gg/im/26818 16:13 8592396718 TCU PAGE 83

Training & Development Program Rostcr

. Date: _ 7/‘;"0/’@ " Time: '7-50»4
O .

B e S
zﬁzgce:'www
. Name of Participant | R | ‘Department
e
e W/Z“?f”
|

Im ﬁmL /,P‘A/ / ‘ T O

BE -

C.DOQ'\IG)U]»#C&NH

!CU\
V7o

Received Time Aug. 10 2010 10:15AM No. 1974 AAG&-L&NLJ’C E



T

pL6LON WESLI0L BLOT Q) Eny U] P“W”H

K AR o

" tu@w P’

TCU Monthly Meetzng

EPHRAIM MCDOWELL REGIONAL MEDICAL CENTER
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Old Business
/. Operational
Effectiveness
A MEDITECH A, Meditech Update ***ATTEND PCM July Inservices
I PCM = Physieian Care Meodule of Order Entry, %*2 remaining: July 27% 0745-845
Progress notes, efc. plan: AUGUST 17th. See & July 29" 3-4PAfRw*r,
posted JULY INSERVICES!!I!!I PCM Superusers:
A shift: Auna Davis & Pat Walls
B Shift: N. Byrd & Cathy Adams,
B. 4 Pillars B. June Scorecard reviewed finances related to B. SCORECARD for June posted.
decreased patient days, & PL
C. TCU’'s move. C. J. Morgan shared w TCU Associates about plans for C. Application submitted OIG/CMS

TCU:

by our Architect.

D. RAC Auditor Report/D/C
Disposition

D/ Jennifer Moore presented the RAC audit, explaining
that 80 Medicare charts were reviewed & EMRMC is in
good standing so far. **RAC is the Recover § from
institutions for not documenting what you did.

D. D/C Disposition: be sure = correct

m the Discharpe Intervention.
Document Dafte, Time & Who you

talked with when transferring a pt.

1. Clipical
Effactiveness

A. Blood Transfusion F UP

A. 1/1—100% Transfusion documentation.

A. See Status Board PI

B. W/Ch. Comm.

B. No Report.

B.

. Medications Effects --- New
Meds.

C. Medication Effects --- New Meds. TEACH”” New
prompt in MEDITECH. Idea, T You to'M. L. Metz for
this Action>>>>>>>

C.**Unit Seec. prints off New Med. &
highlights, hands to RN or LPN

Fkchmant f

ET:BT B18Z/81/89
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intake and Qutput Education 07/20/10

Transitional Care Unit

Janet Short Johnson, RN, presented the Intake and Qutput Education to the Transitioral Care Unit
Associates.

Key points of the education included:

1jReview of the goal of the fluid intake. Goalis posted on the Whiteboard/Communication Board in the
Patient’s roorn by the dietician.

2} Include/communicate to the patient and family the fluid intake goal.

3)Utilize paper intake and output conversion tool for checklist of intake for patient/family, every 24
heurs. {i.e.sherbert, 3 ounces= 88 ml.)

4)Document real time Into the electronic medical record’s Intervention: Intake & Qurput
5)RN’s & LPN's, be sure to include liquids given with oral medications as intake.

B)C. N.A’s, be sure that you are counting water p.itcher intake as well as meals and snacks.

7) Activity Coordinator, be sure that you are counting fluid intake consumed during activities.

B)Licensed nurses, communicate shift to shift any variation in fluid intake goal so that the physician can
ba notified in a timely manner of the variatian.

Received Time Aug, 10, 2010 10:154M No, 1974 A‘E(;f»:b G‘
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Beetles Hand Hygiene/Contact Precautions Mon.itoting Schedule

Pam Young, DI

Georgeanna Gr

2010

‘;"7:'.::-',: T i R f!liil &
Bes o b, T T
Ann Adains, Lab Jan 4-10 Apr 5-11 July 5-11 Oct 4-10
Emma Bates, Cath Lab Jan 11-17 Apr 12-18 July 12-18 Oct 11-17
Stephanie Kilby, NSY ‘

