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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
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DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}

An onsite Revisit Survey to the 04/30/15
Recertification Survey, 06/12/15 Abbreviated
Survey and 08/06/15 Abbreviated Survey, was
conducted on 10/22/15 and determined the
facility was in compliance on 08/27/15.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

Any deficiency statement ending with an asterisk (") denoles a deficiency which the institution may be excused fram correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated dbove are disclosabla 90 days
following the date of survey whelher or not a plan of correction 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 faciiity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Centers for Medicare & Medicald Services OMB NO. 0938-0390

Post-Certification Revisit Report

Public reporting for this collection of information is estimated to average 10 minutes per respanse, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of Information. Send comments regarding this burden estimate or any other aspect of this collection of information
including suggestions for reducing the burden, lo CMS, Office of Financlal Management, P.0. Box 26684, Balimoras, MD 21207; and to the Office of Management and Budget, Paperwork
Reduction Project (0938-0320), Washington, D.C, 20503,

(Y1) Provider/Supplier/CLIA/ {Y2) Multiple Construction {Y3) Date of Revisit
Identification Number A. Building
185087 B. Wing _ 10/22/2015
Name of Facility Street Address, City, State, Zip Code
TWIN RIVERS NURSING AND REHAB CENTER 2420 W. 3RD ST.
OWENSBORO, KY 42301

This report is completed by a qualified State surveyor for the Madicare, Medicald andfor Clinical Laboratory Improvamant Amendments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficlencies and Plan of Cormection that have been corrected and the date such comrective action was accomplished. Each deficiancy should be
fully identified using either the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 {prefix codes shown to the left of each
requirement on the survey report form).

(Y4) tem (YS) Date  (Y4) ltem (YS) Date  (Y4) Htem {¥5) Date

Carrection Correction I Correclion

Completed Completed Completed

ID Prefix F0281 08/27/2015 ID Prefix F0282 08/27/2015 1D Prefix F0325 08/27/2015

Reg. # 483.20(k)}3)D Reg. # 483.20(k)3)il) Req. # 483.25(i)

LSC ; LSC LSC

Corraction Correction Correction

Completed Completed Completed
1D Prefix F0333 08/27/12015 ID Prefix F0425 08/27/2015 1D Prefix
Reg. # 483.25{m){2) Reg. # 483.60(a).(b) Reg. #
LSC LSC LsSC

Corraction Correction Correction

Completed Completed Completed
1D Prefix 1D Prefix ID Prefix
Req. # Reg. # Reg. #
LsC LsSC LsC

Corraction Correction Correction

Completed Completed Completed
ID Prefix 1D Prefix ID Prefix
Reg. # Reg. # i Reg. #
LsC ! LsC LSC

|

Correction Correction Correction

Completed | Completed Completed
1D Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LsSC LSC LSC

T B T
Reviewed By | Reviewad By | Date: | Si ure of Suryayor: | Date:
StateAgency +__@4—VEMMMM | 10 -
ReviewedBy . | Reviewed By Date: . Slgnature of Surveyor: | Date:

|

CMS RO |

Followup to Survey Completed on: | Chack for any Uncorrected Deficiencies. Was a Summary of
6/12/2015 | Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO
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Form Approved
OMB NO. 0938-0390

Services

Post-Certification Revisit Report

Public reporting for this collection of information Is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing data sources, gathering and
maintaining data needed, and completing and reviewing the collection of Information. Send comments regarding this burden estimale or any other aspect of thig collection of information
including suggestions for reducing the burden, 1o CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budget, Paperwark
Reduction Project (0938-0380), Washington, D.C. 20503.

(Y1) Provider/ Supplier!CLIA/
Identification Number

185087

{Y2) Multiple Construction {Y3) Date of Revisit
A, Building
B. Wing 8/6/2015

Name of Facility

TWIN RIVERS NURSING AND REHAB CENTER

| Street Address, City, State, Zip Code

2420 W. 3RD ST.
OWENSBORGO, KY 42301

This report is completed by a qualified State surveyor for the Medicare,

Medicaid and/or Clinical Laboratory Improvemant Amendments program, to show those daficiencles previously

reported on the CMS-2567, Statament of Deficiencies and Plan of Corection that have been comected and the date such corrective action was accomplished. Each deficiency should be

fully identiled using either the regulation or LSC
requirement on the survey report form).

provision number and the Identification prefix code previously shown on the CMS-2567 (prefix codas shown Lo the left of each

(Y4) item (Y5}

Date {Y4) Item

(Y5) Date {Y4) Hem (Y5) Date
Correction Correction Correction
Completed Completed Completed
1D Prefix  FD280 07/122/2015 ID Prefix F0323 07/22/2015 1D Prefix
Reg. # 483.20({d)(3), 483.10(k){2) Reg. # 483.25(h) Reg. #
LSC LSC LSC
Corraction Correction Correction
Completed Completed Completed
iD Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LsC LSC LsC
l
Correction Corraction Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LsSC
Correclion Correction Correction
Completed Completed Completed
ID Prefix 1D Prefix 1D Prefix
Reg. # Reg. # Reg. #
LSC LsC LSC
Correction Correction | Correction
Completed Completed Completed
ID Prefix ID Prefix ID Prefix
Reg. # Reg. # | Reg. #
LSC LsC | LsSC
|
| |
: ' i T —
Reviewed By | Re‘w By | Date: | Signature of Su r |Date:
S o 2k ol nbo . v | O3
_State Agancy ptl DY r I Ofeyfir
ReviewedBy — Reviewed By Date: | Signature of Surveyor: Date:
CMS RO : ' |
Followup to Survey Completed on: | Check for any Uncorrected Deficiencies. Was a Summary of
6/12/2015 Uncorrected Deficiencies (CMS-2567) Sent to the Facility? YES NO

Form CMS - 25678 (9-92)

