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The faciity failed to provide supervisien to ensure
madications ware prepared and administered in
accordance with acceptable standards of
praclice, resuiting in additional medication errors
for two residents (#2 and #3}. Two CMT's
prepared madication for the residents. Ona CMT
preparad the medication and the second CMT
adminlasiered the medication. Resident #2
receivad Resgident #5's madication, to include
cardlac and hyperenaive medications, which
presentad a high riek for advarse effects for
Rasident #2.

The faclilty fallad to ensure that CMT #1
documented she had administersd madication for
Resident #3 fimely. CMT #3 administered
Resldent #3's medication for the second time,
resulting in the resldent receiving twice as much
of the medication as prescribed. Madications
included a blood thinner and a drug (o lower the
blood sugar, which presented a high risk for
adverse offecl for Resident #3.

The facliity's fallure lo ensure medications were
administered In accordance with acceptable
professlonal standards of guality, resulied in
multipie medleation errors affecting Residenl #1,
#2 and #3 placing the residents al risk for serious
injury, harm, impalrment or dsath. immediate
Joopardy was identified and the facility notified,
on 02/0411.

Findings include:

Review of the "Lippincott Nursing Drug Guide®
revealed, "Ensuring that the drug being
administered is the correct dose of the correct
drug at the comrect fime, and is bsing given to the
correct patient, by the cofrect routs, is standard of
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administration and attending
physician. Orders received to monitor
resident for any adverse effects due
to medication error. No adverse
efiects to resident were noted,
Residen!l #3, error reported
immediately to theé nurse who
notified administrafion and attending
physician. Orders received to
monitor resident for any adverse
effects due to medication error. No
adverse sffects to resident were
noted. Late entry notation was added
fo residents #1, #2 & #3 in clinical
record (nurse’s notes) to identify the
medication given in error,

On Q1-28-11 ADON reviewed facility
Medication Administration Policy &
Procedure regarding medication
administration, Administrator
instructed ADON to complete review
of pictures on MAR. Facility will
perform daily, weekly and monthly
audits to eansure that all residents will
recelve medications in accordance
with standards of practice for
medication administration (Five
Rights). :

ADON, nurse and cmts reviewed all
currentresidents who had the
potential to be affected immediately
following medication errors on 01-28-
11. Facility did riot find any problems
regarding the medication pass.to any
other residents in the facillty.

Medical records / designee will audit
resident identification (photograph)
daily Monday through Friday. RN
supervisor will audit on weekands.
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nurglhg practice”, Additionally, the standard :::gliv\ggi:dyéu%%?o:om??&jétr?ﬁril‘i::‘itor
includse recording the dslivery of the correct drug will reVlewyaudi!s week!‘y and submit
2gi:ccisaag;uae,nciorrect route, correct time {o {he to QA committea monthly for review
p , for 12 months.
A review of the facllty's investigation, dated kg%gnrg\?i?v;?e%n:ei?cliz:t #1(who w.
01/31/11 revealed three medication errors were d - a8
made during ah 8:30 AM -8:30 AM medication affected by slgnlficant med errar) on
pass, on 01/28/11 ' 01-28-11 immediately aftar med error
o T was reported by cmt.
1. Rasident #1 was admitied to the facillty on i‘i?é&gg?;;;zm ;gf?“?‘hgaca):
01119/11, with diagnoses to include Organic Heart aifeme 4 by Shanifoaat med
Disease and Chronic Kidnsy Disease. A review iryaepridul il ;ggr) on
of elinical record to include the Medication was reported b cmty ' error
Administration Record (MAR), dated January LPN or??am-? Ym sh‘ift & ADON
2011 MAR, reveaisd Cardizem was listed a5 an . A
allsrgy for the resident reviewed res;denlt #3 (who was
affected by significant med error) on
An interview with Resident #1's family member, 01-28-11 rltmg‘\gdlalely after med error
on 02/03/41 at 12:00 noon, revealed the resident was reponsg by emt.
had received Cardizem prlor to admission to the N ) .
N 3. Medication Administration Policy and
facllity and the drug cau resident's hear
acllity ug caused the residen Procedure (NP-00158) updated to