Georgeanna Armold, WH Jan 18-24 Apr 19-25 July 19-25 Oct 18-24

Jan 25-31 Apr 26- 30 July 26-31

Oct 25-31

ant, ICU -
Mark Fluty, Dietary Feb 1-7 May 3-9 Aug 2-8
Joyce Young, OR
Mike Tracy, E.S, Feb §-14 May 10-16 Aug 9-15 Nov 8-14
Kristin Steele, 3T Feb 15-21 May 17-23 Aug 16-22 Nov 15-21
Kelly Coulter, OSC
Sharon Dailey, SW Tele Feb 22- 28 May 24-30 Aug 23-29 Nov 22-28
R —r — . —— T R ”" fiﬁ i‘; }’“ T ;.“n ) [Py @i!: T %Q ‘\. ! .E l:;i‘ \‘;, ;

: e S e

TCLACarols Camphbell, Anna Davis, Tiva
"oster, Lynn Holsclaw, Janet Short Johnson)

\ *R\ —,

May 31 - June 6

Aug 30 - Sept 5

Nov29-Dec s

Julie Hilbert

Diagnostic Center (Southtow)

Brittany Moore

Qutpatient Rehab

Angie Salyers

Wound Center

[ Carla Reynolds, Recovery & OPAD | Mar 8-14 June 7-13 Sept 6-12 Dec 6-12
Chnsty Miles, BHS Mar 15-21 June 14-20 Sept 13-19 Dec 13-19
Debbie Goodwin, ED Mar 22-28 June 21-27 Sept 20-26 Dec 20-26

.‘ B e e .
Nathan Moore MedSource Monitor the 1™ month of each

quarter (fanunary, April, July,

October)

Received Time Aug 10. 2010
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Ale Ephraim McDowell
Ni|fF Regional Medical Center

A setvice of Ephimion McDowell Health

Hand Hygiene/Contact Precautions Review

did NOT comply with the following:

(Associate’s Name)

L] Hand Hygiene [_] Contact Precautions

Date observed: Date observed:

Department;

Additional Comments:

Response from Director:

Forward to:

[_lInfection Control Coordinator
[ JVice President

[MOther:

Notice ¢~ Director: Hand Hygiene/Contact Precautions

Recelved Time Aug. 10. 20710 10:15AM No. 1974 | 'A_"l—@ﬁllment I
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. DEFICIENCY)
N 000| INITIAL COMMENTS N 000
A relicensure survey was conducted on July 6-7,
2010. Deficient practice was identified.
N 144 502 KAR 20:300-6(7)(b)2.a. Section 6. Quallty of | N14¢ i To prevent the development & 08/10/10

Lifa transmission of disease &

infection, the following has
(7) Environment. : taken place:
(b) infection control and commumicable diseases. 1) Specific counselling of
2. The facility shall establish an infection confrol RN #1 by the RN's Direc-
program which: tor.
.a. fnvestigates, controls and prevents infections 2) Handwashing performance
in the facility; Improvement Measure &

Tool. ‘
This requirement is not met as evidenced by: See Attachment "C" that
Basad on observation and review of facility palicy, ensures compliance for all
it was determined the facility failed to maintain an residents by other health
effective infection control program. Observation care workers.
of medication administration on July 8, 2010, 3) The Performance -Improve-
revealed staff failed to wash/sanitize hands ment results are reveiwed &
between reade_nt contqct‘.. Th_e staff alsc failed to reported @ the Infection Con-
don gloves during administration of subcutaneous trol COmmittee with Account—
medieations administered to resident#9 and T I . ceoun
resident #10. ability for compliance, )
See Attachment "D".
The findings include:
1. Observation of the med pass on July 6, 2010,
at 417 p.m., revealed Registered Nurse (RN) #1
adminisiered Novelog.2 units subcutaneously to
resident #10 in the left upper arm. RN #1 failed
to wash/sanitize hands prior to and after
administering injection to the resident, and failed
to don gloves prior to administering injection.
2. Further observatjon of the medication pass on
July 6, 2010, at 5:25 p.m., revealed RN #1
prepared two oral medications, one
subcutanegus medication, and one intravenous
74\ l/‘// -, Ié)ﬂ////x ~etts m + (X6} DATE

07/2v/i0
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PREFIX
TAG
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COMPLETE
DATE

N 144

N 163

Continued From page 1

.medication for resident #9. RN #1 administered
the oral medications to resident #9, and then
exposed resident #9's abdomen and
administered Lovenox 40 milligrams .
subcuianeously in the resident's left lower

milligrams intravenously. Qbservation during the
procedure revealed resident #9's abdomen was
grossly distended, the resident's skin was
extremely jaundiced, and a dressing was noted
on the resident's left foot. RN #1 failed to don
gloves fo administer the subcutaneous injection

contact with the resident,

A review of the hand hygiene policy dated
February 1, 2008, revealed all associates shouid
perform hand hygiene before having direct
contact with a patient and immediately after
having contact with a patient. The policy also
directed staff to don glovesipeérsonal protective
equipment if appropriate. ' :

An interview with RN #1 was conducted on July 8,
2010, at 8:00 p.m. RN #1 stated, "l should have
washed my hands prior to and after | gave the
injection. | am jusi not myself today. | had a bad
- day yesterday, and had to have my horse put
down. | was just not thinking."

