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“The preparation and execution of this Plan of
F 000 | INITIAL COMMENTS F 000 [Correction does not constitute an admission or
: agreement by the provider of the truth of the facts
. . e alleged or conclusions set forth in the Statement of
A Recertification Survey was initiated on Deficiency. This Plan of Correction is prepared
07/14/15 and concluded on 07/16/15 with and executed solely because it is required by
deficiencies cited at the highest scope and Federal and State law.”
severity of a "D", . i
F 281 | 483.20(k)(3)()) SERVICES PROVIDED MEET F og1|Oaklawn ensures services pi ovided 8-17-15
$S=D | PROFESSIONAL STANDARDS meet professional standards of
) quality for the residents in
The services provided or arranged by the facility accordance with State and Federal
must meet professional standards of qualiy. laws. This includes licensed nursing
to obtain authorization by the
This REQUIREMENT is not met as evidenced attending physician to allow
by: residents to self-administer
Based on observation, interview, record review medications as appropriate, This
?nc'irfacm‘ty policy review, it was detefmmed the also consists of licensed nursing or
acility failed to ensure services provided met other personnel authorized by state
professional standards of quality for one (1) of laws and regulations t ’
twenty (20) sampled residents and one (1) aws and regulations (o ensure
unsampled resident, Unsampled Resident A. complete ingestion f’OUOW. ng
LPN #3 left a cup ten (10) medications administration of medications.
unattended on the overbed table of Unsampled .
Resident A, On 7-16-15, the primary care
physician gave authorization for
The findings include: Resident A to self-administer
medications. The Unit Manager
Review of the facility's policy, Medication e .
Administration - General Guidelines, dated completed “g asrslf“me“l}o%“’? o
12/18/12, revealed medications were prepared resident, to be safe to self-administer
only by licensed nursing or other personnel her medications.
authorized by state laws and regulations to , . et
prepare medications, the resident was always On 7-16-15, The Director of Nursing
observed after administration to ensure the dose re-educated LPN #3 on the facility
was completely ingested and residents were policy and procedure regarding
allowed to self-administer medications when Medication Administration.
specifically authorized by the attending physician.
Observation, on 07/16/15 at 9:25 AM, revealed
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j of the bed in his/her room with a pill cup of !
| medications and a food tray on the overbed table. I
| Further observation at that time revealed no

licensed nurse or other facility personnel were |
present in the room.

Review of Unsampled Resident A's clinical record
revealed the facility admitted the resident on
07/07/15 with diagnoses to include
Thrombocytopenia, Hypothyroidism, Urinary Tract
Infection and Muscle Weakness. Review of the
Brief Interview for Mental Status, dated 07/13/15,
revealed the facility assessed Unsampled
Resident A with a score of thirteen (13) indicating
the resident was interviewable. Review of
physiclan orders, dated July, 2015, revealed no
physician order for Unsampled Resident A's
self-administration of medications.

Interview with Licensed Practical Nurse {LPNy #3,
on 07/16/15 at 9:42 AM, revealed she was
responsible to pass medications to Unsampled
Resident A on 07/16/15. She stated the 8:00 AM
medications which she left on Unsampled
Resident A's overbed table were Docusate
Sodium 100mg., Floranex Chewable Tablet,
Furosemide 20mg. (2) , Niferex 150mg.,
Levofloxacin 500mg., Omeprazole 40mg., Oyster
Calcium w/Vitamin D UD 500mg./200, Potassium
Chioride ER (extended release) 20meaq,, Pristiq
ER 50mg. LPN #3 further stated she should not

have left Unsampled Resident A's room until she
had observed the resident take all of the

medications.

Interview with Unit Manager (UM) #1, on 07/16/15
at 9:50 AM, revealed nurses should observe

' residents when administering their medications to
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F 2811 Continued From page 1 F 281
Unsampled Resident A seated upright on the side j L. :
- ot The training and education 8-17-15

included the requirement to
obtain authorization by the
attending physician for resident
to self-administer medications
when applicable to a resident.
Training further included the
need to observe the resident
following medication
administration to ensure
complete ingestion.