rate to "battom out", . :
reflect the following changes: resident

identification through photegraph,

review of name plate on resident's

door and by asking "What is your

name?",

A.  Admitting nurse to obtain

photegraph and ptace on
MAR on day of admission,
Nurse / cmt will ensure

An interview with CMT #1, on 02/03/11 at 12:00
P, revealed she administered medication, which
included the drug Cardizem (lowers the blood
pressure) 80 milligrams {mg) two tablets, which
was prescribed for Resldent #4, o Resident #1
on 01/28/11, during the 8,30 AM 1o 9:30 AM
medication pass, CMT #1 stated she did not
varlfy the resident's Identity prior 1o the ) - . . S
adminlstration of the medication, The CMT identification prior ta initiating
stated sha antered the resident's room and a medication administration by)
*assumed" Resldent #4 was the resident lying on reviewing name plate on

a bed. After she administsred the medication, | resident's door, reviewing
she realized she gave ths medication to the photagraph, and by asking

wrong resident and reponed the error to ths nurse resid_ent “What is you[ name?"
immediately. B. Medical records / designee

will audit rasident identification
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An interview with Licensed Practical Nurse (LPN)
#1, on 02/02/11 at 12:00 PM, revealed CMT #1
roported she had given Resldent #4's 8:30 AM
medicalions to Reeident #1, at approximately
8:50 AM. She immediately asseased Realdent #1
and reviewed Resldent #1's allergles. Resident
#1's chart and MAR indicated the resldent was
allergle to Cardizem. LPN #1 stated she called
the physician and notifled him of the medication

error and resident's allergy to Cardizem. An order -

was received to monlfor the resident's vital signs
every 15 minutes. A review of the Resident #1's
vital glgns revealed the resident's blood pressire
was 122/48 and heart rate was 88 atl 8:50 AM. A
review of tha Nurse's Noles, dated 01/28/11 at
10:10 AM, revealed the resident's hear rate
decreased to 68 (normal 84-74) and the
resident's blood pressure decreased o 80/40
{normal 120's/50's). LPN#1 slated the physlctan
was called and the resldent was transferred to the
hospital and was admitted.

A review of the hospital racords and Interview with
the Physiclan/Hospltalist {physician who cared for
the resident while In the hospltal}, on 02/03/11 at
400 PM, revealad the resldent's blood prassure
medicatlon was withheld and Resldent #1 was
placed In a monitor bed so his/her heart rate
could ba monitored closely. The physician stated
there was s chance the rasidant's heart rate oould
have fallen enough fo cause the resident to
require resuscliation.

2. Resident #2 was admitied to the facility on
08/20/10 with dlagnoses to include Alzhelmer
Diseasa, Congestive Heart Failure and
Hyperension.

through Friday. RN supervisor
will audit on weekends. Staff
developmant / dasignes will
audit weekly, DON to monitor
daily and weekly audit forms,
Administrator will review audit
forms weekly and submit to
QA committee monthly for
review for 12 months,

Staff development / designee
will audit med pass process
weekKly. Pharmacy will parfarm
monthly medication pass
audits. Weekly and monthly
audits will be monitored by
DON. Audits will be reviewsd
by QA committee monthly for
12 months.
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GLABGOW, KY 42141

An interview with CMT #4, CMT 82 and CMT #3,
on 02/02/11 at 12:25 PM and on 02/03/11 at
10:00 AM andg at 12:00 noon, revealed the three
CMT's worked together to complate the
medisation pass. CMT #1 prapared medicatlons,
which were administered to the resldents by CMT
#2 and CMT #3. At a polnt In the process, LPN
#2 approached the CMT's, during the medication
pass, and told CMT #1 to take a break, which left
CMT #2 and CMT #3, At that time, CMT #2
“nulled up” the medication and CMT #3
administared the medication to the residents,
During the process, CMT #2 handed CMT #3 a
medicine cup containing medication with a blue
paper, which Indicated tha madication bslonged
to Resident #5, However, CMT #3 stated she
“thought" CMT #2 told her the medication was for
Resident #2 and she adminlstered the

medieation, belonging to Rasidant #5, to Resident
#2. On raturn to the carl, CMT #2 gave her the
next medleine cup and told her the medication
was for Resident #2, The CMT's reallzed, at that
time, a second error had occurred as they had
administered Resldent #5's medications 4o
Resident #2.