An interview conducted on Juiy 7, 2010, at 10:30
a.m., with the Nurse Precepior revealed all
nurses should wear gloves with any
subcutaneous injection, for protection of the
nurse and for the residents,

8902 KAR 20:300-7(4)(c)1. Section 7. Resident
| Assessment

{4) Comprehensive care plans.

and also failed to wash/sanitize hands after direct |

abdomen. RN #1 then administered Zosyn 3.375 { ~

N 144

N 193

Professional standards of
quality for developing interim
care plans for indwelling
catheters has been placed on

08/10/1(

STATE FORM

6088
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4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x5)
PREFIX (EACH DEFICIENCY NUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENSY) :
N 183! Continued From page 2 . N 183 "TCU Admission Checklist" to
(c) The services provided or arranged by the prevent omission.
facility shall: See Attachment "A".
1. Meet professional standards of quality; and
The checklist will assure that
L , , ' all residents admitted with
This requirement is net met as evidenced by: indwelling catheterws have
Based on observation, interview, and record related care plans.
review, it was dstermined the facifity falled to ’
ensure services were provided and care was 1.
delivered in accordance with professional To ensure that performance [is
' standards of quality for cne (1) of ten (10) sustained, a monthly performahce
sampled residents (resident #1). Resident #1 improvment indicator was
was admiifed to the facility with an indwelling developed:
catheter, however, the facllity failed fo develop an
interim care plan related to the indweiling catheter # of residents with indwelling
and the care required. catheters with care plans
The findings include: # of residents with indwellin
catheters
Review of the medical record revealed resident
#1 was admitied to the facHity on July 2, 2010, Performance improvement is mopi-
with the diagnoses of right hip fracturs that tored monthly @ the staff
required surgical intervention and urinary meetings & quarterly at the
retenticn requiring an indwelling catheter. performance improvement team
Resident #1 had been a resident at the facllity for meetings with the medical
four days; thereforg, a full assessment had not director. :
been completed.
Raview of the interim care plan developed upoen :
the resident's admission to the facility revealed |
the care plan failed to address that resident #1
was admitted with an indwelling cathster.
Therefore, ne inferventions were developed to
guide siaff related fo resident #1's specific care
needs regarding the indwelling urinary catheter.
i Obseryation on July 6, 2010, at 12:45 p.m.,
revealed resident #1 had an indwelling catheter fo
bedside drainage.
STATE FORM 6893 5Z5E41 If continuation sheet 3 of 12
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N 183| Continued From page 3 N 183
Review of the physician's orders dated July B,
2010, revealed an order to retnove the indwelling
catheter.
Interview on July 7, 2010, at 1&:15 a.m., with the
Nurse Preceptor revealed the Nurse Preceptor
was rasponsible for the development of the
interim care plans. Upon review of the interim
care plan, the Nurse Preceptor stated the Nurse
Preceptor must have just cverlooked that resident
#1 had an indwelling catheter. The Nurse
| Precepter stated a care plan should have been
developed upon admission fo address resident
#1's indwelling catheter and the care needs
regarding the indwelling catheter.
N 194] 902 KAR 20:300-7{4){c)2. Section 7. Resident N 194 In addition to.the care plan 08/10/10
Assessment section of the electronic
] medical record, specific care
) Comprehenswe care plans, plan measures as identified
{c) The services provided or arranged by the N ‘discipli .
facility shall v any ‘ igcipline w1l]-L bc? '
2. Be provided by qualified persons in communlcatec:l to all disciplines
accordance with each resident's written plan of by documenting the goal/measurg
care. _ , on the "whiteboard" in a resident's
. room.
This requirement is not met as evidenced by The whiteboard serves as an
Based on interview[ gnd (ecord review, it was interdisciplinary & resident/
determined the facility failed to ensure care was family care centered communi-
provided in accordance with the written pian of ‘leation tool. .
care for one (1) of ten (10) sampled residents Roundine bv the Di ‘ P11
{resident #3). Resident #3 was care planned {c .y & by the Ulrector will
require 1630 millliters of fluid intake in a 24-hour include checks for care-plan
period and the physician and Registered Dietitian measures/goal communication
(RD) were to be notified when the resident's on all residents to identify
reguired fluid intake was not consumed. The other residents with
facillty failed 1o follow the written plan of care thus specific care plan needs & to
: ensuring the resident received 1630 milliliters per ensure performance improvement
i 24-hour pericd and further failed to notify the is sustained.
; physician and Registered Dietitian (RD) far five
STATE FORM 5ZGE11 I continualion shael 4 of 12
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N 184 | Continued From- page 4 N 194

