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Plan of Correction

. reviated Survey 7/30/11
An Abbreviated Survey investigating complaint Abb ¥
#KY00016803 was Initlated on 07/28/11 and

| eoncluded on 07/30/11. KY00016603 weas Preparation and execution of this plan of
substantiatad with deficlencles oited at 483.25 correction does not constitute admission
ﬁuaﬂty of 4 carel and 183 ?5 Algmtnlstratlon ‘With the | or agreement by the provider of the truth
ghest scope/severity of a 'D" ) Jusi set
F 333 | 463.25(m)(2) RESIDENTS FREE OF | ‘Fass ‘f’f tt]]‘le.fa::ls alt’eied °rt °':,“;e:i'l:';: This
§8=D | SIGNIFICANT MED ERRORS orth In the statement o3 deliclency.
. plan of correction is prepared and
The facility must ensure that residents are free of executed solely because it is required by
any significant medication errors. _ federal and state law.

This REQUIREMENT s not met as evidenced

by: - E‘Z:Gﬂxg%ﬂﬁ
'Based on interview and record review it was [ T 333 Fred ¢f Significant Medication
determined the facllity failed to ensure residents AUG 22841

were free of any significant medication errors for The facili ust ensure that residents are

one (1) of three (3) sampled residents (Resldent ) . N
#1). Resident #1 received fifteen thousand PVicrenscee-| e, of amy significant mediation errors.

{15,000) units of heparin (blood-thinning :
medication) instead of three hundred (300). unils Criteria 1: Resident #1 was dlscharged
of heparin as ordered as & hepatin flush for a : facility on 6/24/11. '

PICC (peripheral inserted oentral atheter usad from the facility
a5 form of Intravenous access) line.

Criteria 2: There are currentlyl?2 residents

The findings Include: receiving port and/or IV therapy/flushes at

Review of the medical record revealed the faclllly the facility. The IV med, fluid, flush and
roadmitted Resldent #1 on 06/12/11, upon ' site documentation has been reviewed on or
discharge from a hospital re-admlsslon on by 8/17/11 by the DON or Designee

05/31/11. Revlew of- the medical fecord for

'| Resident #1 revealed diaghoses which included which includes MDS Coordinator, Program

Fallure to Thive, Urinary Traot Infection, History Manager, Quality Assurance Nurse or Team
of Pneumonia, Chronlc Kidney Digease, Clrrthosis Development Nurse to determine that it is
of Liver, Dlabetes and Cardiac Dysrhythmlas. complete and accurate.

LABORATORY DlﬂgTOH‘S OR PROVI EH!SUPPLIEH REPRESENTATIVE'S 8IGNATURE - T TITLE {%6) DATE

e Chua - Admmmﬁ.mhr ' 3//75'"//

Any deflclenoy stalement ending with aslerlak (*} dencies a deficlency which the [nstitullon may be excused from corraoting providing It Is determined that
other gafeguards provide sufilglent protection to the patlents, (See Instructions.) Except for nureing homes, the findings stated above are disclosable 90 days
followlng the dats of survey whether 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 doouments are made avallable to the facillly. If deficlencles are ciled, an appreved plan of correction Is requlsite to continued
program partlcipation. .

FORM CMS-25667(02-88) Previous Varalons Obsolste Evenl [D:RMFF11 Facmiy 1D: 100423 ' {i continuation shest Page 1of 5



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

PRINTED: 08/12/2011-

FORM APPROVED
OMB NO. 0938-0301

Record review revealed a Physician's Order,

dated 08/12/11, for a PICC line flush every eight

(8) hours with three hundred {300) uniis of
heparin. Further review revealed the Medlcation
Administration Record acourately reflected the
dose of heparin ‘as three hundred (300) units.

