
sent a letter by the SDC on 10/23/15 axplaining
that they must complete education prior to
working again. They will alse be required to
demonstrate competency.

Education reinforcing the requirement 1o review

initiated by tha DON,

QMS, SDC, RNC on 10/12/15, Follow up
education was started on 10/19/15 by the RNC
and was completed on 10/26/15 with scheduled
licensed nursing staff. Any PRN staff, lemporary
staft and agency staff have been trained prior to
beginning work. Any additional PRN, temporary

beginning thair next shift duties.
9. To heighten the nurses’ awareness of

anti-coagulants and the need to monitor
comresponding labs, all anti-coagulants were

nurse/CMT may document only if they recall with
certainty that the medication was provided. If the

with oncoming staff prior to their next shift worked

MAR/TAR, and initial to signify the administretion
of the medication or task after it is completed was

or agency staff ,who will be assigned shifts In the
future will receive training and post testing pricr to
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moved to the nurses MAR for administration by a
licensed nurse. Prior to this review,
Coumadin/Warfarin, and Lovenox were the only
anticoagulants exclusively administored by the
nurses. This change was mada by the QMN on
10111115,

10. As part of the QA investigation it was noled
that there were documentation omissions/errors
on the residents MAR. Omissions/errors in
administration of medication and inaccurale
documentation regarding obtaining PT/INR on
09/17/15 were identified. LPN #1 inaccurately
transcribed the order that should have been
scheduled for 09/17/15 as 10/17/15, on the
physicians order, and inilialed as 09/17/15 on the
MAR. She was Issued a final writtan warning by
the DON on 10/11/15, and instructed that she
must have a second nurse verify all transcribed

, orders of any kind. She was further instructed by
| the DON to have an administrative nurse conduct
| an additional review, In the absence of a

| administrative nurse an atternate nurse will be

assigned on the assigned shift. (This nurse is not
assigned lo work weekends).

11. The Regional Nurse Consultant met with LPN
#3 on 10/13/15 to discuss documentation
omissions on the MAR. LPN #3 was the usual
nursa on that unit on her scheduled days,
followed a regular routine, and the administration
of his medicalion was a standard part of her

; routine. She had failed to initial the medication

when she administered it. The following day,
further discussion was held wilh Nurse *B" and

! the Quality Management Spacialist. A written

warning (d'sciplinaty action) was prepared by the
Director of Nursing and was issued on 10/14/15
by the Quality Management Specialist for failure

Fa29
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to dacument medication administration.

12, To monitor ongoing accurate transcription of
Coumadin and PTANR orders as well as other
significant medications and corresponding lab
monitoring and completion of ardered testing and
cormpliance with care plan as it relates to
obtaining labs as ordered. All telephone orders
from the previous day are being reviewed by the
Unit Manager, or in hisfher absence a member of

. the administrative nursing team such as the

| DON, or SDC. The administrative nursa is
valldating that the order was correctly transcribec
on the MAR/TAR,

' All orders, lab results, and the Lab Log are being
brought to the morning QA meeting to confirm the
orders wera correctly transcribed from the lab
result to the Physician's Order, and that the next

! scheduled lab was recorded onto tha Iab

schedule accurately. The lab schedule is also

being checked confirm that the scheduled testing
was obtained, and that results have been
raceived for tests that ware previously obtained.

On weekends, the charge nurse will have a
charge nurse from another hall verify that
significant medication labs orders are accurately

| transcribed and entered on the lab log. If
variances are identified, immediate corrective
measure will be laken. The day shift charge nurse

' on each unit will check the lab books on the
corresponding units to validate that all labs
scheduled io be obiained have been drawn. The
weekend on call administrative nurse, will validate

| that ordered labs have been obtained. Orders

: received on the weekend that are checked by the
charge nurse at the lime transcribed, will also be

, verified through the AQA process the next day.

F 328
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To verify that the monitoring process is effective
the Administrator will observe /validate the
process three (3) times a week for four (4 )
weeks, then monthly for twalve (12) waeks.
Monthly observation and validation of accuracy
| will ba continued monthly. The Regional Nurse
i Consultant will validate compliance monthly for
three (3) months then quarterly.

13. Charge Nurses will review the MAR with a

- second charge nurse or CMT te verify that all
ordered medications have been addressed either
with initials or with an explanation as to why it
wasn't completed. Unrasalved omissions will be
addressed by the charge nurse as medication
errors, including physician notification. Tha AQA [
team member or Regional Consultant will also do !

| an audit dally including weekends for three (3)
weeks of the MARs lo verify that all ordered
medications have been addressed either with
initials or an explanation as to why it wasn't given ‘

After three (3) weeks, If the process is

' determined lo be effectively working by the AQA
committee, over site by the AQA team may be
reduced to three (3) times a week for six (6)
weeks, then wesekly if ongoing effectiveness is
determined.

14. The MDS Coordinator will develop the care I
plans that refiact the need to obtain and monitor l
lab values for residents on medications that )
require titration or monitoring. Additionat [
monitoring will be provided through review of the ‘
care plan inlerventions through the quarterly

. review by the interdisciplinary care plan team. In

| the event a concem is identified through the

, interdisciplinary review, the identified concern will
be immediately reported to the DON and |
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Administrator for action. Audit of the care plans of
rasidents receiving significant medications
requiring lab monitoring will be conducted
monthly for three (3) months and then quarterly
for ona (1) year by the DON, ADON, or RNC.

**The Stata Survey Agency validated the
corrective actions laken by the facility as follows:

1. Review of the facllity’s audits completad on
10/11/15 revealed, an audit was completed for all
residents receiving Coumadin to validate that
PT/INR testing was current, Record reviews for

i four (4) residents (Residents #3, 47, #8, and #9)
revealad the residents had current PT/INR
testing.

2. Review of docurmentation revealed the QMS
and RNC completad an additional audit on
10/24/115. An audH for all residents receiving
aother significant medications requiring titration
and/or lab manitoring to validate that all residents
had all current tab results.

3. Review of the care plan audits revealed the
MDS Coordinator and MDS Nurse had completed
an audit on care plans for all residants recsiving
warfarin and requiring PT/INR and all revisions
were completed. Interview with the MDS
Coordinator and the MDS Nurse, on 10/29/15 at
4:14 PM. revealed they both had been educated
related to the new changes and would he
continuing the audit process along with other
members of the AQA team.

Sign in Sheet, revealed on 10/12/15, the
Administrator had a meeting with the QA team 1o
identify the root cause of the missed testing and

4, Review of the Quality Assurance (QA) Maeting

F 329 l
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io develop action plans to prevent re-accurrence.
Reviaw of the Plan of Action developad in the
AQA meating, revealed there ware measurable
goals and interventlons put in place to prevent
| future problems with documentaticn and missed
labs. Further review revealed additional
information was initiated on 10/24/15 regarding
significant medications that require lab monitoring
with the AQA taam and continued with the
remainder of the clinical AQA nurses on their next
day worked with completion on 10/26/25,

5. Review of the Lab Results Policy revealed it
: was revised on 10/12/15, to add clarification of
employes responsibility to ensure a consistent
system for obtaining a laboratory test order to
transcription and overall tracking of the laboratory
| process,

6. Review of the protocal for nurses writing

orders to refect changes in medications revealed
. the protoco! was ravised to include a second
nurse o validate the order was transcribed
correctly.

7. Review of the new AQA process for
moniforing labs developed on 10/12/15 by the
Quality Management Nurse for Anti-coagulant
Therapy orders, revealed instructions for
monitoring and transcription of 1abs to refiact
changes in Coumadin orders from the physician
as well as transcribing the new order in the Lab
Book. Further review revealed all ielephone
arders from the previous day are being reviewed
by the Unit Manager, or in histher absence a
member of the Administrative nursing team,

. Review of the Sign in Shest dated 10/13/15,
| revealed all the clinical members of tha AQA

STATEMENT OF DEFICIENCIES {*1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
c
185313 8. WING 10/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
‘00D PLACE NURSING & REHAB CENTER, INC 1078 ORIVE
CREEKW R, RUSSELLVILLE, KY 42276
(X8} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE 1 COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
£ 329 Continued From page 51

F 329|
i

FORM CMS-2567(02-98} Pravious Versions Obsolela

Evant |D; MSD&11

Faciity 1D: 100299 If continuation sheel Page 52 of 113




PRINTED: 12/01/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391_
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (33} DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
c
185313 8. WikG 10/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE
B CENTER, INC 107 BOYLES DRIVE
CREEXWOOD PLACE NURSING & REHA! s RUSSELLVILLE, KY 42276
{X4) 10 ! SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE | CATE
| DEFICIENCY) I
1 I 1’
F 329 | Cantinued From page 52 |

team received training and education related to
I the new lab monitoring procedure,

Interviews with the AQA staff (the Clinical Nurss
Specialist on 10/30/15 at 3:15 PM and the MDS
Coordinatar on 10/29/15 at 4:14 PM) revealed
they had been inserviced on the new AQA
process and had a good understanding of the
process and felt comfortable with moniloring the
staff.

| Phone interview with LPN #5/Unit Manager on
10/29/15 at 5:30 PM, revealed he received
In-service from the Administrator and the Quality

| Management Nursae regarding his assigned duties
which included performing or delegating lab

I audits, and the prolocol for nurses who recelve
new lab orders as well as proper transcribing lab
orders and placing them in the lab book. He

| stated he has been involved in the process of
chacking nurses’ MAR prior to jeaving from thelr

l assigned shift.

Interview with Minimum Data Set (MDS)
Coordinator, on 10/29/15 at 4:15 PM, ravealed

" complianca with obtaining lab values for
residants’ medicalion will be monitored through
tha second check by charge nurse and the AQA
team. He staled he raceived in-service from the

| Administrator and the Quality Management Nurse
regarding his assigned duties which Included

| performing or delegating lab audits, and the
protocal for nurses wha receive new lab orders as

I well as proper transcribing of lab orders and
placing them in the lab book.

| Inlerview with the Quality Management Nurse on
| 10/29/15 at 2:00 PM, revealad the lab order
" monitoring process was revised on 10/12/15 to be

i
[
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made a pari of the active Abbreviatad Quality
Assurance (AQA) program. She further stated
the AQA meeting will be conducted Monday
through Friday except holidays and that during
the meeting, the administrative nursing team

| members will review lab reports, relumed labs

" from Medical Providars on which orders are
noted, ranscribed orders, and the fab book, to

: validate that all accurately commespond and are
complete.

Interview with Lhe Staff Development Coordinator
(SDC) on 10/30/15 at 1:30 PM, revealed she
receivad in-service from the Administrator and the
Quality Management Nurse regarding their
assigned duties which included performing or
delegating lab audits, and the protocol for nurses
who receive new lab orders as well as propar
transcribing lab orders and placing them in the

l tab book.

Interview with the Director of Nursing (DON) on
10/3015 at 3:15 PM, revealed she has been

| actively involved in the AQA process. She further
revealed she has received training about the new
policies put In place related to the lab monltering,

| correctly documenting physician's orders and had

' been assisting with the training's for all licansed
staff. She further revealed the facility will

l continue the daily monitoring process and the
audits even afler the documented time frame has
passed. She further revealed the facllity had

| implamented a!l the new changes into the new
employee packet for new employees. Sha further

| revealed the facility had implemented all the new
changes into the new employee packet for new
employeas and had developed a corrective

| menitoring check list to aid in the verification

| process.
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8. Review of inservice records revealed

I education was Initlated with all licansed nurses
ragarding tha protocol changes on 10/12/15.

| Follow up education to reinforce the training
regarding anti-coagulant medication orders was
started with licensed nurses on 10/19/15 and post

| testing was given to verify comprehension.

| Review of Sign in sheets from in-services held on
10/12/15, 10/21/15 and 10/23/15 revealed staff

| was in-serviced on the new lab monitaring

procedura.

| Review of in-servica records revealed the
education on the lab order completion and
monitoring process was Inltiated on 10/15/15 by

I the DON and the RNC and was conducted with
all licensed staff prior to their next scheduled shit

I to work. Documented sign in sheets indicated last
in-service completed on 10/22/15,

| Review of sign in sheets revealed, all licensad
Nurses were provided education by the Regional
Nurse Specialists on 10/19/15 on the need to
accurately follow the residents’ plan of care and

" nurses not avallable for education were being
trained prior to belng allowed to wark.

I Reviewed sign in shest for in-service education

i with licensed staff and Certified Medication

| Techniciana related to proper documentation

following professional standards initlated on
| 10113115 and completed 10/23/15,

| Interviews on 10/29/15 with LPN #11 at 5:03 PM,
LPN #5 al 5:30 PM, RN #3 at 4:52 PM, RN #1 at

| 3:32 PM, LPN #12 at 4:00 PM and RN #2 on at
4:52 PM; and, on 10/30/15 with LPN &7 at 2:40

| PM, LPN #10 at 8:40 AM, CMT #5 at 9:00 AM,

1
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CMT #6 at 9:05 AM and LPN #8 at 11:15 AM,
revealed they had been in-serviced on the new
policies and thal audits were being completad by
' tha AQA staff members. All staff interviewed
verified they had compleled a post test as
indicated in the AOC. The staff interviewed
revealed they were complating the verification
checks with another staff member at the change
of shift as outlined in the facility’s plan.

interview with LPN #1, on 10/15/15 at 4:00 PM,
revealed she was required to have another nurse
check her work after she transcribes or carries
out any type of physicians order. She stated she
was required {o have another nurse chack her
MAR at the end of her shift as well as she s
required 1o check the other nurses MAR prior to
being able to leava for the day.