(%) consecutive days.

The findings include:

Review of resident #3's medical recoerd revealed
the resident's Minimum Data Set (MDS)
assessment information was not available as
resident #3 had only been admitted to the facmty
for four days prior to the survey.

Review of resident #3's written plan of care
revealed the resident was assessed by the - ;
Registered Dietitian (RD) on July 5, 2010, to : C : i
require 1830 milliiiters of fluid infake in a 24-hour : : :
period. The care plan directed staff if resident did - |
not consume the recocrnmended amount of fluid
the facility was tc nofify the physician and the
Registered Distitian (RD).

Review of resident #3's intake for July 2, 2010
threugh July 6, 2010, revealed resident #3 did not
consume the RD recommended fluid for five
consecutive days. -

Review of the nurse's notes dated July 2, 2010

through July 6, 2010, revealed the facility failed to
notify the physician and the RD concerning :
resident #3 not consuming the recommended
fluid intake as directed by the plan of care. '

: Review of the RD initia! assessment dated July 5,
2010, for resident #3 revealed the resident was
assessed to require 1630 milliliters of fluid intake
in & 24-hour peried. However, no documentation
was found that revealed the RD was notified of
the resident failing to consume the assessed and
care planned daily fluid requirement.

tnterview conducied on July §, 2010, at 5:50 p.m.,
with State Registered Nurse Aide (SRNA) #2

STATE FOBM a9 BEZGEN If continuation sheet 5 of 12
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N 194 Continued From page & N 194

revealad the dietary hostess was responsible for

recording fluid intake after each meal. The

- SRNA was responsible for recording fiuid intake

| consumed by the resident between meals.

: Further injerview revealed the Registered Nurse

i {RN) was respaonsible to insiruct the SRNA each

¢ day of any residents that had an amount of

i assessed fluid needs that should be consumed

; each day. The SRNA stated the RN reviewad the |-

! intake for each resident but the SRNA was
unsure how offen the RN reviewed the infake

record. ‘

Interview on July 6, 2010, at 6:00 p.m., with RN
#2, who was assignhed to provide care for rasident
#3, revealed it was the responsibllity of all staff o
record intake for each resident. RN #2 stated the
RN was unaware that the care plan stated that
resident #3 was required to consume 1630
milliliters of fluid per day. Further interview
reveaied RN #2 was aiso unaware of the care
plan which directed staff to notify the physician
and RD if resident #3 did not consume the care
planned fluid needs. RN #2 was unaware that
resident #3 had not consumed the recommended
fiuid intake as directed by the plan of care.

Interview with RN #3 (Nurse Preceptor) on July 7,
2010, at 10:15 a.m., revealed that residents were
| 2ssessed upon admission to identify each
resident's potential problems and the care plans
were based on each resident's individual needs.
RN #3 revealed resident #3 was assessed and
care planned by RN #3 on July 2, 2010, and
found to require a total fluid intake of 1630

| milliiters per 24-hour pericd. Further interview
Tevealed thé RD performs a diet assessment on
each resident and alse calculates each resident's
fluid needs using the same formula that RN #3
used. RN #3 stated the resident's primary RN

STATE FORM 6899 57ZGET1 If continuation shest 6 of 12
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N 194| Continued From page 6 N 194

was responsible to notify the physician when a
resident had failed to consume the recommended
fiuid intake. RN #3 stated when a resident had
nat met their daily assessed fluid requiremnent the
RN should consult all staff to ensure all intake
had been recorded for the resident. If a resident
did not meet the required fluid consumption, RN
#3 stated a sign would be placed on the door that
instructed staff to encourage more fluid. RN #3
stated the doctor would be notified if the
resident's intake was not enough to meet the
resident's dally requirements. RN #3 was unable
to provide documentation that the faciiity had
monitored fiuid intake consumption for resident
#3 for the five days.