Page 1 of 1 EventiD: Q20QQ12
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FORM APPROVED
ICAID SERVICES OMB NQ. 0938.0381
STATEMENT OF DEFICIENCIES 011} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION [%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
R-C
1aso87 Lol 08/06/2015
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIF CODE
2420 W, 3RD 9T.
TWIN RIVERS NURSING AND REHAB CENTER OWENSBORO, KY 42301
x4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION Py
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
1AG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000} g:m:gﬂa mhrlg':g :fmmm
that a deficlency exists or that this
AMENDED slatement of deficiency was
correctly cited, and Is also not to be
An Abbreviated Survey investigating Complaints construed as an admission of
#KKY23528 and #K'Y23610 was conducted in interest against the facifity, the
conjunction with a Revisit Survey to the 06/12/15 Administrator or any employees,
Abbreviated Survey and a Second Revisit Survey agents, or other indlviduals who
to the 04/30/15 Recartification Survey on draft or may be discussed in this
07/28/45 through 08/08/15. Complaints response and plan of correction, In
#KY23528 & #KY23610 were unsubstantiated addition, preparation of “’l';nph" of
with unrelated deficiencies cited. ::mg’:‘ g‘r’:’g g;g::tof a:;“I:I nd
The Revisit Survey to the 06/12/15 Abbreviated u:ﬁiﬂg :r' f;: :;‘u:‘;:gm“
Survey and a Second Revisit to the 04/30/15 of any allegation by the survey
Recertification Survey determined F280 and F323 agency. Accordingly, the facility
were correcied on 07/22/15, as alleged. has prepared and submitted this
However, F281 and F282 were recited and plen of correction prior to resolution
additional deficiencies were clted at F325.. F333 of any appeal which may be flled
and F425 at the highest Scope and Severity of a solely because of the requirements
"D" as unrelated deficiencies to Complaint under state and fedsral law that
#KY23528. mandate submission of a plan of
{F 281} | 483.20{k)}{3){i) SERVICES PROVIDED MEET {F 281} correction within ten (10) days of
§8=D | PROFESSIONAL STANDARDS the survey as a condition to
parlicipate in Title 18, and Title 19
The servicds provided or arranged by the facility programs. The submission of the
must mest professional standards of quality. g‘:'::'sggmc:r::"m';&" time
constiued or considered as an
This REQUIREMENT Is not met as evidenced :g’“"‘:‘;‘lgm &::"Mﬁg:&“;y“&e
by:
Based on interview, record review, facility policy gﬁ%::zmg;:mm of
review, the Kentucky Board of Nursing (KBN) submission of substantial
Advisory Opinion Statement (AOS) #14 Patient comphance with Federal Medicare
Care Orders and review of the Hospital Requiremants,
Physician's Discharge Orders, it was determined
the facillty failed to ensure professional standards
of practice were met related to foliowing the
Physician's Orders for one (1) of three (3)
(X6} DATE

10332015~

other safeguards pravide sufficient protection to the patients . (Ses instructions.) Except for nursing homes, the findings stated above ara disclosabls 80 days
foliowing the date of survey whather or net a plan of correction la providad. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available fo the facility, If deficiencies are cited, an approved plan of correction is requisie to continued
program participation.
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FORM APPROVED
__CENTE OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 0(1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
R-C
185087 8. WMING 08/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE -
2420 W. 3RD 8T,
TWIN RIVERS NURSING AND REHAB CENTER OWENSBORO, KY 42301
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) "o CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 281} | Continued From page 1 {F 281} 1. APRN did not reorder the
sampled residents (Resident #9); and, one {1) Levothyroxine for Resident #0
unsampled resident (Rasident C). The facllity because TSH level was within
failed to ensure Resident #9's Levothyroxina was normal imis. Resident D's
reaclivated after a three (3) day hospital stay Levothyroxine was deliverad
which resulted In the resident not recelving from pharmacy on 7/31/15 per
hister medication for sixty (60) days. In addition, Pharmerica shipping manifest
the facility failed to administer Levothyroxine to and given to Resident D by
Unsampled Resident D according to his/her ficor nurse on 8/115 as
Physician's Order for two (2) days evidenced by the signed
) Electronic Medlgaﬂo:"\d
Administration Record,
The findings Include: 2. Audit of sl eadmisslont for the
Review of the KBN AQS #14 Patient Care m::&;%g:gab& gim: gf
Orders, last revised 10/2010, revealed licensed Nursing, Quality Assurance
staff should administer medications and Nurse, and Unit Managers was
treatments as prescribed by a physician and completed by 8/268/15 to
advanced practice registered nurse by preparing ensure orders were transcribed
and giving medication in the prescribed dosage, and or reactivated correctly.
route and frequency. Any issues were immediately
cormrected. Medication cart to
Review of the facility's palicy titted, "Medication medication administration
Administration”, dated 12/2012, revealed record audit on all medication
medicationa should be administered as carts completed by pharmacy
prescribed jn accordance with manufacturer's on 8/20/15 and any meds not

specifications, good nursing principles and
practices. Personnel authorized to administer
medications should do so only after they have
familiarized themselves with the medication.

1. Review of the facility's re-admission checklist
revealed two (2) nurses should check hospital
orders with the Medication Administration Recard
(MAR) to ensure they are transcribed correctly
and to make sure the physiclan and advanced
registered nurse praclitioner are aware of all
ra-admits.