Interview with LPN #11, on 10/28/15 at 5:03 PM,
ravealed she currently works 6:30 AM to 6:30 PM,
and has been emplaysd by the facllity for one and
half (1.5) years. She stated she had been
in-serviced on the new policy put in place related
to documentation of lab orders, transcribing the
orders as well as documenting in the lab book.
She further slated she has been checking the
other nursas MAR each shifi prior to leaving for
the day and has &lso observed a member of the
AQA team checking MARS after the checks have
been completed by the licensed staff,

Interview with RN #2, on 10/29/15 at 4:52 PM,
revealed she has been in-service on the new
policy related to Coumadin adrministration,
medication documaniation, as well as transcribing
new orders. She stated she is also checking the
other nurses MAR's for documentation Issuss

| prior to leaving for the day as well as having her

L

i
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MAR checked. She further stated the
Administrative nurse is checking behind the
nurses each day fo make sure they are
completing the documnentation and and the labs
are being done as scheduled.

I Interview with CMT #4, on 10/30/15 at 9:15 AM,
revealed sha is curmently employed by the facility

; on a PRN (when ever needed) basls. Sha stated

| she has been in-sarviced on the new policies put
in place related to Coumadin administration,
documentation on the MAR as well as checking
the MAR after tha end of your shift. She further
stated staff are not allowed 1o leave at the end of
the shift until the MAR is checked by an
Administrative Nursa.

Intarview with LPN #3, on 10/30/15 at 10:40 AM,
revealed she had been in-serviced on the new
palicies related to Coumadin administration ag
well as transcribing lab orders and placing orders
in the lab book. She stated she is required to
have another nursa verify all the orders sha

! transcribes as well as all lab orders placad in the
lab book. She further stated administrative staff
check on the MARs on the weekends and staff
ere required lo count the Coumadin pills at the
end of each shift and document on a sign out

| page,

Interview with LPN #6, on 10/30/15 at 12:00 PM,

| revealed she currently works 7:00 PM to 7:00 AM
shift, She stated she had been in-serviced on the
new policy changes related to Coumadin

I administration as well as documentation and
transcribing physician's orders and putling orders

| in the lab book. She further stated staff was

" required to have another nurse check the MAR

| Pror to lzaving al the end of the shift as well as
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by an administrative nurse. She stated, "The new

| changes have made you pay more attention to
detail to ensure your work is completed as

| ordered by the medical provider.”

Interview with the Quality Managemant Nurse, on
10/29/15 at 2:00 PM, revealed Licensed Staff

| Nurses were all aducated o have another
licensed charge nurse validate thelr lab reports

] and transcribed orders, and the lab book all
accurately correspond and are completed on the
weekends and holidays.

| 9. Interviews on 10/29/15 with LPN #41 at 5:03

PM, LPN #5 at 5:30 PM, RN #3 at 4:52 PM, RN

#1 at 3:32 PM, LPN #12 at 4:00 PM and RN #2

on at 4:52 PM; and, on 10/30/15 with LPN #7 at

2:40 PM, LPN #10 at 8:40 AM, CMT #5 at 3:00

| AM, and LPN #8 at 11:15 AM, revealed all
anti-coagulants were moved to a nursas MAR, for

' administration by a licensed nurse.

10. Interview with LPN #%, on 10/15/15 at 4:00

' PM, revealed she was required to have ancther
nurse check her work after she transcribes or
carries oul any type of physicians order. She

| stated she Is required to have another nurse
check her MAR at the end of her shift as well as
she is to check the other nurses MAT prior to

| being able to teave for the day.

11, Phone interview with LPN #3, on 10/30/15 AT

| 10:40 AM, revealed she was required o have
another nursa check her documentation on the

| MAR at the end of her shift as well as chack the
other nurses MAR. She further revealed that a

| Administrative nurse also has o check the MAR's
before they can leave. She lurther revealed any

| blanks on the MAR's are being treated as
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| medication errors. I I

| 12, Interview with Administrator and DON, on I
10/30/15 &t 3:15 PM, revealed they have started . |

the AQA process daily by bringing the lab sheet i
I along with the lab book and the residents medical l
record in the meeting each moming. They stated |

thay are auditing the writlen physicians orders as |

well as lab orders and the lab log daily. They |
revealed if the orders are not written spacifically l

as Inserviced the employee is being re-Inservicad |
| at that time.

Interview with Directar of Nursing (DON] on |
10/30/15 at 3:15 PM, revealed she has been |
actively involved in the AQA process and the |

facility will continue the daily moniloring process |

and the audits even after the documented time l
frame has passed. |

| Interview with the Administrator, on 10/30/15 at |
3:00 PM, revealed she will complete monitoring ' |
three (3) times a week for four (4) weeks, then |
I weekly for twalve (12) weeks and then monthly. |
She further revealed the RNC will validate I
| compliance monthly for three {3) months then
* guarterly, She continued to reveal she has been |
invalved in the AQA process and has also besn |
| involved in the education and training of staff l
members related to the new Intarventions put in
place, |
i |
~ 13. Review of documentation revealed MAR l | l
| reviews were being completed daily on sach shift |
by the Charge Nurse or CMT to verify all orderad |
medicalions have been addressed either with an | ’
| initlal, or with exptanation as to why it wasn't |
completed. Further review revealed an AQA i
| team mamber or Regional Consultant was : |
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manitoring all MAR's daily to verify thal shift to
I shift checks are occurring and are eflective.

| Interview with LPN #5/Unit Manager on 10/29/15

" at 5:30 PM, revealed he has been assisting with

| the audits by halping to verify the MAR's are
initialed at the end of each shift and by ensuring
all lab orders when transcribed are placed on the

| 1ab book.

| Interview with the Social Services Direclor on
10/30/15 at 1:20 PM, revealed she had bean
assisting with the audits that wera being done
dally. She further revealed she has been
completing audits one (1) to two (2) times a day,
by checking the medication carts to make sure
thay wera lockad, looking at the MARs and Ters
to ensure documentation was being completed

| and if she noticed anything questionable sha
verifias with the nurses.

[
Interview with Administrator ang DON, on

| 10/30/15 at 3:15 PM, revealed they were
continuing to check the MARs daily including

| weekends for documentation errors.

| 14, Interview with the Minimum Data Sat {MDS)
Coordinator, on 10/29/15 at 4:15 PM, revesaled he

| was responsible for developing the care plans

" that reflacted the need to obtain and manitor lab
values for residents on medications that require

| titration or monitoring.

| Record reviews completed on Resident #3, #7,
#8 and #3, revealed PT/INR tests ware

| completed as ordered by the medical provider,
Review of the iab book for each resident
revealed all future labs were documented and

. ordered per facility policy. Review of written
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Physician's Orders revealed all orders were
written as described in the new policy and
procedure. Residents' care plans had
intarventions in place to monitor labs as ordered
by the medical provider as well as to administer
I medication as ordered, Each residants' MAR was
reviewed for documentation of medication baing
administered with no concerns noted related to
I missing documentation. Further review of faxed
lab results revealed the medial provider had been
notified of lab resulls in a timely manner per the
I fzcility policy.
F 428 483.60{c) DRUG REGIMEN REVIEW, REPORT
§8=J IRREGULAR, ACT ON

! The drug regimen of each resident must be
reviewed st least once a month by a licensed
| pharmacist.

The pharmacist must report any irregularities to
| the atiending physician, and the director of
nursing, and these reports must be acted upon.

| This REQUIREMENT is not met as evidenced
by:

| Basad on interview, record review, and facility
policy review, it was determined the facility falled
fo ensura the Consultant Pharmacist identified

| the facility's failure fo monitor Protime (PT)
International Normalized Ralio {INR) related to

| Coumadin Therapy; and failad to act on the
Pharmacist's Recommendations for PT/INRs for

‘ two (2) of seven (7) sampled residents (Resident
#1 and Resident #3).
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| Resident #1 was receiving Coumadin rine (9) | F aze' e e
e ¥
milligrams {mg) each Monday, Tuesday, IRREGULAR, ACT ON

Thursday, Friday, and Sunday; and ten (10) mg
each Wednesday and Saturday. On 09/10/15,
Resident #1's Physician ordered a Protime
{PT)International Normalized Ratio (INR) to be

. completed in one (1) week (09/17/15) to monitor
tha resident's Coumadin; however, the faclity
failed to obtain the PT/INR. The Pharmacist
failed to identify the PT/INR was not obtainad on

l 09/17/15 during the Medication Regimen Review
on 09/22/15. Resident #1 was admitted to the

: hospital with a diagnosis of Severe Cerebral

| Vascular Accident (CVAY stroke) Resident #1's
PTANR at the hospital was below therapsutic
range. Resident #1 expired at the hospital on

f 10111115,

Resident #3 was raceiving Coumadin three {(3)
mg daily. On 08/17/15, Resident #3's Physician
ordered to racheck the resident's PT/INR on
08/31/15. However, a PT/INR was not completed
untit 10/03/15. The Pharmacist failed to identify
Resident #3's medication was not monitored as
ordered during the medication Regiment Review

I on 09/22/15. In addition, the Pharmacist
recommended the resident's Coumadin be
manitored every three (3) days (09/30/15 and
10/03/15); however, the facllity failed to obtain the
PT/INR per the Pharmacist Recommendations

| and Physician’s Orders,
The facility's failure to ensure Pharmacist

| Recommendations were acted upon and the
Pharmacist identified when medication was not
being monitored has caused or is iikely to cause

| sarious injury, harm, impairment or death to a
resident. Immediate Jaopardy was identified on

It Is the routine practice of this facility for the
Consultant Pharmacist to review the drug l
regimen of each resident, make
recommendations and for the recommendations
{o be acted upon.

Corrective Action for Residents Affected: | 12114/15
Resident #1 was no longer at facility, no further

corrective action can be taken. Resident 3#

Drug Regimen was reviewed on 10/22/15 and |

on 11/19/15 by the Consultant Pharmacist.

There was nc new recommendations In Octaber

2015 and one new recommendation in |
November 2015, November 2015 i
recommendation has been submitted to

physician for response.

How other residents with potential to be
affected are identified:

A list of significant medications requiring lab
monitoring was obtalned form the consultant |
pharmacist on 10/21/15. Medication
Administration Records of all residents were
reviewed to identify all residents receiving the
medications on 10/21/15 by the Regional Nurs
Cansultant. Lab findings of these residents were
reviewed to determine If recommended testing |
had been completed by Regional Nurse
Consultant. The Pharmacy Consultant reviewed
residents on medications requiring lab !
maonitoring for titratlon or adjustment on 1111911_5
& 11/20/15.

Measures or systemic changes put in place |
to prevent recurrence:

Education was provided to the Consultant
Pharmacist on 11/19/15 by her supervisor, the |
Clinical Manager, regarding the Drug Regimen
Review Process and monitoring ol medications
requiring ticration or lab
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The facility was notified of the Immediate
Jeopardy on 10/19/15. An acceptable Allegalion
of Compliance (AcC) was received on 10/29/15.

l The State Survay Agency validated tha AoC and
determined immediate Jeopardy was removed on
10/27/15. The Scope and Severity was lowared

1o a "D" while the fadility develops and

implements the Plan of Correction (PoC); and,

the facility's Quality Assurance (QA) monitors the
| effectiveness of the systemic changes.

The findings include:

Review of the facility's policy tilled, "Medication
Regimen Review, (effective date 12/01/07),

' ravealed 1.) The Consultanl Pharmacist will
conduct Medical Record Reviews if required

| under a Pharmacy Consult Agreement; 2.) Facility
should ensure that the Consultant Pharmacist
has access to: 2.1) The resident and/or the

| resident's responsible party: 2.2) The resident's
records: 2.2) The resident’s laboratory tests: 24)

l Physician/Prescriber Progress Notes, Nurses
Noles, and other documents which may assist the
Consultant Pharmacist in making a professional

i judgement as to whether or not iregularities exist
in the madication regimen; and any necessary
information.

Closed record review ravealed the facility

| admitled Resident #1 on 11/26/13 with diagnoses
which included Congestive Heart Failure,

| Cerabrovascutar Disease, Hemiplegia Dominant
Side, Gastrostomy, Aphasia, Hypertension,

| Cerebral Vascular Accident, and Diabates Mellitus
Type ll.

i

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
c
185313 B. WING 10/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COCE .
107 BOYLES DRIVE
00D PLACE N G & REHAB CENTE|
CREEKWOOD PLACE NURSING & c R, INC RUSSELLVILLE, KY 42275
{%4)10 SUMMARY STATEMENT OF DEFICIENCIES I D PROVIDER'S PLAN OF CORRECTION %)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE | s
i | DEFICIENCY)
'l T ' B
F 428 | Continued From pags 62 | Fazs I
10/18/15 and determinad to exist on 08/31/15. l F 428 {Continued)

monitoring. This education was delivered prior |
to the Consuttant Pharmacist conducting Orug
Regimen Reviews in Novemnber. i

Upon completion of review, the Consultant
Pharmacist will verbally report any
recommendations requiring immediate action
(such as a missed PT/INR)to the Director of
Nursing er in her absence Assistant Director of
Nursing. The verbal report will be followed wilnl
the writlen recommendation after upload to
Pharmacy.