Interview with the RD on July 7, 2010, &t 2:10
p.m., revealed resident #3 was assessed on July
5, 2010, and was assessed 1o require 1530
milliliters of fluid infake in a2 24-hour peripd. The
interview further revealed the RD based the fluid
requirement on the need of 25 milliliiers per
kilogram of bedy weight and stated that was the
bare minimum required. Further interview

! revealed the R had not been notified that

: resident #3 had not consumed the recommended
daily fluid reguirement..

N 234 902 KAR 20:300-8(11) Section 8. Quality of Care ; N 234 In addition to the care plan | 08/10/1
_ ) section of the electronic
{113 Hydration. The facility shali provide each medical record, the registered
resident with sufficient fluid intake to maintain dietitian will ensure that the
proper hydration and health. :
This requirement is noi met as evidenced by:
Based on interview and record review, it was
determined that the facility failed to have an

goal/measure is communicateed
via the "whiteboard" in the
resident rooms. The whiteboard

. s . i
effective system in place to ensure that sufficient Serves as ain 1I}terd15°ip%ma%7§
fluid intake to maintain proper hydration and - & resident/family communicat iop
healfth was provided to one (1) of ten (10} tool.

sampled residents. Resident #3 was assessad to

STATE FORM 6888 BZGE1 ‘ If continuation sheet 7 of 12
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be at risk for dehydration due to the diagnosis of
anermia and the use of a diuretic. Resident #3's
care plan dated July 2, 2010, revealad the

resident reguired 1830 milliliters of fluid infake in

i a 24-hour peried and the nursing siaff was to

notify the physiclan and the Registered Dietitian
(RD}) if the resident did not consume the
recornmended amount of fluids, The facility
failed to identify that resident #3 did not consume
the recommended fluid intake for five (5)
consecutive days and the faciiity also failed to
notify the physician or the RD.

The findings include:
Review of resident #3's medicat record revealed

on admission to the facility on July 2, 2010, the
resident was assessed by the RD and the

' Preceptor Nurse o be at risk for dehydration due

o diagnosis of anemia and the use of a diuretic.

Review of resident #3's care plan dated July 2,
2010, revealed resident #3 required 1630
milliliters in & 24-hour period. Review of the care
plan further stated that if resident #3 did not

| consume the assessed amount that the physician

and the RD would be noiified,

Review of resident #3's intake since admission
revealed the Tollowing total daily fluid
consumption: July 2, 2610 - 750 milliliters of
fluid, July 3, 2010 - 1280 millifiters of fluid, July 4,
2010 - 780 millilifers of fluid, July 5, 2010 - 1340
rilliliters of fluid, and July 6, 2010 - 650 millliters
of fluid.

Interview with State Registered Nurse Aide
(SRNA) #2 on July 8, 2010, at 5:50 p.m.,

reveaied the Registered Nurse (RN) informed the |
i SRNAs which residents required intake and

Rounding by the Director will
include checks for hydration
measures/goal communications
on all residents to ensure thai
performance improvement is
sustained.

07/20/10 Staff Meeting

addressed/communicated the
importance of accurately docu-—,
menting water pitcher intake on
all residents. 4

§
i
|
i
:

See Attachment "B".
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output recorded daily, and the amount of fluid
each resident was {o consume. SRNA #2 stated
it was the responsibility of the dietary hostess to
record meal consumption and fluid intake with
each meal. SRNA #2 stated the SRNAs are
responsible to record fluid intake consumed
between meals. SRNA #2 further revealed the
RNs reviewed intake and output records for each
resident but SRNA #2 was not sure how often the
RN conducted the review.

interview on July 7, 2010, at 10:15 a.m., with the
Nurse Precepior revealed the assessmentof
resident #3's fluid need for 1630 milliliters per day
was based on assessing the resident as a whole
and identifying any problems or potential
problems the resident may have experienced.
Interview further revealed that it was the
responsibifity of the RN that was assigned to the
resident to assess daily intake and outpui and to
notify the appropriate person if there was a
problern. The Nurse Preceplor stated that in the
event a resident was not meeting the assessed
fluid requirement, the RN should consulf staff fo
be sure alt intakes had been recorded. The
Nurse Precepior stated a sign would be placed
on the door that instructed staff o encourage
more fluids for the resident. The Nurse Precepicr
stated the physician would be notified If the intake
was not encugh to meet the resident’s daily