Record review revealed the facllity admitted

Resident #9 on 09/08/14 with diagnoses which

delivered on 8/20/15.

physician orders upon

sacond nurse to verify

svailable were ordered and

3. All licensed nurses were
reeducated by the Director of
Nursing, Education Training
Diractor, Assistant Direcior of
Nursing and/or Unit Managers
by 8/26/15 on medication
availability and reactivallon of

readmission (including a
accuracy of orders) Med_leqtion

FORM CMS-2567(02-88) Previous Varsiona Obsolete

Event |D:020Q12

Facilty ID; 100084
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FORM APPROVED
CENTERS FOR MEDIC OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SURPLIERICLIA %2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
185087 8. WING 08/06/2016
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
TWIN RIVERS NURSING AND REHAB CENTER 2420 W. 3R0 8.
o) OWENSBORO, KY 42301
X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION oS
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGH) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) _—
Avallability training includea
{F 281} | Continued From page 2 {F 281} use of Emergency Drug Kit,
included Hypothyroidism. Further review after hours pharmacy,
revealed the resident was admitied to the hospital physician notification, on-call
on 05/27/15 and returned to the faciiity on nurse notification, medication
05/29/185. refusals and If resident needs
cannot be met the resident is to
Review of the Hospital Physician's Discharge 4 ::e;gul:nh::ﬁ::&mm
Orders, dated 05/29/16, revealed an order for record to medication cart sudtt
Levathyroxine (thyrcid medication) 50 will be petformed by the
micrograms (mcg) every morning (AM). Director of Nursing, Assistant
However, review of the Physician's Order Sheet Dicactor of Nursing or Unit
from the facility, dated 06/29/15, revealed the Managers two (2) limes per
order for the Levothyroxine had not been month for three (3) months.
transcribed by the re-admitting nurse. The Director of Nursing,
Assistant Director of Nursing or
Review of the June and July 2015 Physician's Unlt Managers will audit five (5)
Orders and the May, June and July 2015 readmits per month for three
Medication Administration Records, (MAR) months to ensure orders were
revealed Levothyroxine 50 meg was not on the reaclivated appropriately. The
Physiclan's Orders or MARSs which resulted in the resufts of these observations
facility failing to administer the Levathyroxine for ggabl;ymg%t:hmemﬂhe
sixty (60} days from 05/30/15 through 07/28/15. for a minimum of thres (3)
Interview with the nurse, who readmitted the m':r:n::dc'g:‘%m?ua‘w
resident, nllaﬁgi.-stnered Nurse (RN) #1, on 07/28/15 ascertains continuous
at 5:05 PM, revealed she entered the resident's compliance. If at any time a
orders into the computer system upon the concem Is identified, a Quality
resident’s return to the facility on 05/29/15, but Assgurance Commiitee meeting
she was not certain if another nurse had assisted will be held to review concems
her. She stated their procedure required two (2) for further recommendations as
nurses to check the order, so the orders were reeded. The membars of the
looked at by "a second pair of eyes”. RN #1 Quality Assurance Commities
stated she could not remember if it was done or will conalst of at a minimum the
not. Administrator, the Director of
Nursing, the Assistant Direclor
Interview with the Assistant Director of Nursing g:"‘;;‘::%mgustgcﬁ
(ADON), on 07/2B/15 &t 11:30 AM, revealed the i
MARs indicated Resident #8 was not Medical Director attending el
administered Levothyroxine in June and July least quarterty.
2015 and there was no order from the physician Compliance date: 82715

FORM CMS5-2587(02-98) Pravious Versions Obsclate Event |D: 020012
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(%1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

185087

(X2) MU IPLE CONSTRUCTION
A BULDING

B. WING

OMB NO. 0935-0391

(%3} DATE SURVEY
COMPLETED

R-C
08/08/2016

NAME OF PROVIOER OR SUPPLIER

TWIN RIVERS NURSING AND REHAB CENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
2420 W. 3AD BT.
OWENSBORO, KY 42301

{(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC {DENTIFYING INFORMATION)

L] PROVIDER'S PLAN CF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE

PREFIX
DEFICIENCY)

QL3
COMPLETION
DATE

{F 281}

Continued From page 3

to discontinue the medication. She stated
Resident #9 should still be taking Levothyroxine
for his/er thyrold. Tha ADON stated she could
not provide information as to what happened and
why Resident #9 was not receiving the
medication anymore. She stated Resident #9
went {o the hospital for oral surgery on 05/27/15
and returned to the facility on 05/29/15, and
hisier medication should have been reactivated
by the nurse who readmitted him/her.

Interview with the Director of Nursing (DON), on
07/28/15 at 2:41 PM, revealed she expected stafi
to double check tha Information entered into the
computer to ensure it was correct so there were
no transcription errors, She stated she was not
the DON at the time, but she thought the
medication was probably missed because
Resident #0 was out of the facility for less than
three (3) days. The DON stated if the resident
had been treated as a readmisslon and there was
a two (2) nurse check on the medications, as per
policy, then there would not have been the
transcription error of not reactivating the
resident's Levothyroxine. She stated when a
resident leaves the facility and goes to the
hospital their computer system cannot hold
medication so it has to be deactivated until the
resident returns to the facility then the admission
nurse will reactivate the medication. She revealed
in this cass, Resident #2 missed his/har
medication for almost two (2) months and it would
not have happened had the medication been
reactivated and a second nurse cheched to make
sure the medication had been reactivated. In
addition, she stated the nurses from that hall
should have known the resident well enough to
realize he/she was not receiving his/her
Levothyroxine aa normally prescribed and, then

{F 281)

of Nursing and the Social
Services Director with the
Medical Director attending at
least quarteriy.

Compliance date; 827THS

Administrator, the Direclor of
Nursing, the Assistant Director

FORM CMS-2567(02-69) Previous Versions Obaolels

Event 1D;Q20Q12

Facifty ID: 100094
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they should have contacted the physician.

Interview with the Advanced Registared Nurse
Practitioner (ARNP), on 07/28/15 at 2:15 PM
ravealed she was unaware Resident #8 was not
receiving his/ner Levothyroxine as prescribed by
the physician. She stated not having that
medication for that amount of time could be
"tricky" and effect the resident in a multitude of
ways to include weight and mental concerns.
She said she expected the facility to provide
medfcations as they were prescribad.,

Review of a Medical Laboratory Report, datad
07/09/15, revealed Resident #2's Thyroid
Stimulating Hormone (TSH) level was 2.5 MIU/DL
{nemal 0.3-5.8 MUI/dl). The physician was
natified and orders were received to discontinus
the order for Levothyroxine and retest in one (1)
month.

2. Record review revealed the facility admitted
Unsampled Resident D on 05/16/15 with
diagnoses which included Hypothyroidism.