Upon receipt of Drug Regimen Review reports, Ia
copy will be retained by the Director of Nursing.
The original will be submitted to the the
physician for review. Upon receipt of |
recommendations returned by physician, the
recommendation will be reviewed by the
Abbreviated Quality Assurance Commitiee ,
Clinical Team to assure that the physician's
response is followed. The Director of Nursing
will monilor ta identity outstanding |
recommendations, for need of follow-up.

Monitoring measures to assure solutions aré
sustained :

Faltowing the completion of drug regimen I
reviews, the Clinical Manager will generate a list
of residents receiving medications requiring lab
monitoring, and note lab testing that will be
indicated for those medications. She will audit
the recommendations made by the consultant
pharmacist to assure that the abs were f
addressed or are current.  This audit will be
completed monthly for 3 months to verify that t
Consuhiant Pharmacist is identitying significant
medications and making recommendations for
labs as indicated. At the conclusion of the 3 nL
months the repart will be generated quarterty 1

9 months to validate ongoing compliance.
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Review of the Physician’s Orders, dated F 428 (continued) ,
09/10/15, revealed the resident recslived I
Coumadin nine () milligrams (mg) each Manday, The Director of Nursing will present the status of
Tuesday, Thursday, Friday, and Sunday; and ten the Drug Regimen Reviews weekly to the
(10) mg each Wednesday and Saturday. Abbreviated Quality Assurance(AQA) Clinical
Team. [n her absence the Assistant Director of
Review of a Laboratory Report, dated 09/10/15, Nursing will present the status to the AQA i
revealad Resident #1's PT level was 18.4 Clinical Team. Thrls 'emm“ﬂu:“a't' l?le completed|
seconds {normal; 2.0-13.0) and INR was 1.74 :;i‘;':'nﬁ::‘garsgn; asrteo:;zgacted uegnn. The
{normat 2.0-3.0), which indicated the INR lavsl Administrator will verify that the reporting is
was not in therapeutic range. The physician occurring and that fallow-up is conducted as I
documented no change In the Coumadin order, indicated,
and to repeat the PT/INR test in one (1) week, on
: 09/17/15; however, reviaw of Resident #1's
Laboratory Reports revealed there was no
PT/INR from 09/10/15 uniil the resident was sant I
to the hospital an 10/10/15.
l Review of the Pharmacist Consultation Report, |
" dated 09/22/15, revealad thers was no |
documanted evidence that the Pharmacist had
idenlified the resident’'s Coumadin was not l
monitored as ordered.
, Review of Nurses Notes, dated 10/10/15 at 8:00
AM, revaalad the resident was sent to the |
Emergency Room on the morning of 10/10/15 '
with stroke like symptoms and a change in |
hisfher mental status. Review of Resident #1's |
PT/INR results taken in the Emergency Room on
10/10/15 at 8:43 AM, revealed the resident's PT 1
was 13.6; and, histher INR was 1.30 which was |
below the therapeutic ranga. Review of the !
Hospital Records revealed Residant #1 was l
admitied to the hospital on 10/10/15 and diad on |
10/11/15 with diagnosis of Massive i
Cerebrovascular Accident (CVA/stroke). |
| Interview with the Director of Nursing (DON), on | |
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10/14/15 at 2:30 PM, revealed she was not aware
the resident's PT/INR had not been checked on

| 09/17115 as ordered until afier the resident was
sent to the ER on 10/10/15. She stated another

| nurse had reviewed the resident’s chart and
identified tha order had been transcribed to be
obtained on 10/17/15 instead of 09/17/15.

Interview (Post Survey) with the Pharmacy
Manager, on 11/18/15 at 11:30 AM, revealed he

I was niot sure if Coumadin was looked at very
closely during the pharmacy audit. He stated
someone eise at the facility was responsible for

i following the Coumadin laboratory (lab) dus to the
fraquency of the lab ordar changes as well as
dosage changes.

| 2. Record review revealed the facility admitted
Resident #3 on 01/18/13 with diagnoses which

| included History of Vein Thrombosis/Embolus,
Embolus, Deep Low Extremity, and Filter

| Placement Right Femoral Artery.

Review of the Physician's Orders, dated 08/20185,
revealed an order for Coumadin three (3) mg
daily.

! Review of & Laboratory Report, dated 08/17/15,
revealed Resident #3's PT was 25.7 {normal:

| 9.0-13.0) which was high and tha INR was 2.40
which was therapaulic (normal 2.0-3.0). Further

| review of the report and review of a Physician's
Order, dated 08/19/15, revealed the Physician
wrote an order to repeat the PT/INR on 08/31/15;

| however, review of the laboratory reports
revealed Resident #3 did not have a PT/INR

| conducted until 10/03/15,

| Review of the Pharmacy Consultation Report,
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daled 09/22/15, revealad the Pharmacist did not
identify the resident had not racsived a PT/INR

| since 08/17/15 and the PT/INR orderad for

| 08/31/15 had not been obtained,
Further review revealed a Physician's Order,
dated 08/27/15, to administer Augmentin
{antibiotic) 500 mg twice a day times ten {10)
days. Review of a Pharmacy Recommendation,
dated 09/27/15, revealed recommendations to
moniter for an increase in hypoprothrombinemic
(deficiency of blood clotting factor in the blood)
rasponse to anlicoagulants during administration
of penicillin every thres (3) days from the start of
the antiblotic.

] Review of a Physician's Order, dated 09/2/15;
revealed to *repeat the PT/INR every three (3)
days until 10/04/15 (09/30/15 and 10/03/15)" from

| the date antibictic was started on 09/27/15.

| However, review of Resident #3's Laboratory
Reports revealed a PT/INR was not complated on
09/30/15 as recommended by the Pharmacist

| and ordared by the Physician.

Interview with the Director of Nursing (DON), on

| 10/14/15 at 2:40 PM; and, on 10/1%/15 at 1:00
PM., revealed she did not review Resident #3's
chari after she receivad the Pharmacist's

| Recommendation 1o repeat the PT/INR on

| 09/29/15, bacause it was a recommendation
based on medication being adminisiered not the
identification of the facility’s failure lo obtain labs.

Interview (Post Survey) with the Clinical Nurse

. Specialist, on 11/16/15 at 3:00 PM, revealed the
Unit Managers were rasponsible for reviewing the
pharmacy recommendations and obtaining the
orders. She stated the Phammacist lcoked to see

F 428
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if tha resident had a racent lab completed but
they were not part of their monitoring system to
ensure labs were completed.

Interview (Post Survey) with Pharmacy Clinical
Manager, on 11/17/15 at 7:40 AM, revealed
during the monthly pharmacy review process, she
expected the Pharmacist to review the current
physician's order to ensure PT/INR levels were
being obtained for residents receiving Coumadin.
She stated she expected the Pharmacist fo
review the residenis lab results to ensure the lab
was compleled as ordered and a new order was
| written for future labs if indicated on the

' physiclan's order. She sald she expected the
facility to have a monltoring system in place 1o
track the residents lab work as well.

Interview (Post Survey) with Administrator, on f
11/17/15 at 7:40 AM, revealed she expected the ’
|

pharmacy audits to include the monitoring of
critical 1ab levels (PT/INR} to ensure they are
being completed as part of tha monthly pharmacy
raview.

Tha facility implemented the following actions to
ramove the Immediate Jaopardy:

1. On 10/11/15, an audit was conducled by the | !
! DON and Quatity Management Nurse (QMS) on

all residents receiving Coumadin to validate that

PT/INR testing was current. PT/INR tesling from i

08/01/15 through 10/11/15 was reviawed to ‘
| validate that all residants had currant PTANR

tests. It was through this audit that it was

identified Resident #3 has missed his/her ordered

test for 08/31/15. ‘

2. An additional audit was conducted on 10/24/15 l
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by the QMS and Regional Nurse Consultant
{RNC) for all residents receiving othar significant
medications requiring titration and/or lab
menitoring to validate that the residents had all
current ordared lab tests with ne concerns
identified. Any care plan that lacked the need to
monitor for these medications were ravised by the
regional nurse consultant or the QMS at the time.

3. An audit was conducted on the care plans of
all residents receiving warfarin to assure that all
had a care plan problem addressing their use.
The care plan of any resident which did not
thoroughly address the anticoagulant use was
ravised. This was completed by the MDS
Coordinator and the MDS Murse on 10/14/15.

4. A Quality Assurance meeting was held
10/12/15 by the Administrator with the DON, the
Staff Development Coordinator {SPC), the QMN,
and the Unit Manager to identify the root cause of
the missed testing and lo develop action plans to
prevent re-occurrence, A call was placed to the
Medical Director by the Administrator on 10/12/15
to review the actions planned and the QA
findings. Further communication was made daily
until the Madical Director was reached on
10/14/15.

5. Anew protocol was developed on 10/12/15 by
the QMN for writing orders to reflect changes in
warfarin/cournadin orders. The process includes:
discontinuance of the previous order, if not
continued, new dose clearly stated,
fraguency/interval for next required test and the

; date scheduled to mest that frequency. The
Administrator reviewad the new protocol with the
Medical Director on 10/15/15,
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l 8. Prolocol for nurses writing coumadin/warfarin
orders as well as other significant medications
requiring titration and or laboratary monitoring
and documenting was revised to include clearly
stating curtent orders and including both the
frequency/interval of testing as well as the

| scheduled date, The process includes a second
nurse validating accurate transcription of the

I order components.

7. The lab order monitoring process was revised

i by the QMN on 10/12/15 to be made a part of the
active Abbreviated Quality Assurance {AQA)
Program. The AQA meeting is conducted

I Monday through Friday except holidays. During
the AQA meeting, the administrative nursing team
members (DON, ADON,SDC or Unit Manager)

| will review lab reports, returned labs from the MD

" on which orders were noted, transcribed orders,

- @nd the lab book, to validate that all accurately
correspond and were completa. Clinical AQA
members will also monitor through the AQA

| process to verify that orders for PT/INR-
anticoagulants are correctly written and
scheduled. Thay were educated in the validation

| process by the Administrator on 10/13/15.
Additional education was initiated on 10/24/15

| regarding significant medications that require lab
monitoring with the clinical AQA team by the

. RNC, end continued with the remainder of clinical

| AQA nurses on their next scheduled day worked
with complation on 10/26/15.

The new procass Is as follows:

l Upon recelpt of an order for a lab test, the nurse
recelving the order is responsible for placing the

| tab on the lab book on the coresponding date. If

, the lab is to be performed on an upcoming

F 428i I
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manth, or is recurring, it will be listed on the future
date page. The order, as with other orders will be l
placed in the AQA box for review in the next AQA '
meaeting.

The night shift charge nurse will complete the lab |
requisitions for the ardered lab on or before the |
shift which they are duse. If the date is designated
a lab day a reprasentative from tocal hospital will
come draw the lab. If its not a lab day, the night

' shift nurse Is responsibie for drawing the labs and
having them delivered to local hospital.

All stat labs are to be drawn by the charge nurse
on duty or another nurse if difficulty is
encountered. if at shift change an on coming
charge nursa may draw the specimen. When a
lab result is received, the charge nurse receiving
the lab result is to fax the results ta the physician
unless the result Is a critical valua, Iftherals a
critical valuer, the results will be called to the
physician by the charge nurse. After the
physician reviews the lab result, he will fax or call
. the charge nurse to acknowledge and provide '
naw orders as indicated. When an order is written
on the lab result, the charge nurse is to write a '
telephone ordar containing the order change and
any future labs ordered. Anticoagulants should ‘

' contain both frequency and schaduled date. The

nurse will transcribe any medication change on |

the MAR as indicated and place the ordered test ! '

on the appropriate date on the lab book. The

accuracy of the transcribed ordar and the lab

book is to be validated by a second nurse, The i i
! lab report should be placed in the AQA box and |

the white and yellow copies of the order in the [
| section designated for ordars. I

: If there are no orders when the doctor
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acknowledges the lab results, the acknowledged
results are o ba placed in the AQA box for review

by the clinical AQA commitiee. Phone orders and ! |
lab results will be brought Into each AQA meeting |
by the DON or Unit Managers along with the lab
book and the charts. During the AQA process, the |
. lab book will be checked by the DON,SDC,Unit !
Mansgers, ADON.a with the lab orders to verify
the lab was placed on tha correct scheduled day.
Previous days lab orders on the lab book will also
be checked by the AQA team lo verify they were
completed and results received.

The AQA meeting is conducted Monday through y
Friday axcept holidays, Proper complstion of lab !
orders from waekends and holidays will be { !
verified in the next AQA masting in addition the
on-call nurse validate during the weekand and
halidays.

Tha on call Administrative Nurse for the weakend :
or holiday will validate that ait stat or follow-up '
labs that are ordered are scheduled and
cbtained. On the following working day, the AQA
clinical team will review the 1ab resulls, schedule
and orders to verify that all orders and resulls are
currectly scheduled, abtained, results received,
communicaled to the physician and orders
corractly transcribed.