-| requirernents. The Nurse Preceptor was unable
to provide documentation that the facility had
identified that resident #3 had failed to consume
the recommended fuid intake for five consecutive
days.

interview with RN #2, resident #3's primary RN,
cenducted on July B, 2010, at 6:00 p.m., revealed
that all staff was responsible for recording the
residents’ intaka and output. RN #2 stafed the

STATE FORM Gaag H5PEEM . If continuation sheet 9 of 12
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RN was unaware of the dietitian's recommended
daily fluid needs for resident #3. Due to staff not
being aware thaf resident #3 had neot consumed
the assessed daily fluid needs, no alternative
treatment/approaches were developed in an
atternpt to increase resident #3's daily fluid
intake.

Interview with the Registered Dietitian (RD} on
July 7, 2010, at 2:10 p.m., revealed the RD
assessed all residents upor admission, The RD
stated the bare minimum for a resident is 25
mililliters per kilogram of body weight, and after
review of resident #3's medical history the
recommended fluid consumption for resident £3

{ was 1630 millifiters of fluid per 24-hour period.

The RD stated residents' intake shouid be
assessed daily. Further interview with the RD
revealed the RD was unaware resident #3 had

- not mef the recommended needs to maintain the

resident's hydration.

Observations made on July 8, 2010 and July 7,
2010, of resident #3 revealed a pitcher of water at
the resident’s bedside. Further observation
revealed resident #3 drinking fluid with each meal
and while taking medication. Observation further
revealed resident #3 to have adequate skin
furgor, mucous membranes were moist, and
urinary output was clear and yeliow, with ho foul
odor. No signs of dehydration were noted.

Review of the facility's policy dated April 2008
revealed residents that required the use bf
diuretics would have alk inteke and/or output
monitored. The policy entitled Plan for Provision
of Care, Treatment and Services failed to direct
staff of measures to take if a resident did not
consume the recommended fluid needs.

N 234
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N 314| Continued From page 10 N34
N 314 902 I’:(AR 20'300'14{5) Section 14, Pharmacy N 314 Metal spacers will be applied 08/20/ 10
Services to medication cart drawers to
(5) Storage of drugs and biologicals. In ensure locking of ca?ts .
accordance with state and federal laws, the L
facility shall store alf drugs and biclogicals in Additionally, the purchase of
focked compartments under proper temperature (2) replacement medication
controls, and permit only autherized personnel to carts has been authorized for
have access to the keys. fiscal year.
This requirement is not met as evidenced by: Authorization Date:
Based on observation and interview, it was 07/09/10.
determined the facility failed to store drugs and :
biologicals in accordance with State and Federal - '
regutations. Observations during the survey on THese ?2) carts ar(.e th‘?‘ only
July 8, 2010 and July 7, 2010, revealed the carts in the organization.
medication cart would lock but the individual All other service lines have
resident drawers could be opened, permitting electronic medicaiton dispens-—
unauthorized access to resident medications, ing cabinets. (No others are
affected).
The findings include:
) Locking of medication carts to
Observations on July 8, 2010, at 1:05 p.m. and a secure lock will be monitored
5.25 p.m., revealed the medication cart, which : . .
was stored in the hallway throughout the survey, us 11:1% the Medication Managment
was locked; however, the individual resident Team's Tool for Performance
drawers could be-openad. Further observation Improvement & reported @ the
on July 7, 2010, at 11:00 a.m., revealed the monthly medication management
medication cart was not locked allowing visitors, meetings.
" staff, or other passersby access to the individual
: drawers that contained resident medications. .
During the process of checking the medication
carton July 7, 2010, at 11:00 a.m., a resident and |
two visitors were observed to walk past the
unsecured medication cart.
inferview with RN #5 on July 7, 2010, at 11:.05
a.m., revealed the medication cart had been
rmalfunctioning and was not locking properly. RN
#5 stated the RN had reportad to the pharmacy
Gess If caninuatio

1 sheet 11 of 12
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; and sUpervisor that the medication cart would
! lock but the individual resident drawers could be
still be opened.
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ICHECK OFF LISTFC  .CU ADMISSION