Review of the July 2015 Physician's Ordars
revealed an order to administer Levothyroxine
0.088 milligrams {mg) by mouth every morning.

Review of the July 2015 Medication
Administration Record (MAR) revealed the
Levothyroxine was marked as not being available
for administration on 07/30/15 and 07/31/15 at
6:00 AM which resulted in two (2) missed doses.

Review of Unsampled Resident D's
Electronic-MAR revealed on 07/30/15 at 5:15 AM
Licensed Practical Nurse (LPN) #4 documented
the medication was not available for

FORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES QM8 NO. 0938-03g1
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICN ((3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
135087 ——— 08/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP CODE
TWIN RIVERS NURSING AND REHAB CENTER 2420 W. 3RD ST.
OWENSBORO, KY 42301
x4 1D 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 EOMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY}
{F 281} | Continued From page 4 {F 281}
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PM, revealed she did
Unsampled Resident
on the E-MAR "it was

10:15 PM.

care,

administration and the pharmacy was natified.

Interview (Post Survey) with the Licensed
Practical Nurse {LPN) #4, on 08/11/15 at 7:40

pharmacy notified". She stated if she identifled a
medication was not available for administration
she would check the Emergency Drug Kit (EDK)
and call the pharmacy so the medication could be
sent in the next hour or two (2).

Interview (Post Survey) with the Director of
Nursing (DON), on 08/06/15 at 10:15 AM,
ravealed she called the pharmacy and looked in
the record and could not find any documeantation
the medlcation was ordered prior to 07/31/15.

Review of @8 Pharmacy Shipping Manifest, dated
07131115 at 10:15 PM, revealed the Levothyroxine
was delivered to the facility on 07/31/14 sfter

Interview vﬁth the Regiona! Quality Manager

{RQM), on 08/05/15 at 1:00 PM, revealed the

staff should administer medications according to

the Physician's Orders.

{F 282} | 483.20(k)}(3)(il) SERVICES BY QUALIFIED
ss=0 [ PERSONS/PER CARE PLAN

The services provided or arranged by the facility

must be provided by qualified persons in
accordance with each resident’s written plan of

This REQUIREMENT is not met as evidenced

not recall recrdaring
D's Levothyroxina or writing
not avallable and the

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 093 1
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/ICLIA (X2) MULYIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
183087 8. WING 08/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, SYATE, ZIP CODE
2420 W, 3RD 5T.
L D
TWIN RIVERS NURSING AND REHASB CENTER OWENSBORO, KY 42301
(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 281} | Continued From page 5 {F 281}

1. Resident #8 was weighed on -
7/26/15 by Administrator In
{F 262} Training, LPN. A review of the
weight record by the Director of
Nursing on 7/26/15 noted that
Resident #9 weights have been
cbiained as care planned. The
Director of Nursing audited
Resident #0's Care plan on
7/28/15. Any issues noted were
corrected immediately.
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by: 2. On 7115, the Repistered
Based on intarview, record review, and facity Dietician and Director of Nursing
policy review, it was determined the tacilty failed reviewed all residents to
to ensure the staff implementad the care plan to determine th}a :equxnncy :f of all
monitor weights monthly and to follow facility obtalning welg !s iU
current resident’s care was
protocol for reweighs for one (1) of three (3} completed by 8/26/15 by the
sampled residents (Resident #9). Staff falled to Director of Nursing, Assistant
obtain a weight for Resident #9 in June 2015 and Director of Nurslng: Education
falled to reweigh the resident when the resident's Training Direclor, Unit Managers,
July 2015 welight show a weight loss of thirty-four MODS Coordinator and Clinical
{34) pounds in two (2) months. Relmbursemen:resqpadalh! fw
v accurats frequency o
The findings include: wﬂu updated on care plan
and to ensure all interventions
Interview with the Director of Nursing (DON), on were in place, .
07128115 at 2:22 PM, revealed she had no policy 3. Licensed siaff were re-educated’
related to weights but staff were trained on the on obtaining weights per care -
facility protocol which was for the Certified Nurse plan by the Director of Nursing,
Aides (CNAs) or nurses to obtain the weekly or Education Tralning Director,
monthly weights. She stated the DON was Assistant Direclor of Nursing
rasponsible for entering the welghts Into the and/or Unit Managers by 8/26/15.
computer. She stated the computer would Dietary Service Manager and
Indicate if a rewelgh was needed and would Registared Disticlan were re-
i educated by Heslthcare Services
prompt the nurse to take action or do a reweigh
which woutll indicate the need for an assessment ReglonelDietcianon (e gion
" obtaining the weight change
Record review revealed the facilty admitted ;z%%r;dm,;m:ghlg%ﬂ]:;ﬁg
Resident #9 on 09/08/14 and re-admitted him/her welghts. The results of the
on 05/28/15, with diagnoses which included reporis will be reporied to the
Hypothyroidism, Diaphragmatic Hernia, Cataract, Director of Nursing who will
Glaucoma, Hyperiipidemia, and Tricuspld Valve ensure the welghts are obtained
Disease. Review of the Quarterly Minimum Data per care plan,
Set (MDS) Assessment, dated 06/08/15, revealed 4. The Director of Nursing will audit
the facility assessed Resident #9's cognition as five (5) care plans per week for
moderately impaired with a Brief Interview for 12 weeks for all interventions in
Mental Status (BIMS) score of twelve (12), which e
indicated the resident was interviewable,
Review of Resident #2's Comprehensive Care

FORM CMS-2567(02-89) Pravious Versicna Obaolets Event 10: Q20012

Fecilty i0: 100084 If continuation sheet Page 7 of 20



From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

10/28/2015 09:38 #3658 FP.O0D/078

PRINTED: 10/23/2015
FORM APPROVED

Plan, dated 03/14/15, revezled the resident was
at risk for altered nutrition related to cardiac
disease, thyroid disease, and vitamin deficiency.
Further review revealed an intervention for staff
to cbtain and monitor weights per facllity protocol,
weekly welghts for four (4) weeks then monthly, i
stabla

Review of Resident #9's Weight Change History
Recard ravealed staff failed to obtain monthly
weights, as cara planned, as there was no weight
obtained in June 2015, Further review revealed
the resident weighed 180 pounds on 05/07/15
and weighed 125.8 pounds on 07/17/15, which
was a weight loss of approximately thirty-four (34)
pounds. Howaver, there was no documented
evidence staff followed the care plan to monitor
the resident's weights, per facllity protocol by
conducting a re-weigh to determine if the weight
obtained on 07/17/15 was accurata,

Observation of Resident #9 being weighed, on
07/28/15 at 8:27 AM, revealed the resident
weighed 142.4 pounds which still indicated a
saventeen (17} pound welght loss.