8. Education was initiated with all licensed

nurses regarding this protocol change on

10/12/15, by the QMN, the DON, SDC and the

Regional Nurse Consuitant. Follow-up education

to reinforce the training regarding anti-coagulant j
medication orders was started with licensed

nurses by Regional Nurse Consultant on 10/19/15

and post testing was given to verify

comprehension. All licansaed nurses have
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completed education excepl those on leave or
PRN staff who have not been available for
training. Any lemporary or agency personal will
be trained prior to belng allowed 1o return to work.
Education was Initiated by the QMS, DON, SDC,
RNC with licensed nurses regarding
anticoagulant orders and the required
components to be included in the transcribed
physician's order. The education was completsd
with schaduled nurses on 10/18/15. Any PRN
staff, temporary staff and agancy staff have been
trained prior to beginning work. The written order
is to include: Discontinuing the current dosage if
there Is to be a change, new order or statement
o continue current dosage, the interval or
frequency for future testing and the date that
freating is to be done. Follow-up education with
Hcensed staff regarding anti-coagulant orders and
the required components {o be included in the
transcribed physiclan’s order was started on
10/19/15, by the RNC and post testing was given
to verify comprehension,

_ To further validate comprehension beginning on

: the night shift on 10/25/15, nurses were required
to successfully complete a packet demonstrating
accurate transcription of three (3) sampled lab
results of values impacted by high rigk

 medications. Testing Is engoing, no staff
members, 1o include temporary slaff or agency
staff, will be allowed to work prior to completing
competency tesling. The education on the lab
order completion and monitoring process will be
conducted with licensed staff by the SDC, DON,

" or QMN pricr to the next shift worked. Education
will include agency and temporary staff.

Education with Nurses and Certified Medication
! Technictans (CMTs) was initiated 10/13/15

F 428
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regarding accurate documentation on Medication
Administralion Records (MAR). This education
has been provided by the Staff Development
' Coordinator (SDC), DON, QMS and the Regicnal
Nurse Consultant. CMTs and licensed nurses
ware aducated to document in accordance with
professional standaerds and to complete
documentation immediately following delivery of
the medication. They ara to review
documentation at the end of their shift with the
oncoming staff member or peer. If
documentation omissions are idantiflad, the
nurse/CMT may document only if they recall with
certainty that the medication was provided. [f the
| medication was missed they are to contact the
MD and follow the medication error process and
physician's actions that are ordered. This
| education has been ongoing and will confinue
" with encoming staff prior to thelr next shift worked
to include temporary or agency staff. PRN staff
who have not been available for education were
| gent a letter by the SDC on 10/23/15 explaining
that they must complete education prior to
working again. They will also be required to
| demonstrals competency.

Education reinforcing the requirement to raview
MAR/TAR, and initial to signify the administration
l of the medication or task afier It s completed was
initiated by tha DON,
QMS, S0C, RNC on 10/12/15. Fallow up
I education was started on 10/19/15 by the RNC
and was completed on 10/26/15 with scheduled
licensed nursing staff. Any PRN staff, temporary
staff and agency staif have been trained prior to
beginning work. Any additional PRN, temporary
or agency staif ,who will be assigned shifts in the
| future will receive training and post {esting prior to
beginning their next shift duties.

F423|
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anti-coagulants and the need to manitor 1
carresponding labs, all anti-coagulants ware ‘
moved to the nurses MAR for administration by a ‘

. 9. To heighten the nurses’ awareness of ‘

licensed nurse. Prior to this raview,

Coumadin/Warfarin, and Lovenox were the only

anticoagulants exclusively administered by the : |

nurses. This change was made by the QMN on :
10/11/15. '

10. As part of the QA Invastigation it was noted
that there were documentation amissions/errors
on the residenis MAR. Omissions/errors in ]

administration of medication and inaccurate
documentation regarding obtaining PT/INR on
09/17/15 were Identified. LPN #1 inaccurately
transcribed the arder that should have been
scheaduled for 09/17/15 as 10/17/15, on the
physicians order, and initialed as 09/17/15 on the
MAR. She was issued a final written warning by
the DON on 10/11/15, and instructed that she |
. must have a secand nurse verify all transcribed l
orders of any kind. She was further instructed by

the DON 1o have an administrative nurse conduct l
an additional review. In the absencs of a .
adminisirative nurse an alternate nurse will be I
assigned on the assigned shift. (This nurse is not
assigned to work weekends). ’

11. The Regional Nurse Consultant met with LPN ' l
#3 on 10/13/15 to discuss documentation ’

omissions on the MAR. LPN #3 was tha usual

nurse on that unit on her scheduled days, ‘

followed a regular routine, and the administration |
of his medication was a standard part of her

routine, She had failed o initial the madication |

. when she adminislered it. The following day,

further discussion was held with Nurse "B* and |
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the Quality Management Specialist. A wrilten

waming (disciplinary action) was prepared by the :
Director of Nursing and was issued on 10/14/15

by the Quality Management Specialist for failure

' to document medication administration.

12. To monilor ongoing accurate transcription of
Coumadin and PT/INR orders as well as other
significant medications and corresponding lab
monitoring and completion of ordered testing and
compliance with care plan as it relates to

obtaining labs as ordered. All telephone orders

| from the previous day are being reviewed by the

Unit Manager, or in his/her absence a member of ‘

the administrative nuraing team such as the
DON, or SDC. The administrative nursa is
validating Lhat the order was correctly transcribed
on the MAR/TAR.

All orders, lab resulis, and the Lab Log are being |
brought to the moming QA mesting to confirm the |
orders were correctly transcribed fram the lab

rasult to the Physician's Order, and that the next
scheduled lab was recorded onto the lab

schaedule accurately. The lab schedule is also |
being checked confirm that the scheduled testing
was obtalned, and that results have been
racsived for tests that were previously obtained.

On weekends, the charge nursa will have a
charge nurse fror another hall verify that
significant medication labs orders are accurately
transcribed and entered on the lab log. If
variances are identified, immediate corractive
measure will ba taken. The day shift charge nurse
| on each unit will check the lab books on the
corresponding units to validale that all labs
scheduled {o be obtained have been drawn, The
i weekend on call administrative nurse, will validate

F 428
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that ardered labs have been oblained. Orders
received on the weekend that are checked by the
charge nurse at the time transcribed, will also be
verified through the AQA process the next day.

| To verify that the monitering process is effective
the Administrator will cbserve /validate the
process three (3) times a waek for four {4 )
weeks, then monthly for twelve (12) weeks,
Monthly observation and validation of accuracy
will be continued monthly. The Regional Nurse
Consuliant will validate compliance monthly for
three (3) months then quarterly.

13. Charge Nurses will review tha MAR with a
sacond charge nurse or CMT to verify that all
ordered medications have bean addressad either
with Inittals or with an explanation as to why it
wasn’t completed. Unresolved omissions will be
addressed by the charge nurse as medication
arrors, including physician natification. The AQA
team member or Regional Consultant will also do
an audit daily including weekends for three (3)
waeeks of the MARSs to verify that all ordered
medications have been addressed either with
initials or an explanation as to why it wasn't given
After three (3) weeks, if the process [s
determined to be effectively working by the AQA
committes, over site by the AQA team may be
reduced lo three (3) times a week for six (6)

| weeks, then weekly if ongoing effectiveness is
determined.

1 14. The MDS Coardinalor will develop the care

' plans that reflect the nead to obtain and monitor
lab values for residents on medications that
require titration or monitoring. Additional
monitoring will be provided through review of the
care plan interventions through the quarterly

F 428
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review by the interdisciplinary care plan team. In
the event a concarmn is identified through the

interdisciplinary review, the identified concern will I
be immediately reporied to the DON and

| Administrator for action. Audit of the care plans of

residents receiving significant medications

requiring tab monitoring will be conducted

monthly for three (3) months and then quatterly

for ona (1) year by the DON, ADON, or RNC.

**The Siate Survey Agency validated the
corrective actions taken by the facility as follows:

1. Review of the facility's audits completed on
10/11/15 revealed, an audit was completed for all
residents receiving Coumadin to validate that
PT/INR testing was currenl. Record reviews for
four (4) residents (Residents #3, #7, #8, and #9 )
ravealed the residents bad current PT/INR
{esting. :

2. Review of documentation revealed the QMS
and RNC compileted an additional audit on
10/24/15. An audit for all residents receiving
other significant medications requiring titration
and/or lab monitoring to validate thal all residents
had all current lab resuits.

3. Review of the care plan audits revealed the
MDS Coordinator and MDS Nurse had completad
an audit on care plans for all residents raceiving
warfarin and raquiring PT/INR and all revisions
were completed. Interview with the MDS
Coordinator and the MDS Nurse, on 10/29/15 at
4:14 PM, revealed they both had been educated
related to the new changes and would be
continuing tha audit process along with other
members of the AQA team.

]
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' Bign in Shast, revealed on 10/12/15, the
Administrator had a mealing with the QA team to
identify the root cause of the missed festing and

: Review of the Plan of Action developed in the
AQA meeling, revealed thers were measurable
goals and interventions put in place to prevent
future problems with documentation and missed
labs. Further raview revealed additional
information was initiated on 10/24/15 regarding

with the AQA team and continued with the
day worked with completion on 10/26/25.

5. Review of tha Lab Results Policy revealed it
' was revised on 10/12/15, to add clarification of
" amployee rasponsibility to ensure a consistent

system for obtaining a laboratory test order to

process.

6. Review of the protocol for nurses writing
orders to refect changes in medications revealed
the protocol was revised to include a second
nurse to validate the order was transcribed
correcily.

7. Raview of the new AQA process for
monitoring labs davelopad on 10/12/15 by the
CQuality Management Nurse for Anti-coagulant
Therapy orders, revealed Instructions for
monitoring and transcription of labs to reflect
changes in Coumadin orders from the physician
as well as transcribing the new order in the Lab
Book. Further review revealed all telephone
orders from the previous day are being reviewed
by the Unit Manager, or in hisfher absence a

i 4. Raview of the Quality Assuranca (QA) Meeting

. 1o develop action plans {0 prevent re-occurrence.

significant medications that require lab moniloring

| remainder of the clinical AQA nurses on their next

transcription and overall tracking of the laboratory

F 428
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member of the Administrative nursing team.

Review of the Sign in Sheet dated 10/13/15,
revealed all the clinical members of tha AQA
team raceived training and education related to
the new lab monitoring procedure.

Interviews with the AQA staff (the Clinical Nurse
Specialist on 10/30/15 at 3:15 PM and the MDS
Coordinator on 10/29/15 at 4:14 PM) revealad
thay had been insarviced on the new AQA
pracess and had a good understanding of the
process and felt comfortable with monitoring the
staff,

Phone interview with LPN #5/Unit Manager on
10/29/15 at 5:30 PM, revealad he received
in-service from the Administrator and the Quality

| Management Nurse regarding his assigned duties
which included performing or delegating lab
audits, and the protocol for nurses who recaive
naw lab orders as well as propar transcribing lab

| orders and placing them in the lab baok. He

' stated he has been involved in the process of
checking nurses' MAR prior to leaving from their
essigned shift,

Interview with Minimum Data Set (MDS)
Coordinator, an 10/29/15 at 4:15 PM, revealed

- compliance with abtaining lab values for
residents’ medication will be monilored through

" the secand check by charge nurse and the AQA
team. He staled he received in-service from the

i Administrator and the Quality Management Nurse

| regarding his assigned duties which included
performing or delegating lab audits, and the

+ protocol for nurses who receive new lzb orders as
well as proper transcribing of lab orders and
Placing them in the lab book.

1
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Interview with the Quality Management Nurse on
10/29/15 &t 2:00 PM, revealed the lab order
monitoring process was revised on 10/12/15 to be
made a part of the active Abbraviated Quality
Assurance (AQA) program. She further stated
the AQA meeling will ba conducted Monday
through Friday except holidays and that during
the meeting, the administrative nursing team
members will raview lab reports, retumed labs
from Madical Providers on which orders ars
noted, transcribed orders, and the lab book, to
validate thal all accurately corraspond and are
complete,

Interview with the Staff Development Coordinator
{SDC) on 10/30/15 at 1:30 PM, revealed she
received in-service from the Administrator and the
Quality Management Nurse regarding thsir
assigned duties which included performing or
delegating lab audits, and the protocol for nurses
who receive new lab orders as well as proper
transcribing [ab orders and placing them in the
lab book.

Interview with the Direclor of Nursing {DON) on
10/30/15 at 3:15 PM, revealed she has been
actively involved in the AQA process. Sha further
" revealed she has received training about the new
policies put in place related to the lab monitoring,
correctly documenting physiclan's orders and had
been assisting with the tralning's for all licensed
staff. She further revealed the facility will
continue the daily monitoring process and the
audits even after the documented time frame has
passed. She further revealed the facility had
implemented all the new changes into the new
employes packet for new employees. She further
; revealed the facility had implemented all the new
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| changes into the new employea packet for new

| employees and had developed a comective
monitoring check list to aid in the varification
process.

8. Review of inservice records revealed
education was initiated with all licensed nurses
ragarding the protocol changes on 10/12/15.
Follow up education to reinforce the training
ragarding anti-coagulant medication orders was

testing was given to verify comprahansion.

10/12/15, 10/21/15 and 10/23/15 revealed staff
was in-serviced on the new |lab monitoring
procedure.

Review of in-service records revealed the
education on the lab order completion and
monitoring process was initiated on 10/15/15 by
the DON and thae RNG and was conducted with

in-servica completed on 10/22/15.