TCU ADMISSION CHECK LIST
[ | CHECK INSURANCE/PAY SOURCE- HAVE IT CLEARED WITH SOCIAL WORKER.
LETTER MUST BE GIVEN FOR SOME INSURANCES
[ 1PRE ADMIT PATIENT- EMAIL ROBIN SAYLOR OR SYLVIA LYNCH TO HAVE
INFO PUT INTO COMPUTER- NEED NAME, DOB, DX, AND DR.
[] D/C SUMMARY- FROM ACUTE CARE
[ ] HISTORY AND PHYSICAL- ADMITTED TO ACUTE CARE
[[] CERTIFICATION- MEDICARE-PHYSICIAN TO SIGN BEFORE ADMISSION TO
TCU
[ ] ORDERS- MUST DC SUMMARY OR PHYSICAN TO SIGN MAR AND WRITE
ORDERS.( PINGLETON DOES HER OWN ORDERS). USE CPOE
[ ] STANDARD OF CARE-LTC
=~ [ ] CARE PLAN- MUST HAVE 2 ERQBLEMS—EJ*FW&H@QRS\___T?
#" [] IF INDWELLING FOLEY CATH PRESENT, INITIATE CARE PLAN
— MEDICATION RECONCILIATION RECORD WITH DIAGNOSIS FOR EACH
MEDICATION — DO NOT SEND TO PHARMACY UNTIL THE DIAGNOSES ARE ON THE
MAR
[ ] FALLS EDUCATION SHEET-IN NOTES SECTION
[ ] PAIN EDUCATION SHEET-IN NOTES SECTION
[ ] TCU WELCOME LETTER-IN NOTES SECTION
[[] CHANGE THE FREQUENCY FOR THE LTC
WEEKLY/MONTHLY SUMMARY - 7DAYS FROM ADM.
[[] FOR ORTHO /CANCER/PAIN DIAGNOSIS -CHANGE THE PAIN ASSESS TO
Q2HR IF ORTHO PATIENT AND QS FOR OTH ERS
[ JIF PATIENT IS SURGICAL PATIENT OR HEART FAILURE PATIENT- ADD
EDEMA ASSESSMENT TO INTERVENTIONS
[ ] IF PATIENT IS GOING IN A PRIVATE ROOM DOCUMENT ON THE PROCESS
ACCT .REASON FOR PRIVATE ROOM-
PATIENT REQUEST-PATIENT/FAMILY RESPONSIBLE FOR THE DIFFERENCE IN
THE ROOM CHARGE
MEDICALLY NECESSARY -NO CHARGE FOR PRIVATE ROOM COST
[ ] DIABETIC PATIENTS WITH SLIDING SCALE DOSING-ADD BLOOD GLUCOSE
TO INTERVENTIONS AND PRINT PROTOCOL FROM “CPOE”
[ ] CHECK THE VACCINATION HISTORY AND ADD TO ORDERS
[7 PUT PULL AWAY ALARM ON PATIENTS AT RISK ~AND ADD INTERVENTION
[ | CHECK ORDERS FROM ACUTE CARE FOR NEW ORDERS
[ ] XIF TUBE FEEDING PATIENT - COMPLETE THE PROTOCOL SHEET
[
[
]

PICC LINE OR CENTRAL LINE- PROTOCOL ADDED FROM “CPOE”
WOCN ORDERS AND CONSULTATION COMPLETE
DVT PROPHYLAXIS

lholsclawmydocument admissionfacesheet
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TCU Meeting Minutes 07/20/10

D

2

with prompt to: Teach New Meds
& focus on ABx. & PAIN MEDS.

1/11. Relationships
A. Pt. Satisfaction

A. Pt. Satisfaction score in June did not meet goal:
92.5% Goal is 93%. An Action Plan is needed:

Rounding shift to shift & hourly rounding!!!
B. HCAHPS scores will be shared.

A.1. Maintain Action Plan of:
“ROUNDING Hourly, shift to shift
& (3} P’s: Position, Potty & Pain.

2. Discharge letters will be issued
within 48 hours of Discharge/CMS
rule & also a patient/family/physician
satisfier.

IV.Safety

Open Response request for
Administration of Medications

A. Campbell, RN, presented a request to have an Open
Response for Medication Admin. Reasons/ Comments.
She noted that there are several reasons that are not
listed, i.e. patient’s family request to hold medications
for now or not to give . The only available one is “Pt.
Refuses”.