Interview, on 07/28/11 at 6:35 PM, with Licensed
Practical Nurse (LPN) #4 revealed Resident #4's
medication was obtalned from back up supplies
since the resident was & recent admission, LPN
#4 stated she Just made a mistake and selected
the wrong medication vial when drawing up the
medication that resulted In the significant
medication error. She further stated she knew
she was to glve three miliiliter hepatin flush,
however, she adminigstered three (3) mililiters of
heparin {strength / five thousand units (6000} to
one (1) milliliter] for & total of fiteen thousand
(15,000) units of hepatin instead of three (3)
milliiters of hepatin flush [strength/one hundred

'(100) units to one (1) mlilillter] for & total of three

hundred (300) units as ordered.

Interview with the Director of Nursing (DON), on
07/28/11 -at 6.50 PM, revealed the faclity had
both heparin and hepatin flush, i the cotrect
strength available. However, LPN #4. withdrew.
three mililter of medication from the Incorrect viel
which resulted in the resident reosiving flftesn
thousand (15,000) units of heparin instead of
three hundred {300) unite of hepatin. The DON

further stated the error was discovered at the end

of LPN #4's shift and she was not allowed to
pass medications when she returned to work untll
she had been retrained regarding medlecations.

Interview with the Quality Control Nurse on

including but not limited to:
administration of IV medications, which
includes IV flush medications, IV site
assessment, and documentation of IV
therapy, as provided by the DON/Staff
Educator/Pharmacy IV Consultant on
Previous dates 4/12/11, 7/7/11,7/19/11,
8/4/11,8/6/11,8/7/11,8/10/11,8/11/11, -
8/12/11,8/16/11, and 8/17/11.
Criteria 4: -A written medication
administration test, and IV training

during orientation, with yearly competency

DON/Phartacy Consultant.

-The CQI indicator for the monitoring of
medication pass accuracy will be utilized
monthly X 2 months and then quarterly as,
per the established CQI calendar under the
supervision of the DON.

‘| Criteria 5:  August 18, 2011
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F 333 | Continued From page 1 ¢ 433| Criteria 3: Licensed nursing staff have

| received inservice education on IV therapy,

will be conducted on facility licensed nurses

evaluations, and randomly as selected by the
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07/29/11 at 9:00 AM revealed once the error was
discovered all llcensed staff were required to
complete Inservice regarding heparin dosing prior
to conducting medicallon pass.

Interview with 'Resident' #4's phyaician, on

| 07/29/11 at 11:30 AM, revealed shortly after the

medication error was discovered orders were
implemented immediately which [ncluded
monitoring the patlent for signs and symptoms of
bleeding related to the heparin overdose. The
resident's physiclan further stated he ordered
dlagnostic blood work and monitored the resuits
for aniicipated abnormal valugs related to the
overdose of hapatin,

483.75((1) RES _
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE : '

The tacility must maintain clinical records on each
resldent In accordance with accepted professional
standards and practices that are complete;
acourately documented, readlly acceasible; and
systematioally organized.

The clinlcal record must contaln sufficient
Information to identify the resident; & record of the
resident's agsessments; the plan of care and
satvicas provided; the resulls of any
preadmission scresning conducted by the State; -
and progress notes, ' - :

\

\
This REQUIREMENT Is not met as evidenced
by: .
Based on interview and record review it was
determined the facllity falled to maintain clinical
records which were complete and accurate for

F 333

F 514 F 514 Resident Records —

Complete/Accurate/Accessible.

The facility must maintain clinical
records on each resident in accordance
with accepted professional standards and
practices that are complete; accurately
documented; readily accessible; and
systematically organized.