Revlew of sign in sheels revealad, all licensed
nurses were provided education by the Regional
Nurse Specialists on 10/19/15 on the need to
accuralely follow the residents' plan of care and
nurses not available for education were baing
trained prior to being allowed to work.

Reviewed sign in sheet for in-service education
with licensed staff and Certified Medication
Technicians related to proper documentation
following professional standards initiated on
10/13/15 and completed 10/23/15,

started with licensed nurses on 10/19/15 and post

Review of Sign in sheets from in-services held on

all licensed staff prior {o their next scheduled shift
to work. Documented sign in sheets indicated last

Interviews on 10/29/15 with LPN #11 at 5:03 PM,

F428

FORM CMS-2567(02-99) Previous Vaisions Obscleta Evant ID:MSDEY

Facity ID: 100299

H continuation sheel Page 81 of 113



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/01/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES {t1) PROVIDER/SUPPLIERICLIA [X2) MULTIPLE CONSTRUCTION {>(3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
185313 8. WING 10/30/2015
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
N N B RICEN ERNC 107 BOYLES DRIVE
CREEKWOOD PLACE NURSING & R| CENTER, | RUSSELLVILLE, KY 42276
(X4)10 ' SUMMARY STATEMENT OF DEFICIENCIES | D | PROVIDER'S PLAN OF CORRECTION | E)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
T8 | REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE bATE
| l DEFICIENCY) I
l : '
F 428 | Continued From page 81 F 428| |

LPN #5 at 5:30 PM, RN #3 at 4:52 PM, RN #1 at

| 3:32 PM, LPN #12 at 4:00 PM and RN #2 on at
4:52 PM; and, on 10/30/15 with LPN #7 at 2:40

. PM, LPN #10 at 8:40 AM, CMT #5 at 9:00 AM,

| CMT #6 at 9:05 AM and LPN #8 at 11:15 AM,
revaaled they had been in-serviced on the new
policies and that audits were being completed by
the AQA staif members. All staff interviewed
verified they had completed a post test as
indicated in the AOC. The staff interviewed
revealed they were completing the verification
checks with another staff member at the change

l of shift as outlined In the facility's plan.

Interviaw with LPN #1, on 10/15/15 at 4:00 PM,

| revealed she was required to have another nurse
check her work aftar she transcribes or carmies
out any type of physicians order. She stated she
was required to have another nurse check her
MAR at the end of her shift as well as sha is
required to check the other nurses MAR prior {o
being able to leave for the day.

| Interview with LPN #11, on 10/28/15 at 5:03 PM,

ravealed she currenlly works 6:30 AM to 6:30 PM,
and has been employed by the facility for one and

| half (1.5) years. She stated she had been
in-serviced on the new policy put in place related
to documentation of lab orders, transcribing the
orders as well as documenting in the lab book.
She further staled she has bean checking the
other nurses MAR each shift prior to leaving for
the day and has also observed a member of the
AQA team checking MARS after the checks have
been compleied by the licensed staff.

Interview with RN #2, on 10/29/15 at 4:52 PM,
| revealed she has been in-service on the new
policy related to Coumadin administration,

FORM CMS-2567{02-69) Provious Versions Obsalate

Evenl ID;MSD811

Faclily ID: 100299

It continuation sheet Page 82 of 113



PRINTED: 12/01/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES ) FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED

Lod

185313 B. WING 10/30/2015
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21P CODE —

167 BOYLES DRIVE

RUSSELLVILLE, KY 4227¢

x| SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (xs}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PrREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
[ ' [

F 428 | Continued From page 82 | F 428

medication documentation, as well as transcribing |
| new orders. She stated she Is also checking the | I
ather nurses MAR's for documentation issues |
prior ko leaving for the day as well as having her | |
MAR checked. She further stated the |
| Administrative nurse is chacking behind the | |
nurses each day to make sure they are |
completing the documentation and and the labs |
are being dong as schedulad, | !

CREEKWOOD PLAGCE NURSING & REHAB CENTER, INC

| Intsrview with CMT #4, on 10/30/15 at 9:15 AM, I ’

revealed she Is currently employed by the tacility
I on a PRN {when ever needed) basis, She stated | |
she has been in-gerviced on the new policies put |
I in place related to Coumadin adminisiration, | |
documantation on the MAR as well as checking :
I the MAR after the end of your shift. She further |
| stated staff are not allowed to leave at the and of | |
the shift until the MAR is checked by an | I
| Administrative Nurse. [

| Interview with LPN #3, on 10/30/15 at 10:40 AM,
revealed sha had been in-serviced on the new |
policies related 1o Coumadin administration as |
wall as trenscribing lab orders and placing orders i

| in the lab book. She stated she is required 1o | |
have another nurse verify all the orders she |

| transcribes as well as all lab orders placed In the
lab boaok. She further stated administrative staff i

| check an the MARS on the weekends and staff | !
are required to count the Coumadin pills at the I .

| end of each shift and document on a sign out i |

| Page. ! '

| Interview with LPN #8, on 10/30/15 at 12:00 PM,
revealed she currently works 7:00 PM to 7:00 AM i

| shift. She stated she had bean in-serviced on the , I |
new palicy changes related to Coumadin |

| administration as well as documentation and | ! |
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| transcribing physician's orders and putting orders
in the lab book. She further stated staff was
| required to have another nurse check the MAR
prior to leaving at the end of the shift as well as |
| by an administrative nurse. She slated, "The new . |
changes have made you pay more attention to | |
detall to angure your work is complated as |
| ordered by the medical provider." |

| Interview with the Quality Management Nurse, on |
10/28/15 at 2:00 PM, revealed Licensed Staff I

| Nurses were all educated to have another |

licensed charge nurse validate their lab reports | |
and transcribed orders, and the lab book all ' |

' accurately correspond and are completed on the |
waekends and holidays.

| 9. Intarviews on 10/29/15 with LPN #11 at 5:03 | '
| PM, LPN #5 at 5:30 PM, RN #3 at 4:52 PM, RN |
#1 al 3:32 PM, LPN #12 at 4:00 PM and RN #2 |
. on at 4:52 PM; and, on 10/30/15 with LPN #7 at | l
| 2:40 PM, LPN #10 at 8:40 AM, CMT #5 at 8:00
AM, and LPN #8 at 1115 AM, revealed all |
anti-coagulants were moved to a nurses MAR, for l
administration by a licensed nurse. | |

10. Interview with LPN #1, on 10/15/15 at 4:00 I |

| PM, revealed she was required to have another i

- nurse check her work after sha transcribes or ! |

| carries out any type of physicians order. She |
slated she is required to have another nurse |

| check her MAR al the end of her shift as well as I
she is 1o check the other nurses MAT prior to |

| being able to leave for the day. '

) f

i 11. Phone interview with LPN #3, on 10/30/15 AT I I
10:40 AM, revealed she was raquired to have |

| another nurse check her documentation on the '

. MAR at the end of her shift as well as check the | |
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other nurses MAR, She further revealed that a | l
| Administrative nurse also has to check the MAR's I
before they can leava, She further revealed any | '
| blanks on the MAR's arg being lreatad as i
| madication errors. | ’ |
!
12. Interview with Administrator and DON, on I
| 10130115 at 3:15 PM, revealed they have started | |
tha AQA process daily by bringing the lab shest i
| along with the lab book and the residents medical i !
record in the mesting each moming. They stated | .
! they are auditing the written physicians orders as i |
well as lab orders and the lab log daily. They |
| revealed it the orders are not written specifically | i
as Inserviced the employee s being re-Insenviced |
| at that time.

| Interview with Director of Nursing (DON) on
10/30/15 at 3:15 PM, revealad she has been !
| actively involved in the AQA process and the | |
facility will continue the dally monitoring process |
and the audits even after the documented time
frame has passed. | |

| Interview with the Administrator, on 10/30/45 a1 | | |
| 3:00 PM, revealed she will complete montoring
three (3) times a week far four (4) waeks, then |
| weekly for twelve {12) weeks and then monthly. | |
She further revealed tha RNC will validate I :
| compliance monthly for three (3) months then | |
quarlerly. She conlinued to reveal she has been |
| involved in the AQA process and has also been | |
involved in the education and training of staff | :
members related to the new interventions pulin | |
' placs. !

| 13. Review of documentation ravealed MAR | i
reviews ware being completed daily on each shift |
| by the Charge Nurse or CMT to verify all ordered ; | [
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medications hava been addressed either with an

I inilial, or with explanation as to why it wasn't
compieled. Further review revealed an AQA

| team member or Regional Consullant was
moniloring all MAR's daily to verify that shift to

| shift checks are occurring and are effective.
Interview with LPN #5/Unit Manager on 10/29/15

| at 5:30 PM, revealed ha has been assisting with
the audits by helping 1o verify the MAR's are

| initialed at the end of each shift and by ensuring
all lab ordars whan transcribed are placed on the

| lab book.

Interview with the Social Services Director on

| 10720115 at 1:20 PM, revealed she had been
assisling with the audits that were being done

! daily. She furlher ravealed she has been
completing audits one (1) to two (2) times a day,

l by checking the medication carts to make sure
they were locked, looking at the MARSs and Tars
to ensure documentation was being completed

I and if she noticed anything questionabla she
verifies with the nurses.

Interview with Administrator and DON, on
| 10/30/15 at 3:15 PM, ravealed they were
continuing to check the MARs daily including
| weekends for documentation errors,

14. Interview with the Minimum Data Set {MDS)
Coordinator, on 10/29/15 at 4:15 PM, revealed he
was rasponsibla for developing the cara plans
thal reflectad the need to obtain and monitor lab

| values for residents on medications that require
titration or monitoring,

|
Record raviews completed on Resident #3, #7,
| #8 and #9, ravealed PT/INR tests were
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completed as ordered by the medical provider.
Reviaw of the lab book for each resident

| revealed afl future labs were documentad and
ordered per facility palicy. Review of written

| Physician's Orders revealed all orders were
written as described in the new policy and

| procedure, Residents’ care plans had
interventlons in place to monitor labs as ordered
by the medical provider as well as 1o administer
medication as ordered. Each residents’ MAR was
raviewed for documentation of medication being

| administered with no concerns noted related lo
missing documentation. Further review of faxed

| lab resuits revealed the medial provider had been
notified of lab rasulis in a timely manner per the

| faciity policy.

F 514 483.75()(1) RES
§8=4 | RECORDS-COMPLETE/ACCURATE/ACCESSIB

LE

I

. The facility must maintain ciinical records an each

| resident in accordance with accepted professional
standards and practices that are complete;

| accurately documented; readily accessible; and
systematically organized.

l The dlinical record must contain sufficient

| information to identify the resident: a record of the
resident's assessments; the plan of care and

| services provided: the resulls of any
praadmission scresning conducted by the Siate;

| and prograss notas.

| This REQUIREMENT s not met as evidencad
by:
|

I

F 428!
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Based on interview, record review, facility policy 483,75(1{1) RESIDENT RECORDS- |
| and procedure raview, and review of Hospital | COMPLETE/ACCURATEIACCESSIBLE
Records and laboratory reports, it was
" It Is the rautine practice of Creekwood Place
determined the facility failed to ensura the clinical | Nursing and Rehab Center to mantain clinical |
| record was complete and accurately documentad | recards on each reskient in accordance with
related lo medications being documanted on the | accepted professional standards and practices |
Medication Administration Record (MAR) and l that are complete; accurately documented;
| critical labs being documented o be drawn readily accessible; and systematically
! aceurately for one {1) of seven (7) sampled | arganized. |
| residents (Resident #1). | Corrective Action for Residents Affected:
. Resident #1 was no longer at the lacility. No |
The facllity falled to ensure drug level monitoring | further corrective actiongcould be taker?.’ | 12114118
was completed as ordered for Resident #1. | LPN#1and asecond LPN responsible for 4 of
| Licensed Practical Nurse (LPN) #1 documentsd I the 5 documentation omissions were educated |
lo draw Resident #1's Protime (PT)International | Edhfd”:,",.’,’ by éhgnDirEfgﬁ:n !:ul;zlgg %n:n ”
egional Nurs nsu
I g::rmallza‘tfon Ratio {INR) on 10/17/15 on tha | cofrection was Initiated for both. LPN #1 was
ysician's Order instead of 09/17/15 par the | |
. instructed by the Director of Nursing and
Physician's documentation on the 09/10/15 | Regional Nurse Consultant that I adiition to the
l Laboratory Report. This failure resulted in the lab | second nurse verilying accurale transcription, L
not being drawn and the opportunity for Residant | she was also required to kave an Administrativ
| #1's Physician 1o adjust the resident's medication. ?Umeif\;alldatf.; accurzcy for a period of 90 days
' 0 verify ongoing proficfency,
In addition, there were muttiple missad entries for |
l the administration of Resident #1's Coumadin | :,?,":;‘:,’2’,;’.:'::3,?,,,"‘:'"‘ Ratential to be
{anticoagulant/blood thinner) on the October 2015 |  The Medication Administration Records of all
| MAR on 10/03/15, 10/04/15, 10/05/15, 10/08/15 | ~ residents were audited at feast daily beginning I
and 10/08/15 and missed entries for the on 10/13/15 by clinically educated members of
' adminisiration of high blood pressure medication. | | :;le f?gllat{l's Qualinlf :ssura:cte tg:ommlll:;a‘;'e. t:
The facility failed to have an effective systsm in enily any current documentation omissions.
Daocumentation omissions of medication, that
| placa to ensure the documentation on tha MAR | were unable to be resoived, were evaluated as a
was complete. Resident #1 had a critical | medication error, |
Coumadin level when he/she was admitted ta the |
| hospilal on 10/10/15 with a diagnosis of Severe | Measures or systemic changes putin placei
" Cerebral Vascular Accident (CVA/siroka). to prevent recurrence:
| Resident #1 expired at the hospital on 131111.'15. | Education with allicensed Nurses and CMTs
| was initlated 10/13/15 regarding accurate
e foi 1 documentation an Medication Administration
| The facility's failure to ensure residents’ clinical : | records, This education has been provided by
records were complete and accurately l the Staff Development Caardinator (SDC), the|
1 documented has caused or is likely to cause . | Director of Nursing (DON), the Quality
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serious Injury, harm, impairment or dealh 1o a
resident. Immediate Jeopardy was [dentified on
10/18/15 and determined to exist on 08/31/15.
The facility was notified of the Immediate
Jeopardy on 10/19/15. An acceptabie Allegation
of Compliance (AoC) was received on 10/29/15.