Interview with Certified Nursing Assiatant (CNA)
#1, on 07/30/15 at 2:45 PM revealed the CNA
was given a sheet of residents to weigh, and if
there was a weight that did not look right the
nurses will get a re-weigh of the resident.

Interview with CNA #2, on 07/30/15 at 3:05 PM,
revealed the CNAs received a list of residents to
welgh from the nurse. She stated if there was a
weight that looked like it was wrong they would
re-weigh the resident and make sure that the
scale had been zeroed out before welghing again.

CNA #2 stated the CNAs were inserviced during
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place. The results of these
observations will be reviewed
with the Quality Assurance
Commitiee for a minimum of
three (3} months and until the
Quality Assurance Committee
ascerialns continuols L
compliance. (f atanytime a
concem is Identified, a Quality
Assurance Committee meeling
will be held to review concems
for further recommendations as

needed. The members of the
Quality Assurance Committee will
consist of at a minimum the
Administrator, the Director of
Nursing, the Assistant Director of
Nursing and the Social Services
Director with the Medical Director
attending at least quarterly.

Compllance date: 8/27/15
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their orientation with the Education Training
Director on how to proparly weigh residents and
to go to their nurse if there were any issues with
the weights.
Further interview with the Director of Nursing
(DON}, on 07/28/15 at 2:22 PM, revealed staff
was expected 1o follow the care plan and facility
protocol for weights. She stated Resident #8's
welghts should have been obtained monthly per
the care plan. She stated when the resident was
weighed on 07/06/15, a reweigh should have
been completed, per the facility's protocol to
ensure the weight was accurate. The DON
stated it appeared there had been no action taken
by the previous DON when the reweigh was
needed. She stated she reviewed the
documentation and stated no action had been
taken because a reweigh had not been obtained.
She stated the resident was welghed on 07/28/15
and weighed 142.4 pounds. She stated this was
a seventeen (17) pound welght loss for this
resident and was being addressed by the
dletician and revision of the care plan.
F 325 | 483.25(1) MAINTAIN NUTRITION STATUS F 325
8§5=D | UNLESS UNAVOIDABLE 1. Resident #9 was weighed on -
Based on a resident's comprehensive ;ﬁgﬁ?{pﬁm}{";&ma the
assessmanl, the facility must ensure that a Director of Nursing on 7/2616
resident - noted that Resident #9 weights
(1) Maintaing acceptable parameters of nutritionat have been obtained s care
status, such as body weight and protein levels, planned. The Director of Nursing
unless the resident's clinical condition audHed Resident #9's Care plan
demonstrates that this is not possible; and on 7/28M16. Any issues noted
{2) Receives a therapeutic diet when there is a were comecled immediately.
nutritional problem. ) -
FORM CMB-2587{02-99} Previcus Verslona Obsciote Evenl I0: Q20012 Faclity ID; 100094 if continuation sheet Paga § of 20




From:

CEPARTMENT OF HEALTH AND HUMAN SERVICES

10/28/2015 09:39

#358 P.O11/078

PRINTED: 10/23/2015

FORM APPROVED
TERS FOR OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: LT COMPLETED
R-C
188087 B. WING 08/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2420 W. JRD ST,
TWIN RIVERS NURSING AND REHAB CENTER OWENSBORO, KY 42301
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES () PROVIDER'S PLAN OF CORREGTION s}
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 DaTe
DEFICIENCY)
F .
325 | Continued From page 9 F 325 2. On 713116, the Registsred
Dietician and Director of Nursing
This REQUIREMENT is not met as evidencad deumh?ea&'emfr'::l?rn;: of
by: obisining weights. Audit by
Based on interview, record raview, and facility Director of Nursing on 8/10/15
policy review, it was determined the facliity failed noted welghts had been obtalned
to ensure their system to identify weight loss was per care plan and facility prolocol.
effective for one (1) of three (3) sampled Audit of all care plans to ensure
residents (Resident #9). Staff had documented all intervantions were in place
Resident #9 had a weight loss of thirty-four (34} was completed by 828/15 by the
pounds from May through July 2015. The staff Director of Nursing, Assistant
falled to obtain a monthly weight in June 2015 Director of Nursing, Education
and failed to reweigh and assess the resident Training Director, Unit Managers,
when the significant weigh MDS Coordinator and Clinical
ight loss was identified to imbu { Specialisl. Any
detarmine if the weight was accurate and/or if the Re “ﬂe‘:em zorredad
resident needed a change in condition plan to :'s“suas“nouy-
address the resident's weight loss management. Licensed staff were re-educated
. on obtalning weights per care
The findings include: plan by th:g Dlretgor of Nursing,
. - Education Training Director,
Review of the facility’s policy, "Guidelines for Assistant Director of Nursing
Obtaining Accurate Resident Weights®, dated and/or Unit Managers by 8/26/15.
08/12/14, revealed the Interdisclplinary Team Dietary Service Manager and
would develop a change of condition plan for any Registered Dietician were re-
resident with weight variances greater than five educated by Healthcare Services
(5) percent in thirty (30) days; 7.5 percent in Regional Dieticlan on 7/28/15 on
ninety (90) days; and, ten (10) percent in obiaining the weight change
one-hundred eighty {180} days. report weekly to identify any
needed re-welghts or missing
Interview with the Director of Nursing (DON}, on weights. The resuits of these
07/28/15 at 2:22 PM, revealed the facliity's reports will be reported to the
protocaol was for the Certified Nurse Aides (CNAs) Director of Nursing who will
or nurses to obtain the weights and the DON ensure the weights are obtained.
would enter in the information, if a re-weight was The Director of Nursing will audit
needed the computer would prompt the nurse to five (5) care plalz':: per wle?‘lz f;:r
take action or do a re-weigh which would indicate 12 weeks to validate weights/re-
the need for an assessment.
Record review revealed the facility admitted
FORM CMS-2567(02.98) Pravious Veraions Obsclete Event 0: 20012 Fecllity 1D: 100094 If continuation shest Page 10 of 20
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F 325 | Continued From page 10 325
pag 7 weights have been obtained