On 7-16-15, Unit Managers
reviewed all residents to
determine if there were any
other residents requesting
medications be left at bedside
for self-administration; none
were identified,

The Director of Nursing and
Assistant Director of Nursing
will re-educate all Nurses and
Certified Medication
Technician’s on the facility
policy and procedure regarding
Medication Administration -
General Guidelines by 8-16-15.
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F 281 Continued From page 2 Fogyl The training and education will 8-17-15
"ensure all of the madications had been ingested. moh}de th? requirement to |
| In addition, UM #1 stated nurses were to explain obtain authorlzzat.lon by the‘ |
| the purpose of the residents’ medications and attending physician for resident |
;[ were to observe residents for any adversa effects to self-administer medications
 of the medications they were taking. when applicable to a resident.
. . . Training will also include the
Interview with the Director of Nursing (DON), on fr a;ntng bserve the resident
07/16/15 at 10:57 AM, revealed a nurse should heed to o L
witness a resident take their medications to following medication
ensure the ingestion of the medications, to administration to ensure
answer any questions the resident might have complete ingestion,
and to observe the resident for any adverse i . .
reactions. The DON stated the UM was There will be completion of a
responsible for annual monitoring of the unit monthly check during a
nurses’ performance for correct medication medication pass on each unit to
administration technique and the UM's had not ensure the Nurse or Certified
reported any concerns regarding medication Medication Technician is
administration techniques to her. edication ‘ ) .
F 514 483.75())(1) RES F 514 observing the resident following
8S=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB medication administration to

LE

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

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

!

confirm complete ingestion,
There will also be a monthly ,
check of residents able to
interview and self-administer
medications to validate
authorization by the attending
physician is in the medical
record. There will be a report of
the checks to the Quality
Assurance committee on a
quarterly basis until
achievement and maintenance
of substantial compliance for
two quarters.
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This REQUIREMENT is not met as evidenced records on cac Q
by: ‘ accordance with accepted

Based on observation, interview, record review profe,ssmna{ standards and

and facility policy review, it was determined the practices that reflect accurate
facility failed to maintain the clinical record for one documentation.

(1) of twenty (20) sampled residents and one (1) )
unsampled resident, Unsampled Resident A, in On 7-16-15, the Unit Manager
accordance with accepted professional interviewed Resident A to ensure
standards. LPN #5 documented medications had timely ingestion of medications
been administered when they had not. due at 8:00 AM.
The findings include: On 7-16-15, the Director of

. " . , 'sing re-educated LPN #3 on
Heview of the facility's policy regarding Emts,m%‘l% ed?;’\ d procedure
Medication Administration - General Guidelines, he facility policy and p oce
dated 12/18/12, revealed the individual who for Medication Administration.
administered the medication recorded the The training and education
administration on the resident's Medication included the requirement to
Ad’é‘,‘“'i,tra“o” Record (MAR) directly after the document administration directly
medication was given. after giving and ensuring
Review of the facility's policy regarding Specific ingestion of ordered medication
Procedures For All Medications (not dated), on the Medication Administration
revealed after medication administration (the Record.
nurse) was to document the administration in the .
MAR. On 7-16-15, a check of all
residents able to interview and
Review of the Lippincott Nursing Center, e-News, self-administer medications
Jun;ci(zjs, ari::?lgit?e eight ”ghtséozh Right received a review to ensure
me fon inistration, number 6, the Ri - ey :
Documentation of the time, route, and any other aceur ate dO(fu{m?n.tf‘tfm? folI%vx /'f}g
specific information as necessary. For example, medication administration. There
the site of an injection or any laboratory valuse or were no other remden‘ts affected
vital sign that needed to be checked before giving by the deficient practice.
the drug. Document administration AFTER giving
the ordered madication.
Observation, on 07/16/15 at 9:.25 AM, revealed
Unsampled Resident A seated upright on the side
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F 514 Continued From page 4 F514| The Director of Nursing and 8-17-15

| of the bed in his/her room with a pill cup of
medications and a food tray on the overbed table.
Further observation, at that time, revealed no
licensed nurse or other facility personnel were |
present in the room.