The State Survey Agency validated tha AoC and
determined immediate Jeopardy was removed on
10/27/15. The Scope and Severily was lowered

' to a "D" whila the facility develops and
implaments the Plan of Correction (PoC); and,
the facility's Quality Assurance (QA) monitors the
effactiveness of the systemic changes.

. The findings include:

| Raeview of the facility's policy titled, "General Dose
' Preparation and Medication Administration®, last
revised 01/01/13, revealed afier medication
administration, facility staff should take alt
- measures required by facility policy and
applicable laws, including but not limited to
documenting necessary medication
administration/ireatment information when
medications were given, when medications were
opened, the injaction site of a medication, and to
document on the appropriate forms.

" Review of the (acility's palicy titled, *Medical
Records Documentation Standerds®, last revised
01/02/14, revealed it is the policy of this facility
that documentation will reflect medical presence,
team approach, and established professional
ethics and practices. Charting should contain
specific and accurate detalls to inform staff,
demonstrale awareness of the resident's
condition, and or problems, and facilitate quality
of cars. Record significant changes in the

consultants.  All licensed nurses and Med
Techs, except those on leave or PRN staff wh
have not been available for work or training
have completed education.These staff memben
as well as any temporary or agency personnel -
will be trained prior to being allowed ta work,
|  This training has been added to the orientation
material for newly hired licensed personnel by
the Staif Development Coordinator. CMT's
(Certified MedicationTechs} and licensed
nurses were educated lo document in (
accordance with professional i
standards and lo complete documentation |
immediately following deffvery of the
medicatlon. They are to review documentation
. at the end of their shift with the oncoming staff
member or peer. If docurmentation omissions
are identified, the nurse/CMT may document
only If they recall with certainty that the
medication was pravided. If the medication wa
missed they are to contact the MD and follow the
med errar pracess and physician's actions that
are ordered. This education has been angoing
and will continue with oncoming staff prior to
their next shift worked to include temporary or
agency staff.,

Monitoring measures to assure solutions n+
sustained :

Charge nurses will review the Medication
Administration Record (MAR) with a second
charge nurse or Certified Medication Tech
(CMT), to verify that all ordered medications
tiave been addressed either with initials or wi
an explanation as to why it wasn't completed

' (refused, out of facility, held lor procedure, etc).

Unresolved omissions wilt be addressed by the
charge nurse as medication errors, including
physician notification. Daily(including weekends)
x 3 weeks an Abbreviated Quality Assurance r
(AQA) team member or regional consultant wil

I maonitar to verify that shift to shift checks are
occurring and are effective. The Abbreviated
Quality Assurance team member or regional
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! treatmenis/medications, follow up with
physicians/allied health professionals, and
i notification of resident/representative,

1. Closed record review revealed the facility
admitted Resident #1 on 11/26/13 wilh diagnoses

| which included Congastive Heart Failure,
Carebrovascular Disease, Hemiplegia Dominant

i Side, Gastrostomy, Aphasia, Hypertension,

I Cersbral Vascular Accident, Diabetes Mallilus
Type l.

| Raview of the September 2015 Medication

' Adminisiration Record (MAR), revealsd the

. resldent was receiving Goumadin {

| anticoagulant/blood thinner) six {8) milligram (mg)
tablet and a three (3) mg tablet once daily, on
Mondays, Tuesdays, Thursdays, Fridays and

| Sundays; and, Coumadin 10 mg tablet once dally
on Wednesdays and Salurdays.

| Review of a Laboratory Report, dated 09/10/15,
revealed the physiclan documented there was no
change to the Cournadin order, but lo repeat the

| PT/INR test in one (1) week, on 09/17/15. Further
review of the September 2015 MAR revealed the

I order for tha 09/17/15 PT/INR was on the MAR
and the MAR was initialed that the lab had bean
completed; however, review of Resident #1's

| Laboratory Reports revealed there was no
PT/INR complated on 09/17/15.

| Interview with Licensed Practical Nursa (LPN) #1,

_on 10/15/15 at 4:00 PM, revealed the Physician

| documented on the Laboralory Report to recheck
the PT/INR in one (1) week, on 09/17/15 but
when she documenied it on the Physiclan's Order
| and in the Lab Book she wrote to draw the fab on

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: R BUILDING COMPLETED
Cc
185313 B.WING 10/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
EKW CE NURSING & REHAB CENTER, INC 107 BOYLES ORIvE
CRE RODELA Ra ) RUSSELIVILLE, KY 42276
(x4} 10 SUMMARY STATEMENT OF DEFICIENCIES I i PROVEIER'S PLAN OF CORRECTION T
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX " (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE narE
DEFICIENCY) |
T ! ;
F 5§14 Conlinued From page 89 F 514|
residents condition, response to F514 {continued) |

weekends) X 3 weeks of the MARs (Medication
Administration Records) to verify that all
ordered medicatlans have been addressed
either with initials or with an explanation as to
why it wasn't given. After three weeks, If the new
process is determined to be eftectively working
by the Quality Assurance (QA) commitiee, i
oversight by the Abbreviated Quality Assuranc
(AQA) team may be reduced to three times
weekly for six weeks, then weekly If ongoing
eflectiveness is determined.
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10/4715, instead of on 09/17/15. She stated shs
was not aware of the error until she was
caunseled by her Supervisor on 10/12/15. |
Interview (Post Survey) with LPN #1, on 11/06/15 f
] at 1720 PM, ravealed she did not remember if she |
! had Initialed Resident #1's MAR indicating the ' :
PT/INR was drawn received. However, thers was |
| no documented evidence of a Laboratory Report
for 09/10/15, |

| In addition, review of the October 2015 MAR
revealed multiple missed entries for the ,
administration of the Coumadin 10 mg on l
| 10/03/15, and Coumadin three (3) mg on | |
10/04/15, 10/05/15, 10/06/15 and 10/08/15; and,
Coumadin six (8) mg on 10/5/15, 10/6/15. |
] Further review revealed there were also missed ' | |
documentation of eniries for critical medication to '
control the resident's blood pressure and heart
I rate. The following medications wera not initialed |
as having been administered or not administered: |
| Coreg 25 mg (hypertension} on 10/06/15, Digoxin
{slow.sirengthens heart rate) on 10/06/15 and |
10/08/15, Hydrochlorathiazide 25 mg |
| (hypartension) on 10/08/15, and Lopressor 100 | [
mg tabs (hypertansion) an 10/06/15, 10/07/15, | :
i and 10/08/15. J |
Review of Resident #1's blood pressure readings I
| for 10/01/15 through 10/09/15 revealed the '
resident's blood pressure ranged from | |
| 112/56-160/80 (normal 120/70) and on 10/10/15 |
when he/she was sent to the hospital it was . |
| 204/102. |
Interview with LPN #3, on 10/16/15 at 12:10 PM, I
| rovealed she was aware Resident #1 was taking ) |
Coumadin and also received mulliple blood |
| pressure medications. She stated Resident #1 | |
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had been taking Coumadin since he/she was |
admitted 1o the facility and she administered the :

medication every day as prescribed but did not |

sign it out. She further stated she was not sure

why she did not sign it out and she realized the

legal ramifications of not signing out the ’
medications. She said she was positive the

madications were administerad and she also

understood the importance of the blood pressure

medication being administered as ordared. ) I

Review of the Nurses Notes, dated 10/10/15 at I
8:00 AM, revealed Rasident #1 was sent to the :
Emergency Room with stoke llke symptoms and l
a change in mental status. Raview of Resident
#1's PT/INR resuits taken in the Emergency |
Room on 10110/15 at 8:43 AM, revealed the
resident's PT was 13.6 (normal 8-13) and INR |
| was 1.30 which was below the therapeutic range I '
I {normal 2,0-3.0). Review of Hospilal Records,

dated 10/11/15, revealed Resident #1 was

admitied to the hospital and later died on I
l 10/11/15 with diagnosis of Massive I

Cerebrovascular Accident (CVA/stroke).

Interview with the Director of Nursing (DON) on |

10/14/15 at 2:40 PM, ravealed she was not aware I ’
I of the documentation issues in Residant #1's

MAR until she completed a chart audit on

10/13/15. She stated she expected the nursing l
l staff to administer the medication as ordered and I

initial the MAR at the time the medication was |

given.

Interview with the Clinical Nurse Specialist, on | I
10/15/15 at 3:00 PM, revealed she was aware {he
facility had a problem with documentation, but not I |
lo that extent. She stated the facility did not have i

, @ system in place to monitor the MARSs manthly, ! |
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She furiher stated Resident #1's medical provider
is also the facility's Medical Direclor and, had
voiced concems with her related to the frequency
of medication errors being made and wanted the
facility to try and improve their medication error
rate. She stated If the resident didn't get his/her
medication as prescribed by the medical provider
it could have affected the residents blood
pressura readings.

Interview with Resident #1's Medical Provider, on
10/15/15 at 1:40 PM, revesled that missing the
residenls’ labs (PT/INR) as ordered could have
affecled the resident's levels. He stated he had
been ordering the resident’s lab werk to be drawn
weekly due to fluctuations in the lab resulls. He
stated he had concemns about possible missed
doses and had voiced his concern with the
nurses when they called with the lab results as
wall as the previous Adminisirator, He furiher
stated if the resident had actually missed doses
of prescribed madication it could have influenced
his/har Coumnadin level as well as the resident's

! blood pressure, He stated if the resident's

Coumadin level got too low for a long period of
time it could have contribuled to hisfher Cerebral

| Vascular Accident (CVA). He further stated he

would have expected the facility to have a better
tracking system in place regarding Coumadin
lovels as well as some type of audit system in
place fo review the MARs and ensure labs ware
cblained.

**The facilily implarnented the following actions to
remove the immediate Jeopardy:

1. On 10/11/15, an audit was conducled by the

| DON and Quality Management Nurse (QMS) on

|

F 514/

|
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all residents receiving Coumadin 1o validate that
PT/INR testing was current. PT/INR testing from
08/01/15 through 10/11/15 was reviewed to
validate that all residents had current PT/INR
tests. It was through this audit that it was
identified Resident #3 has missed his/her ordered
test for 08/31115.

2. An additional audit was conducted on 10/24/15
by the QMS and Regional Nurse Consultant
(RNC) for all residents recaiving other significant
medications requiring fitration and/or lab
monitoring to validate that the residents had all
current orderad lab tests with no concerns
Identified. Any care plan that lacked the need to
"monitor for these medications were revised by the
l regional nuree consultant or the QMS at the time.

3. An audit was conducted on the care plans of
all residents receiving warfarin to assure that all
had a care plan problem addressing their use.

l The tare plan of any residant which did not
tharoughly address the anticoagulant use was
revised. This was completed by the MDS

| Coordinator and the MDS Nurse an 10/14/15.

4. A Quality Assurance meeting was held
1012/15 by the Administrator with the DON, tha

I Staff Development Coordinator (SDC), the QMN,

!'and the Unit Manager o identify the root cause of
the missed testing and to develop action plans to
prevent re-occurrence. A call was placed to the
Medical Director by the Administrator on 10/12/15
to review the actions planned and the QA
findings. Further communication was made daily
until the Medical Director was reached on

" 10/14/15.

| 5. Anew pratocol was developed on 10/12/15 by

F514

i
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the QMN for writing orders to reflect changas in

warfarin/coumadin orders. The process includes:

discontinuance of the previous order, if not

continued, new dose clearly staled,

' frequencyfinterval for next required 1est and the
date scheduled to meet that frequency. The

i Administrator reviewed the new protocol with the
Medical Director on 10/15/15.

I 6. Protocol for nurses writlng coumadin/warfarin
orders as well as other significant medications
requiring titration and or laboratory monitoring
and documenting was revised to include clearly

| stating current arders and including both the
frequency/interval of testing as wall as the
scheduled date. The process inciudes a second
nurse valldating accurate transcription of the

| order components.