Rasident #8 on 09/08/14 and he/she was
readmitted to the facility on 05/29/15 with
diagnoses which included Hypothyraidism,
Diaphragmatic Hemnia, Cataract, Glaucoma,
Hyperlipidemia, and Tricuspid Valve Disease.

Review of the Quarterly Minimum Data Set
{MDS) Assessment, dated 06/08/15, ravealed the
facility assessed Resident #9's cognition as
maderately impaired with a Brief Interview for
Mental Statug (BIMS) score of twelve (12), which
indicates the resident wes interviewabls. In
addition, the MDS revealed tha resident was
assessed as having problems with swallowing
and had a mechanlcally altered diet.

Review of tha Comprehensive Care Plan, dated
03/14/15, revealad the resident was at risk for
altered nutrition related to cardiac disease, thyroid
disease, and vitamin deficiency with interventions
for staff to obtain and monitor the resident's
weights weekly times four (4) weeks and monthly
thereafter if stable.

Review of Resident #9's Welight Change History
Record revealed tha resident weighed 160
pounds an 05/07/15 and welghed 125.6 pounds
on 07/17/15. There was no monthiy weight
obtained In June 2015, {per the care plan, a
weight should have been obtained); and, there
was no documented evidence staff reweighed the
resident par facllity protocol, 1o determine if the
weight was accurate, when it was Identified that
the resident had a wslght loss of approximately
thirty-four (34) pounds. In addition, review of the
Nurse's Notes and Dletary Noles for July 2015
revealed there was no documented evidence the
Physlcian or Dieticlan was made aware of the
thirty-four (34) pound welght loss {ovar & 20%

timely and inferventions in place.
Weekly weights will be obtained
by the Resforative C.N.A.'s on a
designated day of the week and
the weights will be reviewed in
the weekly Weight Meeting
ongoing. The results of these
observations will be reviewed
with the Quality Assurance
Committee for a minimum of
three (3) months and untll the
Quality Assurance Committea

ascertains continuous
compliance. if at any time a
concem is identified, a Quality
Assurance Committee meeting
will be held {0 review concemns
for further recommendations as
needed. The members of the
Quality Assurance Commitiee will
consist of at & minimum the
Administrator, the Director of
Nursing, the Assistant Direcior of
Nursing and the Soclal Services
Direcior with the Medical Director
attending at least quarierly.

Compliance date: 8/27/15
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Continued From page 11

weight loss in two {2) months) and no evidence
the Interdisciplinary Team did a change of
condition plan related to the weight change.

Observation of Resident #8's being weighed, on
07/28/15 at 8:27 AM, revealed the resident
weighed 142.4 pounds which still indicated a
saventaen (17} pound weight loss (over ten
percent{10%} in two {2} months).

Interview with Cartified Nursing Assistant (CNA)
#1, on D7/30/15 at 2:45 PM revealed the CNA
was given a list of residents to weight and if there
was a weight that looks to be an error the nurses
would get a re-weigh of the resident.

Interview with CNA #2, on 07/30/15 at 3:05 PM,
revealed the CNAS received a paper, from
nursing, listing the residents that needed weights.
She further stated if there was a weight that
looked to be an error they would re-weigh the
resident and make sure that the scale has been
zeroed out before weighing the resident again.
CNA #2 stated the CNAs were inserviced during
their orientation with the Educatlon Training
Director on how to properly weigh residents and
to go to thelr nurse if there were any issues with
the weights.

Interview with the Registered Dietician (RD), on
07/26/15 at 12:34 PM, revealed she had not been
an RD at the facility for very long and she had
only been to the facility twice. She stated
Resident #9 was flagged for her to review
quarterly and was not on the monthly reviews.
She reviewed the welghts and stated if Resident
#9 waighed 160 pounds in May 2015 and then
weighed 125.6 in July, then staff should have
reweighed the resident to validate if there was a