To Medication Management, Meditech
Messengers. Emailed 06/20/10/JASM—].
Morgan will check about the E MAIL &
Agenda.

A. OPENed Vials & Meds.

g

A. New Opened Vial check/frequency of ¢. 12 hours.

A. Check vials g. 12 hours.

/?(ew Business~._ -

/. Operational Effectiveness——

O

\

j}. CMS/0OIG Annual
/Unannounced Survey 07/06 &
07/07/10.

A.J. Morgan Congratulated the Associates on an
Excellent OIG/CMS Survey. There were no patient
quality issues/deficiencies. The following were
discussed: Med. Carts not locked, Care plan not
updated to reflect F.Cath left in on Acute Care. Fluid
intake not accurate/

-

A. Await CMS/OIG Survey results in
writing. &:
Med. Carts will have spacers placed to
enhance locking until new carts can be
ordered.
Update Care Plans to reflect “real ti
Document I & O—especially water

[3 % =Ty

uipme i

B. J. Morgan requested input for equipment wish
list on TCU: Discussed —already approved 1 or 2
Vital Signs Carts & 2 or 3 med. carts. Bladder
scanner for 3T & 6T in addition to 3T°s adult
scanner. Future blanket warmer —consider temp.
cks. Every 12 hours & in a locked, secure area,

J. Morgan will place items on list for Capital
equipment. Licensed nurses will be
involved in selective criteria for med. Carts *
i.e. maneuverability, size, space.

J. Morgan will check with Bio Med. Re.
stand up scale functionality/fiming.

. li\ Fa)
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Beetles Hand Hygiene & Con.  Precautions Monitoring Tool

Week of: Monitored by

Healthceare Worker (HCW)

A — Agency CV — Cardiovascular (Echo, ICU - ICU Nursing PC — Pastoral Care S8 — Surgical Services (OR, T — Transporters

3T — 3T Nursing EKG, Cath Lab) Lab — Laboratory PH ~ Pharmacy Holding, Recovery, Pain TCU —Nursing

4T — 4T Nursing D — Dietary/Hostess P — Physician PR —Patient Relations Clinic, CS) VY — Volunteer

5T — 5T Nursing DI - Diagnostic Imaging PA —Physician Assistant RE — Rehab (OT/PT/ST) ST — Student WHC — Wound Healing Center
BIIS — BHS Nursing ED - ED Nursing NP — Nurse Praciitioner RT — Respiratory Tel — Telemetry WH — WH/Nsy/L&D

CM — Case Manager/SW ES — Environmental Services  OSC — Ortho Spine Center

Mark in each block the letter for the TICW with the opportunity requiring Hand Hygiene/Contact Precautions. In the adjacent block indicate if hand hygiene/contact precautions was performed by
marking (Y) Yes or if not performed by marking (N) No. If marked No, please include the HCW’s name and make comment as to circumstances surrounding the noncompliance. Document
Name of Physician for YES and NO’s. (Trv to observe 3 to 5 physicians). Complete the Accountability Form for non-compliant HCWs and physicians and forward the form to the
HCW’s department director or to Debbie Clark for physicians.

{AND HYGIENE: CONTACT PRECAUTIONS: ‘
l Dit! person’s Name It| Person’s Name
Date | Shift| HCW | Y/N | (No’s only, unless Comments Date | Shift | HCW (No’s only, unless Comments
observe physician) observe physician)

1 1.
2. 2.
3. 3.
4, 4,
5. 5.
6. 6.
7. 7.
8. 8.
9. 9.
10 10

1 11
12 12
13 13
14 14
15 15
16 16
17 i7
18 18
19 19 Family/Visitor: [ ] Yes []No
20 20 Family/Visitor: [ ] Yes []No
Artificial Finger Nails Seen Observed: [] Yes [ [No If yes, please provide name(s). Revised 1/5/2010

Adoowrt AN



Al Ephraim McDowell
N\[f¥ Regional Medical Center

A service of Ephraim McDowell Health

Hand Hygiene/Contact Precautions Review

did NOT comply with the following:

(Associate’s Name)
[ ] Hand Hygiene [ ] Contact Precautions

Date observed: Date observed:

Department:

Additional Comments:

Response from Director:

Forward to:

[ JInfection Control Coordinator
| Vice President

[ lOther:

Notice #~ Director: Hand Hygiene/Contact Precautions

Pbchest Q"