Criteria 1: Resident #1 was discharged

from the facility on 6/24/11. _
Criteria 2: There are currently12 residents -

receiving port and/or IV therapy/flushes at
the facility. The IV med, fluid, flush and
site documentation has been reviewed on or
by 8/17/11 by the DON or Designee

which includes MDS Coordinator, Program
Manager, Quality Assurance Nurse or Team
Development Nurse to determine that it1 is
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F 614 | Continuad From page 3 F 514 Criteria 3: -Licensed nursing staff have
one (1) of three (3) sempled residents (Resident received inservice education on the use of
#1) In accordence with acospted professional the new IV infusion flow sheet, and the
standards and practice. instructions for filling this out accurately for
Resident #1 had an IV (intravenous) PICC - residents receiving IV therapy as provided
{peripheal inserted ceniral catheter used as form by _ Team Development, Coordinator, on,
of intravencus aocess) line with orders for a PICC 8/4/11, 8/5/11,8/6/11, 8/7/11,
gf;g—lj'r‘;?:-bﬁ:g";;%:edgglg;g{ggg?; g ol 8/10/11,8/11/11, 8/12/11, 8/16/11, 8/17/11.
Injection Fiow Sheet or [V Site Inspection Flow -Licensed nutsing statf have
Sheet, - . received inservice education on IV therapy,
including but not limited to:
The tindings inciude: administration of IV medications, which
Review of the medical record revealed the facllily | includes IV flush medlcatlor'ls, IV site
readmitied Resident #1, upon discharge from the assessment, and documentation of IV
hospital on 06/12/11. Review of the medical therapy, as provided by the DON/Staff
racord reveﬁled Resident #1'Is diagnoses Educator/Pharmacy IV Consultant on
Included Fallure to Thrive, Urinary Tract Infection,
History of Pneumonia, Chronic Kidney Diseass, %4/1 1’18/5/1 1/’8/6//111 ’81/ 1”1 1’3’;3/,;/11’1
Cirrhosis of Liver, Diabetes and Cardiac ' 8/11/11,8/12/11,8/16/11, an '
Dysrhythmias. '
Review of the Physicain’s Orders revealed an Criteria 4: -The CQI indicator for the
order, dated 06/12/11, for a PICC line flush every monitoring of IV therapy documentation
elght (8) hours with three hundred (300) units of will be utilized monthly X 2 months and
hepatin, The time of adminlstration of the first th uall the established COI
dose was noted to be "2400" (12 midnight). en annually as per the established CQ
However, the actual time of adminlstration per calendar, under the supervision of the DON.
interview of the facility stﬁff. including the Director -1V documentation will be reviewed by
of Nursing, Unit Charge Nurse and Licensed Program Managers in the facility mornin
Practica! Nurse (LPN) #4, who administered the ] m:féi? d aiel‘;lilgu:i;g the week Zﬁd (())n &
medication was ndted to be "0200" (2:00 AM). - :
o ( ) Monday for the weekend, for 4 weeks, and
Interview on 07/28/11 at 6:35 PM with LPN #4 then monthly thereafler.
revéalad she did not give the medication at
"9400" (midnight) as dosumented but had e &,
administered the medication close to 2:00 AM on Criteria 5: August 1-8-2.201-1 .
| | | g/9/1s
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.ordered on 06/14/11 at 10;00 AM; 06/16/11 at

Continued From page 4
06/13/11.

Review of the IV Injection Flow Shest revealed ho
dooumentation of the flugh.bding glven as

12:00 AM; 06/17/11 at 4:00 PM and 06/18/11
through 06/22/11 at 8:00 AM or 4:00 PM.

Review of the IV Site Inspection Flow Sheet
revealed no documehtation on any of the three
shifts for June 13th through June 17th. Review of
the Nurses Naotes and Weekly Skin Assessment,
dated 06/21/11 revealed the IV site was "
inflitrated”. However, further record review
revealed that the site was not infiltrated and the
line remained patent. '

Interview with the. Quallly Review nuree on
07/29/11 revealed the IV Site Inspection Flow
Sheet should have been utilized for all shifts to
document the |V site condition, She aleo stated
the IV Injection Flow Sheet should have been:
utilized to document the IV tlushes that were
administered. Further interview revealed the
nurse had charted using the word "inflitration" In
aerror, Buring the Interview, the Quality Review
Nurse also acknowledged she had been unaware
of the overall breakdown in the facllity's process
for documentation of residents with [V's,

F 514
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