7. The lab order monitoring process was revised

l by the QMN on 10/12/15 to be made a part of the
active Abbreviated Quality Assurance {AQA)
Program. The AQA meeting is conductad

|' Monday through Friday except holidays. During
the AQA meeting, the administrative nursing team
mambers (DON, ADON,SDC or Unit Manager)

| will review lab reparts, returned labs from the MD
on which orders were noted, transcribed orders,
and the lab book, io validate that all accurately

l correspond and were complete. Clinical AQA
membars will also monitor through the AQA
process 1o verify that orders for PT/INR-

‘ anticoagulants are correctly written and
scheduled. They were educated In the validation
pracess by the Administrator on 10/13/15.
Additional education was inltiatad on 10/24/15
regarding significant medications that require lab
monitoring with the clinical AQA team by the

| RNC, and continued with the remainder of clinical

F514
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AQA nurses on their next scheduled day worked
| with completion on 10/26/15.

| The new process Is as follows:

Upon receipt of an order for a lab {est, the nurse

! racelving the order Is responsible for placing the

i lab on the lab book on the corresponding date. If

! the tab is to be performed on an upcoming
month, or s recurring, it will be listed on the future

i date page. The ordar, as with other orders will be

| placed in the AQA box for review in the next AQA
meeling.

l The night shift charge nurse will complete the lab

 requisitions for the ordered lab on ar befors the

" shift which they are due. Ifthe date is designated
a lab day a representative from the Hospital will
come draw the lab. Ifits not & lab day, the night

| shift nurse Is responsible for drawing the labs and
having them delivered to the local Haspital,

I All stat labs are to be drawn by the charge nurse

| an duty or another nurse if difficulty is
encountered. If at shift change an on coming

' charge nurse may draw the specimen. When a
lab result is received, the charge nurse recelving

| tha lab result is to fax the resulis to the physician
unless the result is a critical value. If there is a

| critical valuer, the results will be called to the
physician by the charge nurse. Afier the

| physician raviews the fab result, he will fax or call
the charge nurse to acknowledge and provide

| new orders as indicated. When an order is writlen

| on the lab result, the charge nurse is to writs a
telephone order containing the crder change and

I any future labs ordered, Anticoaguiants should
cantain both frequency and scheduled date. The
nurse will transcribe any medication change on
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| the MAR as indicated and place the ordered test |
on the appropriate date on the lab book. The l

| accuracy of the transcribed order and the lab .

' book is to be validated by a second nurse. The |
lab report should be placed in the AQA box and |

| the white and yellow coples of the order in the | |
section designated for orders, I

| ifthere are no orders when the doctor I
acknowledges the |ab resulls, the acknowledged |

| resuits are 1o be placed in the AQA box for review | |
by the ¢linical AQA committee. Phone orders and

| fab resulls will be brought into each AQA meeting |
by the DON or Unit Managers along with the iab |
book and the charts. During the AQA pracess, the l
lab book will be chacked by the DON,SDC, Unit | :

| Managers,ADON,a with the lab orders to varify i
the Iab was placed on the correct scheduled day. ’ |

, Pravious days lab ordars on the lab book will also |
be checked by the AQA team to verify they were | l

| completed and resulls received. :

The AQA meeting Is conducted Monday through |

| Friday except halidays. Proper completion of fab | '
orders from weekends and holidays will be |
verified in the next AQA meeting in addition the | I
on-call nurse validate during the weakend and |

| holidays. | |

| The on call Administrative Nurse for the weekend | l

_ or holiday will validata that all stat or follow-up :

| tabs that are orderad are scheduled and i !
obtained. On the following working day, the AQA |

| elinical team will review the lab results, schedule |
and orders to verify that ail orders and resulits are |

I carrectly scheduled, obtained, resuls raceived, | '
communicated to the physician and orders ' |
correctly transcribed. l

| ; |
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8. Education was initialed with all licensed
nurses regarding this protocol change an
10/12/15, by the QMN, the DON, SDC and the
Regional Nurse Consuitant. Follow-up education
to reinforce the training regarding anti-coagulant
medication orders was started with licensed
nurses by Regional Nurse Consultant on 10/19/15
and post testing was given to verify
comprehension. All licensed nurses have
completed aducation excepl those on leave or
PRN staff who have not been available for
training. Any temporary or agency personal will
be trained prior fo being allowed to return to work,
Education was initiated by the QMS, DON, sDC,
RNC with licensed nurses regarding
anticcagulant orders and the regquired
I components 1o be included in the franscribed
physician's order. The education was completed
with scheduled nurses on 10/16/15. Any PRN
staff, tamporary staff and agency staff have been
trained prior to beginning work. The written ordar
is to include: Discontinuing the current dosage if
| thera Is to be a change, new order or statament
to continue curren! dosage, the interval or
frequency for future testing and the date that
treating is to ba done. Follow-up education with
| licensed staff regarding anti-coagulant orders and
the required components to be included in the
transcribed physician's order was started on
10/19/15, by tha RNC and post testing was given
1o verify comprehensian.

| o further validate comprehension beginning on
the night shift on 10/25/15, nurses ware required
to successfully complete a packet demonstirating

I accurate transcription of three {3) sampled lab
results of values impacted by high risk
medications. Testing is ongoing, no staff

| members, to include temporary staff or agency

|
i l
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staff, will be allowed to work prior lo completing !
competency tasting. The education on the lab

order completion and maonitoring process will be

conducted with licensed staff by the SDC, DON,

or QMN prior to the next shift warked. Education -
will include agency and temporary staff. i

Education with Nurses and Certified Madication '

Technicians (CMTs) was initiated 10/13/15

regarding accurate documentation on Medication I
Administration Records (MAR). This education '

has been provided by tha Staff Development

Coordinator (SDC), DON, QMS and the Regional .

Nurse Consuitant. CMTs and licensed nurses i

were educated to document in accordance with d

professional standards and to complete I
documentation immadiately following delivery of ;
the medication. They are to review
documentation at the end of their shift with the |
oncoming staff member or peer, If

documentation omissions are Identifiad, the |
nurse/CMT may document only if they recall with

certainty thal the medication was provided. If the
medication was missed they are to contact the i
MD and follow the medication error process and I
any physician's actions that are ordered, This

education has besn ongoing and will continue |
with oncoming staff prior 1o their next shift warked
to include temporary or agency staff. PRN staff il
who have not been available for education wera

sent a letter by the SDC on 10/23/15 explaining
that they must complete education prior to

working again. Thay will also be required to I
demonstrate competency.

Education reinforcing the requirement to review
MAR/TAR, and initial to signify the administration |
of the medication or task after it is completed was
initiated by the DON,
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QMS, SDC, RNC on 10/12/15. Follow up
education was started on 10/19/15 by the RNC
and was completed on 10/26/15 with scheduled
licensed nursing staff. Any PRN staff, temporary

staff and agency staff have been trained prior to :
beginning work. Any additional PRN, lemporary i
or agency staff ,who will be assigned shifts In the

fulure will recelve training and post testing prior to d
baginning their next shift duties.

9. To heighten the nurses' awareness of i
| anti-coagulants and the need to monitor |
| corresponding labs, all anti-coagulants were |
| moved to the nurses MAR for adminisiration by |
 licensed nurse, Prior to this review,

Coumadin/Warfarin, and Lovenox ware the only

anticoagulants exclusively administared by the

nurses. This change was made by the QMN on !

1011115,

10. As part of the QA investigation it was noted
that there were documentation omissions/errors
on the residents MAR. Omissions/errors in i
administration of medication and inaccurate I
decumentation regarding obtaining PT/INR on
09/17115 were Identified, LPN #1 inaccurately
transcribed the order that should have been i
scheduled for 09/17/15 as 10/17/15, on the |
physicians order, and inilialed as 09/17/15 on the I
MAR. She was issued a final written warning by
the DON on 10/11/15, and instructed that she
must have a second nurse verify all transcribed
orders of any kind. Sha was further instructed by |
the DON 1o have an administrative nurse conduct '
an additional review. In the absence of a
administrative nurse an alternate nurse will be
assigned on the assigned shift. (This nurse is not |
’ assigned {o work weskends).

i :
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11. The Regional Nurse Cansultant met with LPN
#3 on 10/13/15 to discuss documentation |
omissions on the MAR, LPN #3 was the usual

| Aurse on that unit on her scheduled days, |

' followad a regular routine, and tha administration |
of his medication was a standard part of her
routing. She had failed to initial the medication

I when she administered it. The following day, |
further discussion was held with Nurse "B* and |
the Quality Management Spacialist. A written .

| warming (disciplinary action) was prepared by the I
Director of Nursing and was issued on 10/14/15
by the Quality Management Speclalist for failura I

i to documant medication administration.

12. To monitor ongoing accurate transcription of '

Coumadin and PT/INR orders as well as other ‘ |
| significant medications and corresponding lab i

monitoring and completion of ordered testing and

compliance with care plan as it relates to |

obtaining labs as ordered. All telephone orders | i

from the previous day are being raviewed by the

Unit Manager, or in his/her absence a member of |
i the administrative nursing team such as the

DON, or SDC. The administrative nurse s : I

validating that the order was correctly transeribed
| on the MAR/TAR,.

All orders, lab resulis, and the Lab Log are bsing
I braught to the marning QA mesting to confirm the _ |
orders were correctly transcribed from the lab |
I result to the Physician’s Order, and that the next |
! scheduled lab was recorded onlo the lab |
schedule accurately. The lab schedule Is also | )
| being checked to confirm that the scheduled ' | l
tesling was abtained, and that results have been |
| recelved for tests that were previously obtained. |
|
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charge nurse from ancther hall verify that
significant medication labs orders are accurately
transcribed and entered on the lab log. If
variances are identified, immediate corrective
measura will be taken. The day shift charge nurse
on each unit will check the lab books on the
comresponding units 1o validate that all labs
schaduled to be obtained have been drawn. The
weekand on call administrative nurse, will validate
that ordered labs have besn obtained. Orders
recelvad on the weekend that are checked by the
charge nurse at the time transcribed, will also be
verified through the AQA process the next day.

To varify that the monitaring process is effective
the Administrator will observe /validate the
process three (3} times a week for four (4 )

" weeks, then monthly for twelve (12) weeks.
Monthly observation and validation of accuracy

| wilt be continued monthly, The Regional Nurse
Consultant will validate compliance monthly for
three (3) months then quarterly.

13. Charge Nurses will raview the MAR with a3
second charge nurse or CMT to verify that all

I ordered medications hava been addressed either
with initials or with an explanation as to why it
wasn't completed. Unresolved omissions will be

I addressed by the charge nurse as medication
emors, including physician notification. The AQA
team member or Regional Consultant will also do

| an audit daily including weekends for three (3}

" weeks of the MARS 1o verify that all ordered
medications have been addressed either with

! initials or an explanation as to why it wasn't given

_ After three (3) weeks, if the process is

| determined 1o be effectively working by the AQA
commitiee, over site by the AQA team may be

| reduced to three (3) times a week for six (6)
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weeks, then weekly if ongoing effectivensess ig
detarmined.

| 14. The MDS Coordinator will develop the care

' plans that reflect the need fo oblain and monilor
lab values for residents on medications that
require titration or monitoring. Additional
monitoring will be provided through review of the
care plan interventions through the quarterty

| review by the interdisciplinary care plan team. In
the event a concem is identifled through the
interdisciplinary review, the identified concern will
be immediately reported to the DON and
Administrator for action. Audit of the care plans of
residents receiving significant medications
requiting 'ab monitoring will be conducted
monthly for three (3) months and then quarterly

' for ane (1) year by the DON, ADON, or RNC,

**The State Survey Agency validated the
corractive actions taken by the facility as follows:

1. Review of the facility’s audits completed on
10/11/15 revealed, an audit was completed for all
l residents recaiving Coumadin to validate that

PT/INR testing was current. Record reviews for

four (4) residents (Residents #3, #7, #8, and #9 )

revealed the residents had current PT/INR
testing.

2. Review of documantation revealed the QMS
and RNC complstad an additional audit on
10/24/15. An audit for all residents receiving
other significant medications requiring titration
and/or lab monitoring to validate that all residents
had all current lab results,

3. Review of the care plan audits ravealed the
' MDS Coordinator and MDS Nurse had compleled
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an audit on care plans for all residents receiving
warfarin and requiring PT/INR and all revisions
were completed. Interview with the MDS
Coordinator and the MDS Nurse, on 10/29/15 at
4:14 PM, ravealed they both had baen educated
related to the new changes and would be
continuing the audit process along with other
members of the AQA team.

4. Revigw of the Quality Assurance (QA) Mesaling
Sign in Sheet, ravealed on 10/12/15, the
Administrator had a meeting with the QA team to
identify the root cause of the missed testing and
{o develop action plans to prevent re-occurrence.
Review of the Plan of Action developed in the

- AQA meeting, revealed thare were measurabla
goals and interventions put in placa 1o prevent

i future problems with documentation and missed

I labs. Further review revealed additional
information was initiated on 10/24/15 regarding
significant medications that require lab manitoring

I with the AQA team and continued with the

“remainder of the clinical AQA nurses on their next

I day worked with completion on 10/26/25.