F 325
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F 325 | Continued From page 12 F 326
weight loss, and then Implement interventions for
welght loss if needed.
interview with the Director of Nursing (DON), on
07/28/M6 at 2:22 PM, revealed she had been at
the facility since 07/06/15 but the previous DON
was in the facility untii 07/18/15 and was inputting
the weights inta the computer at that time. The
DON stated she could not explaln why thers were
not any rewaighs for Resident #9, after the
resident's weight was down to 125.6 pounds in
July. The DON said it appeared there was no
action taken by the previous DON when the
reweigh was needed. The DON reviewed the
documentation and atated no action had been
taken because a reweigh had not been done and
no weights were documented for June. She
further stated it was a breakdown In the system
and she was concerned for the residents. In
addition, she stated she questioned all the
waeights done In June and entered in by the
previous DON,
F 333 | 483.25(m){2) RESIDENTS FREE OF F 333
533D SIGNIFICAJNT MED ERRORS 1. APRN did not reorder the
Levothyroxine for Resident #8
The facility must ensure that residents are free of because TSH level was within
any significant medication errors. normal iimits.
2. Audit of all readmissions for the
past thirty days by Director of
Nuraing, Assistant Director of
'l:llurslng. %ualitg IG:suram:e
. urse, and Unl napers was
:‘!I;:is REQUIREMENT is not met as evidenced compteted by 8/28/5 to ensure
Based on Interview, record review, and review of m’t:::rde;am“d A:yms
the facility's policy/procedure, it was determined noted were corracted
the facility failed to ensure residents were free of immadiately. Medication cart to
any significant medicatlon emors for one (1) of medication administration record
three {3) sampled resident (Resident #8). The audi by phammacy on 8/20/15
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F 333 | Continued From page 13 F 333 and any meds not avaliable were
facility failed to administer Resident #9's ggg;:g and deliversd on
:j.:;:lhyroxme {thyrold medication) for sixty (80) 3. Al licensed nurses were
Nursing, Assitant Drector o
i . ursing, Assistant Director
The findings include: Nutslgg and Education Tralning
Review of the facility policy titled, "Med|cation E;migﬁor;gdmmm
Administration”, dated 12/12, revealed avallabliity and reactivation of
medications should be administered as physician orders upon
prescribed In accordance with the manufacturer's readmission (Including a second
specifications and good nursing principles and nurse o verify accuracy of
practices. orders). Medication Avallability
tralning included use of
Record review revealed the facifity admitted Emergency Drug Kit, after hours
Residenl #9 on 08/08/14 with diagnoses which pharmacy, physician nolification,
included Hypothyroidism, Further review ravealed on-call nurse netification,
Resident #8 was admitted to the hospital on medication refusals and if
05/27/15 and retumed to the facillty on 05/29/15 resident needs cannot be met the
resident is tobe sent to hospital.
Review of the Hospital Physician's Discharge 4. :‘mﬂo‘; administration record
Orders, dated 05/29/15, revealed an order for 0 medication cart audit wil be
Levoth performed by the Director of
yroxine (thyroid medication) 50 Nursing, Assistant Directo,
. v r of
micrograms (mcg) every moming (AM). Review Nursing or Unit Mana gers two (2
of the Physician's Orcler Sheet from the facility, times per month for three (3) @
dated 05/26/15, revealed the order for the months. The Director of Nursing
Levothyroxine had nat been transcribed by the Assistant Director of Nursing or
Admissions Nurse; therefore, the madication was Unit Managers will audit five )
not on the Physician's Order for June and July readmits per month for three
2015. months to ensure orders ware
reactivated appropriately, The
Review of the May, Juna, and July 2015 results of these observations will
Medication Administration Record (MAR) be reviewed with the Quality
revealed the facility had not administered Assurance Commitiee for a
Levothyroxine (thyrold medication) 50 minimum of three (3) months and
micrograms every AM to Resident #8 for sixty until the Quality Assurance
(60) days from 05/30/15 through 07/28/15.
Interview with Registered Nurse (RN) #1, who
readmitted the resident, on 07/28/15 at 5:05 PM,
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revealed she entered the resident's orders into
the computer system upon hig/her return to the
facility on 05/29/15, but she was not certain i
another nurse assisted her or not. She steted she
may have missed reactivating the Levothyroxine,
but she was not sure if she was the one who
missed k. RN #1 stated there was a two (2)
nurse check in place so orders were locked at by
a second pair of eyes, but she could not
remember if this was done or not.

Interview with the Educational Training Director
(ETD), on 07/29/15 at 8,10 AM, revealed she
occaslonally assisted the nurses. She stated
there was a two (2) nurse check {0 make sure
they did not mias any information from the
checklist during the readmission process;
however, she did not assist with Resident #9's
readmission.

Interview with the Advanced Registered Nurse
Practitioner (ARNP), on 07/28/15 at 2:15 PM
revealed she was unawara Resident #9 was not
recelving his/her Levothyroxine as prescribed by
the physician. She stated not having that
medication for that amount of time could be
“tricky” , and could effect the resident in a
multitude of ways, including weight and mental
concema. She said she expected the faciiity to
provide medications as they were prescribed.

Review of a Medical Laboratory Report, dated
07/09/15, revealed Resident #9's Thyroid
Stimulating Hormoene (TSH) level was 2.5 MIU/DL
(normal 0.3-5.8 MUI/dI). The physician was
notified and orders wera received to discontinue
the order for Levethyroxine and retest In one (1)
month.

compliance. i at any time a
co'r:gm ia identified, & Quality
Assurance Commitiee meeting
will be held io raview concems
for further recommendations as

needed. The members of the
Quality Assurance Committee will
consist of al a minimum the
Administrator, the Director of
Nursing, the Assistent Director of
Nursing and the Sqcial Services
Director with the Medical Director
attending at least quarterly.

Compliance date: 8/27/1%
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Interview with the Director of Nursing (DON), on
07/28/15 at 2:41 PM, revealed she expacted staff
to double check the information entered into the
computer to ensure it was correct so thera were
no transcription errors. She stated she was not
the DON at the time, but the medication was
probably missed because Resident #9 was out of
the facility for fess than three (3) days. She
siated if the resident had been treated as a
readmit there would have been a two (2) nurse
check on the medications then there would not
have been the transcription error of not
reactivaling the Levothyroxine. She stated when a
residant leaves the facility and goes to the
hospital their system cannot hold medication so
the medication(s) were deactivated until the
resident retumed to the facllity, then the
admission’s nurse would reactivate the
medication. She stated Resident #9 missed
his/fher medications for aimost two (2) months
because the medication was not reactivated. The
DON stated a second nurse check was not
conducted to ensure all medications wera
reactivated, In addition, sha stated the nurse from
that hall shbuld have known the resident well
enough fo realize the resident was not recelving
hisiher Levothyroxine as normally prescribed and
they should have contacted the physician.
483.60{a),(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The facllity must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreemnent described In
§483.75(h) of this part. The facllity may pemmit
unlicansed personnel to administer drugs If State
law permits, but only under the genaral
supervision of a licensed nurse,

F 333

F 425 1. Resident D's Lavowmm
was delivered from pharmacy

on 7/31/15 per Pharmerica
shipping manifest and given to
Resident D by floor nurse on
8/4/16 as evidenced by the
signed Electronic Medication
Administration Record by fioor
nurse on 8/1/15 as observed
by the Director of Nursing.
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A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, recelving, dispensing, and
administering of all drugs and biologicals) to meet
the needs of each residant.