Review of Unsampled Resident A's clinical record
revealed the facility admitted the resident on
07/07/15 with diagnoses of Thrombocytopsenia,
Hypothyroidism, Urinary Tract Infection and
Muscle Weakness. Review of the Brief Interview
for Mental Status, dated 07/13/15, revealed the
tacility assessed Unsampled Resident A with a
score of thirteen (13) indicating the resident was
interviewable. Review of physician orders, dated
July, 2015, revealed no physician order for
Unsampled Resident A's self-administration of
medications. Review of the July, 2015 MAR for
Unsampled Resident A revealed Licensed
Practical Nurse (LPN) #3 had initialed as given on
07/16/15 the 8:00 AM medications: Docusate
Sodium 100mg.; Floranex Chewable Tablet;
Furosemide 20mg. (2); Niferex 150mg.;
Levofloxacin 500mg.; Omeprazole 40mg.; Oyster
Calcium w/Vitamin D UD 500mg./200: Potassium
Chloride ER (extended release) 20meq.; and,
Pristiq ER 50mg.

interview with LPN #3, on 07/16/15 at 9:42 AM,
revealed she was responsible to pass
medications to Unsampled Resident A on
07/16/15 at 8:00 AM. LPN #3 further stated she
should not have left Unsampled Resident A's
room until she had observed the residant take all
of the medications she left on the overbed table,

Further interview with LPN #3, on 07/16/15 at
1:15 PM, revealed she had charted the 8:00 AM

| medications on the MAR before she took the

Assistant Director of Nursing will
re-educate all Nurses and
Certified Medication Technicians
on the facility policy and
procedure regarding Medication
Administration — General
Guidelines by 8-16-15. The
training and education will
include the requirement to
document administration directly
after giving and ensuring
ingestion of ordered medication
on the Medication Administration
Record.

There will be completion of a
monthly check during a
medication pass on each unit to
ensure the Nurse or Certified
Medication Technician is
accurately documenting
medication administration
directly after giving and ensuring
ingestion of ordered medication
on the Medication Administration
Record. There will be a report of
the checks to the Quality
Assurance committee on a
quarterly basis until achievement
and maintenance of substantial
compliance for two quarters.
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medications to Unsampled Resident A's room
indicating they had been given even though she
had not witnessed Unsampled Resident A taking
the medications. She also stated she did not
return to Unsampled Resident A's room to see if
the resldent had taken all of the medications she
had left on his/her averbed table.

Interview with Unit Manager (UM) #1, on 07/16/15
at 9,50 AM, revsaled nurses should not document
on the MAR the adminlstration of medications
which they had nct observed as it would be
inaccurate documentation and facility policy
would not be followed.

Interview with the Director of Nursing (DONj}, on
07/16/15 at 10:57 AM, revealsd nursas were
tralned In accurate clinical record documentation
as a standard of professional practice and In the
facility orientation program which included tacility
policies regarding madication administration. The
standard of professiorial practice and the facility
ortentation program directed nurses to document
medication administration after medications had
been given. The DON stated it was against
facility policy to document medication
administration prior to ensuring the madications
had been administered and LPN #3 had
inaccurately documented on Unsampled Resident
A's MAR,
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K000 { INITIAL COMMENTS ‘ K 000!

CFR: 42 CFR §483.70 (a)
BUILDING: 01
PLAN APPROVAL: 2005
SURVEY UNDER: 2000 New
'FACILITY TYPE: SNF

' TYPE OF STRUCTURE: Two (2) stories, Type Il
(111). ‘

- SMOKE COMPARTMENTS: Five (8) per floor
{story).

FIRE ALARM:  Complete fire alarm system with
heat and smoke detectors,

 SPRINKLER SYSTEM: Automatic, wet sprinkleh
“ system, hydraulically designed. :

GENERATOR:  Type II, 600 KW generator, fuel
source is diesel.

A Recertification Life Safety Code Survey was
. conducted on 07/16/15. The facility was found to
- be in compliance with the Requirements for
" Participation in Medicare and Medicaid in
" accordance with Title 42, Code of Federal
- Regulations, 483.70 (a) et seq. (Life Satety from

" Fire).
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