5. Review of the Lab Results Policy revealed it

| was revised on 10/12/15, o add clarification of
amployee responsibility to ensure a consistent
system for oblaining a laboratory test order to

| transcription and overall tracking of the laboratory
process.

l 8. Review of the protocol for nurses wriling
orders to refect changes in medicalions revealed
the protocol was revised to include a second
nurse to validate the order was transcribad
correctly.

| 7. Raview of the new AQA pracess for

F 514, [

| |
|
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monitoring labs developed on 10/12/15 by the

Quality Managemant Nurse for Anti-coagulant

Therapy arders, revealed instructions for

l monitoring and transcription of labs to reflsct
changes in Coumadin orders from the physician
as well as lranscribing the new order in the Lab

| Book. Further review revealed all telephone

+ orders from the previous day are being reviewed
by the Unit Manager, or In his/her absence a

| member of the Administrative nursing team.

Review of the Sign in Sheet dated 10/13/15,
revesled il the clinical members of the AQA

I team received training and education refated 1o
the new lab manitoring procadure.

I Interviews with the AQA, staff (the Clinical Nurse
Specialist on 10/30/15 at 3:15 PM and the MDS

| Coordinator on 10/29/15 at 4:14 PM) revealed
they had been inserviced on the new AQA
process and had a good understanding of the

' process and falt comfortable with monitoting the

staff,

| Phone interview with LPN #5/Unit Manager on
10/28/15 at 5:30 PM, revealed he received

| in-service from the Administrator and the Quality
Management Nurse regarding his assigned duties
which included performing or delegating lab
audkits, and the protocol for nurses who receive
new lab orders as well as proper transeribing lab

i orders and placing them in the iab book. He

| stated he has been involved in the process of
chacking nurses' MAR prior to leaving from their

| assigned shift.

' Interview with Minimum Data Set (MDS)
Coordinator, on 10/29/15 at 4:15 PM, revealad
| compliance with obtaining lab values for

I
|

FORM CMS-2587(02-99) Previous Vorsions Obsolate Event 10 MSDB11

Facikty ID: 100269

If eantnuation sheet Page 105 of 113




PRINTED: 12/04/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
C
185212 B WING 10/30/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE ZIP CODE
CRE D PLACE NURSING & REHAB CENTER, INC 107 BOYLES DRIVE
el e ING & ®, RUSSELLVILLE, Ky 42278
oo | SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF CORRECTION ’ X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TaG | REGULATORY OR LSC IDENTIFYING INFORMATION) TG . CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY) l
i U 1] T
’ |
F $14 Continued From page 105 l F514

residents' medication will be monitored through
the second check by charge nurse and the AQA |
team. He stated he received in-service from the ‘
Administrator and the Quality Management Nurse
regarding his assigned duties which included
performing or delegating lab audits, and the l
pratocol for nurses who receive new fab orders as |
well as proper transcribing of lab orders and

| placing them in the lab book. l

Interview with the Quality Management Nurge on [
| 10129/15 at 2:00 PM, revealed the lab order '
" monitoring process was revised on 10/12/15 1o be !
. made a part of the active Abbraviated Quality l |
’ Assurance (AQA) program. She further stated ] :
the AQA meeting will be conducted Monday | '
through Friday excapt holidays and that during .
l tha meeting, the administrative nursing team . |
members will review lab reports, returned labs |
I from Medical Praviders on which orders are
noled, transcribed orders, and the lab book, to :
validate that ell accurately correspond and are l
I complete,

Interview with the Staff Development Coordinalor |
(SDC) on 10/30/15 at 1:30 PM, revealed she |
| received in-service from the Administrator and the l
Quality Management Nurse regarding thalr I |
assigned duties which included performing or I
| delegating lab audils, and the protocol for nurses
wha receive new lab orders as well as proper |
| transcribing lab orders and placing them In the 1
lab book. |

| Interview with the Diractor of Nursing (DON) on |
10/30/15 at 3:15 PM, revealed she has been | [
| actively involved in the AQA process. She furthar | '
revealed she has received fraining about the new |
| policies put in place related to the lab menitoring,

H
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carrectly documenting physician’s orders and had

l been assisting with the training's for all licensed
staff. She further revealed the facility will
continue the dally monitoring pracess and the

I audits aven after the documentad time frame has
passed. She further revealed the facility had
implemented ali the naw changes into the new

| employee packat for new employees. She further

| ravealed the facility had implementad all the new
changes into the new employee packet for new
employees and had developed a corrective

' monitoring check list to aid in tha verification
process.

| 8. Review of inservice records revealad
education was initiated with all licensed nurses

I regarding the protocol changes on 10/12/15,
Follow up education to reinforce the training
regarding anti-coagulant medication orders was

| started with licensed nurses on 10/19/15 and post
testing was given to verify comprehension.
Review of Sign in shests from In-services held on

| 101218, 10721115 and 10/23/15 revealed staff
was in-serviced on the new lab monitoring

1 procedure.

Review of in-service records revealad the

| education an the lab order compistion and
monitoring procass was inltiated an 10/15/15 by
the DON and the RNC and was conducted with

| all licansed staff prior to their next scheduled shif
to work. Documented sign in sheels indicated Jast

| In-service completed on 10/22/15.

| Review of sign in sheels revealad, all licensed

' nurses were provided education by the Regional

{ Nurse Specialists on 10/19/15 on the nesd o
accurately follow the residents’ plan of care and

; nurses not available for education were being
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trained prior to being allowed to work. ' |

Reviewed sign In sheet for in-service education i
with licensed staff and Cerlified Medication

Techniclans related to proper documentation

following professional standards initiatad on |
10/13/15 and completed 10/23/15. ’

interviaws on 10/29/15 with LPN #11 at 5:03 PM, |
LPN #5 at 5:30 PM, RN #3 at 4:52 PM, RN #1 at
| 3:32 PM, LPN #12 at 4:00 PM and RN #2 on at '
' 4:52 PM; and, on 10/30/15 with LPN #7 at 2:40 I |
PM, LPN #10 at 8:40 AM, CMT #5 at 9:00 AM,
CMT #6 at 9:05 AM and LPN #8 at 11:15 AM, l
revealed they had been in-servicad on the new ' I
policies and that audits were being completed by ;
the AQA staff members. All staff interviewed |
verified they had completed a post lest as I
indicated in the AOC. The staff intarviewed l
l revealed they were completing the verification l '
checks with another staff member at the change A
| of shift as outlined in the facility's plan. |

Interview with LPN #1, on 10/15/15 at 4:00 PM, | |
| ravealed she was required to have another nurse i

check her work after she transcribes or carries I i
| out any type of physician's order. Sha stated she
' was required Lo have another nurse check her I

MAR at the end of her shift as well as she is ' l '

required io check the other nurses MAR prior to l

being able to leave for the day.

| Interview with LPN #11, on 10/25/15 at 5:03 PM, !
revealed she currently works 6:30 AM Ip 8:30 PM, | |
and has been employed by the facility for one and | :
half (1.5) years. She stated she had been

| in-servicad on the new policy put In place related i |
to documentation of lab arders, transeribing the |

| orders as well as documenting In the fab book. | |
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| She further statad she has been checking the
other nurse's MAR each shift prior to leaving for
the day and had also observed a member of the
AQA team checking MARS after the checks have
| been completed by the licensed staff,

I Interview with RN #2, on 10/29/15 at 4:52 PM,
ravealed she has been in-serviced on the new
policy related to Coumadin administration,

I madication documentation, as well as transcribing
new orders. She stated she is also chacking the

l other nurses’ MARs for documentation issues
prior to leaving for the day as well as having her

| MAR checked. She further stated the
Administrative nurse is checking behind the

| nurses each day to make sure they are
completing the documentation and and the labs

| are being done as scheduted,

| Interview with CMT #4, on 10/30/15 at 9:15 AM,
revealed she was currently employed by the

| facility on a PRN {when ever needed) basis. She
stated she has been in-serviced on the naw

| policies put in place related to Cournadin
administration, documentation on the MAR as

| well as checking the MAR after the and of your
shift. She further stated staff was not allowed to

 leave at the end of the shift unti the MAR was
checked by an Administrative Nurse.

|

Interview with LPN #3, on 10/30/15 at 10:40 AM,
revealed she had been in-serviced on the new

[ policies related to Coumadin administration as
well as transcribing lab orders and placing orders
in the lab book. She stated she is required to
have another nurse verify all the orders she

| iranscribes as well as all lab orders placed in the
lab book. She further stated administrative staff

| check on the MARs on the weekends and staff
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| are required 1o count the Coumadin pills at the
end of each shift and document on a sign out
| page.

Interview with LPN #8, on 10/30/15 at 12:00 PM,

| revealed she currently works 7:00 PM to 7:00 AM
shift. She stated she had been in-servicad on the

| new policy changes related to Coumadin
administration as well as documentation and

| transcribing Physictan's Orders and putting orders
in the lab book. She further stated staff was

| required to hava another nurse check the MAR

. prior to leaving at the end of the shift as well as

| by an administrative nurse. She stated, "The new
changes have made you pay more attention to

| detail to ensure your work is completed as
ordered by the medical provider.”

Interview with the Quality Management Nurse, on

| 10729115 at 2:00 PM, revealed Licensed Staff
Nurses were all educated to hava another

f licensed charge nurse validate their iab reporis
and franscribed orders, and the lab book all

| accurately correspond and are completed on the
weekends and holidays.

|
8. Interviews on 10/29/15 with LPN #11 at 5:03

"PM, LPN #5 at 5:30 PM, RN #3 a1 4:52 PM, RN
#1 at 3:32 PM, LPN #12 at 4:00 PM and RN #2

' on at 4:52 PM; and, on 10/30/15 with LPN #7 at

| 2:40 PM, LPN #10 at 8:40 AM, CMT #5 at 9:00
AM, and LPN #8 at 11:15 AM, revealed al|

| anti-coagulants were moved to a nurses MAR, for

| administration by a licensed nurse,

10. Interview with LPN #1, on 10/15/15 at 4:00

PM, revealed she was required to have ancther
| nurse check her wark after she transcribes or
_carmies out any type of physicians order. Sha

"
]

l
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! stated she Is required to have another nurse
check her MAR at the end of her shift as wall as
she is to check the other nurses MAT prior to
being able to leave for the day.

11. Phone interview with LPN #3, on 10/30/15 AT
10:40 AM, revealed she was required o have
another nurse check her documentation on the
MAR at the end of her shift as well as check the
other nurses MAR. She further revealed that a
Administrative nurse also has to check ths MAR's

' before they can leave. She further revealed any
blanks on the MAR's are being treated as
medication ermors,

i 12. interview with Administrator and DON, on
10/30/15 at 3:15 PM, revealed they have sterted

| the AQA process dally by bringing the lab sheet

' along with the Iab book and the resident's medical

| record in the meeting sach moming. They stated
they are auditing the written Physician's Orders
as welf as lab orders and the lab log daily. They
revealed if the orders are not written spacifically
as inserviced the employee is being re-inservicad
at that time.

Interview with Director of Nursing (DON) on
10/30/15 at 3:15 PM, revealed she has baen
actively involved in the AQA process and the
facility will continue the daily moniloring process
and the audits even afier tha documented tima
frame has passed.

interview with the Administrator, on 10/30/15 at
3:00 PM, revealed she will complete monitoring
| threa (3) times a weak for four (4) weeks, then
weekly for twelve (12) weeks and then monthly.
She further revealed tha RNC will validale
compliance monthly for three (3) months then

F 514
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quarterly. She continued fo reveal she has been
involved in the AQA process and has also been
involved In the education and training of staff
members related to the new interventions put in
place,

I 13. Review of documenitation revealed MAR

| medications have been addressed either with an
initial, or with an explanation as lo why it wasn't
completed. Further review revealed an AQA
team member or Regional Consullant was
moenitaring all MARs daily to verify that shift to

, shift checks were occurring and were effective.

at 5:30 PM, reveeled he has been assisting with
the audits by helping to verify the MARs are
I initlaled at the end of each shift and by ensuring

_lab book.

l Interview with the Social Services Director on
10/30/15 at 1:20 PM, revealed she had been

+ assisting with the audits that were being done

| daily. She further revealed sha has been
completing audits one (1) to two (2) times a day,
by checking the medication carts to make sure
they were locked, lcoking at the MARs and Tars
to ensure documentation was being completed
and if she noticed anything questionable she
verified with the nurses.

Interview with Administrator and DON, on
10/30/15 at 3:15 PM, revealed they were
continuing io chack the MARs daily including
wseekends for documentation errors,

reviews were being completed daily on each shift
by the Charge Nurse or CMT to verify all ordered

| Interview with LPN #5/Unit Manager on 10/29/15

all lab orders when transcribed are placed on the

|=514|
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| 14. Interview with the Minimum Data Set (MDS)
Coordinator, on 10/29/15 at 4:15 PM, revealed he
was rasponsibie for developing the care plans
that reflected the need to obtain and monitor lab

| values for residents on medications that require
titration or monitaring.

| Record reviews completed on Resident #3, #7,
#8 and #9, revealed PT/INR tests were
completad as ordered by the medical provider.
Review of the lab book for each resident

| revealed all future labs were docurnented and

' ordered per facility policy. Review of written

I Physician's Orders revealed all orders were
written as described In the new policy and

. procedura. Residents’ care plans had

| interventions in place te monilor labs as ordered
by the medical provider as well as to administer
medication as ordered. Each residents’ MAR was

| reviewed for documentation of medication being
administered with no concems noted related to

'[ missing documentation, Furthar review of faxed
tab results ravealed the medial provider had been
notified of lab results in a timely manner per the

| facility policy.
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