The facility must employ or abtain the services of
a licansed pharmacist who provides consuitation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and facility
education review, it was determined the facility
failed to ensura thelr system to obtain needed
medication was effective for one (1) unsampled
resident (Resident D). The facliity failed to
ensure Unsampled Resident D's Levothyroxine
{thyroid medication) was availabla for
administratlon for two (2) days.

The findings include:

Interview with the Regional Quality Manager
(RQM), on 08/05/15 at 1:00 PM, revealed
process for ordering medication was provided in
training on 06/30/15 and provided this training
documentation to the surveyor.

Review of training provided by the facility
pharmacy, on 06/30/15, revealed to reorder
medication staff should submit the reorder
request electronically through the electronic
Medication Administration Record (MAR) systam

administration record audit by
pharmacy on 8/20/45 and any
meds not available were
ordered and delivered on
8120/186,
All licensed nurses will be
reeducated on medication
avallability, reaciivation of
physiclan orders upon
readmission (including a
sacond nurse to verify
accuracy of orders) by the
Director of Nursing, Education
Training Director, Assistant
Director of Nursing and/or Unit
Managers by 8/26/15.
Medication Avaliabliity training
included use of Emergency
Drug Kit, after hours pharmacy,
physician notification, on-call
nurse notification, medication
refusals and if resident needs
cannot be met the resident is to
be sent to hospital. Director of
Nursing, Assistant Director of
Nursing or Unit Managers are
responslible for reviewing
readmission orders for
accuracy ongoing.

Medication administration
record to medication cart audit
will be performed by the

Diractor of Nursing, Assistant
Director of Nursing or Unit
Managers two (2) times per
month for three (3) months.
The results of these
observations will be reviewed
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three (3) days before the quantity is exhausted, Commitiee for a minimum of
In addition, staff can pull the reorder sticker and . gm (3) months and untll the
fax it to the pharmacy, three (3) days befors the “m&?’;"&“m Committee
quantity is exhausted. Staff should allow up to complisnce. If a':m’ﬁm A
twenty-four (24) hours for delivery concem Is lbmﬁﬁ::l‘y a Quality
Record review revesled the facility admitted 31.“.;? n:;.mmm
Unsampled Resident D on 05/16/15 with ' for fusther recommendation as
diagnoses which included Hypothyroidism, needed. The members of the
Quality Assurance Committes
Review of the July 2015 Physiclan's Orders will consist of at a minimum the
revaaled an order to adminiater Levothyroxine Administrator, the Director of
0.088 milligrams {mg) by mouth every morning; Nursing, the Assistant Director
however, raview of the July 2015 Medication of Nursing and the Soclal
Administration Record (MAR) revealed the Services Director with the
Levothyroxine was marked as not being available Medical Director attending at
for administration on 07/30/15 and 07/31/15 at least quarterly.

6:00 AM which resuited in two {2) missed doses.
@ Compliance date: 8727115
Observation of the North Hall Medicatlon Cart, on
07131115 at 1:25 PM, revealed Unsampled
Residant D had no Levothyroxine 0.088
milligrams {mg} in the medication cart drawer.

Review of ﬂnsampled Resident D's
Electronic-MAR revealed on 07/30/15 at 5:15 AM
Licensed Practical Nurse {LPN) #4 documented
the medication was not available for
administration and the pharmacy was notified,

Interview (Post Survey) with the Licensed
Practical Nurse (LPN) #4, an 08/11/15 at 7:40
FM, revealed she did not recall reordering
Unsampled Resident D's Levothyroxine or writing
on the E-MAR "“it was not available and the
pharmacy notified", She stated staff was
supposed to reorder medication through the
computer by clicking the box and/or faxing the
sticker from the medication package. She stated
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this was supposed to be done five (5) to seven
(7) days prior to the running out of the
medication. LPN #4 slated she normally ordered
medication through the computer and faxed the
sticker to ensure the medication would be
delivered. She stated-if she identified a
medication was not available for administration
she would check the Emergency Drug Kit (EDK)
and call the pharmacy so the medication could be
sent in the next hour or two (2). She did not
recall if she checked the EDK for Unsamplad
Resident D's Levothyroxine. Sha stated she
received training from a Pharmacist when the
new pharmacy went into effect on 07/01/15.

Interview with LPN #2, on 08/05/15 at 3:20 PM,
revealed if 2 medication was not avaiiable for
administration staff should check the EDK and
call pharmacy so the medication could be sent.
She stated if the medication was not available to
be administered during the allowable timeframe
according to the Physician's Order she would
nolify the physician. She said staff was supposed
to reorder the medication approximately three (3)
days befare the medication supply ran out
through the EMAR system by clicking a button, or
by faxing the sticker from the medication package
to the pharmacy. She stated she recelved
training from a Pharmacist when the new
pharmacy went into effect on 07/01/15.

Review of a Pharmacy Shipping Manifest, dated
07/31/15 at 10:15 PM, revealed the Levothyroxine
was delivered to the facility on 07/31/15 after
10:15 PM.

Interview with the Regional Quality Manager
(RQM), on 08/05/15 at 1:00 PM, revealed the
facility had changed over to a new pharmacy on
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07/01415 and trzining had been conducted with
staff on 06/30/15. She stated staff should have
ensured medications were available for
administration by either ordering the medication
three (3) days prior to the last dase through the
E-Mar system or faxing the sticker per the

unable to provide documentation the
Levothyroxine had been ordered prior to

07/31/15 after 10:15 PM manifest was ordered
after an audit was conducted on the medication
cart that afternoon due to the State Survey
Surveyor identified that the medication was not
available in the medication cart.

training provided by the new phammacy. She was

07/31/15. She siated the medication listed on the

F 425
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