A review of Resident #5's MAR, dated January
2011, revealed the following medications Lanoxin
(heart medication) 0.25 micrograms {meg.),
Monoprll (lowers blood pressurs) 20 mg. and Klor
Kon (Potassium}f0 mill Equivalents {meq) were
administered to Resident #2 in srror, An
interview with LPN #2, on 02/02/11 at 1.00 PM,
revealed Resident #2's phyaiclan was notified and
orders were received to monltor the resident's
vital signs.

interviews with CMT #2 and CMT #3 revealed
they were aware the CMT who prepared the
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medication should also administer the
medication; however, they thought it would be
taster If one of them prapared the medication and
the other gave the medication.

On 02/02/41 at 12:00 noon and at 1.00 PM,
intarviews with LPN #1 and.LPN #2, who ware
responstble for the supervision of tha CMT's,
reveeled they did not identify that the CMT's were
not foliowing accaptable standards of practics for
medication administration.

‘An Inferview with the Assistanl Director of Nursing
{DCNY} and LPN #2 on 02/02/11 at 11:05 AM and
1:00 PM, revealed CMT #2 and #3 immedistsly
reperted the medication error and how it
happened; however, they did not identify the
CMT's were not adminiatering the medications in
accordance with acceptable standards of
practice.

Furthar Interview with CMT #2 and CMT #3, on
02/02/11 at 10:00 AM and at 12:25 PM, revealed
after thay reported the medication arror to the
DON and LPN #2, which affected Resident #2,
they raeumed the madication pass, utilizing the
sama techniques used which resulted in the
medicalion error.

3. Resldent #3 was admltted to the facility on
07/09/10 with diagnoses 1o include Cerebral
Vascular Disease and Diabates Mellitis,

Interviews with CMT #2 and CMT #3, on 02/02/11
&t 02/02/11 at 2:25 PM and on 02/03/11 at 10:00
AM revealed afler completing the medication
pass, the CMT's reviewed the MARSs and
dlscovered a third medjcation error had occurred
for Resident #3, On MAR review, they reallzed
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CMT #1 did not Initial Resident 3's MAR to
Indlcate the 9:30 AM medications had been given
and ae a resull, CMT #2 and CMT #3 pave the
resident the medication & second time. Further
review of the MAR, revealad Realdent #3
racelved Plavix (blood thinner) 75 mg., Aspirin 81
mg. (blood thinher) and Glyburide (iowers the
biood sugar) 5 mg. twice.

An Interview with LPN #2, on 02/02/11 at 100
PM, revealed Resident #3's physician was
notified and orders were recelved to monitor the
resldent’s vital signa end blood sugars avery 15
minutes. A review of the vital sign and blood
sugar flow sheet, dated 01/28/11, revealsd
Residant #2 had no adverse effects.

An acceptable Allegation of Compliance was
received on 02/10/11 and detallagd as followsa:

On 01/28/11, CMT #1 immediatety reported a
medication error to LPN #1, LPN #1 immediately
reported incident o DON and ADON., Faclity
began monltering resident, LPN #1 immadiately
contacted attending physician offlce and spoke
with ARNP. Facllity recelved order to send to ER
at hospital. ADON spoke with Administrator and
ADON was asked to Immediately relleve CMT #1
of her dutiss. Contacted 016G, DCBS, Medical 5
Director, owner, and pharmacy on 01/28/11, '
regarding medication error,

Employee reprimands ware done on day of
incident. Immediate in-seérvicing was inttlated by
ADON, followed up by Administrator on evening
of 01/28/11. Administrator performed walking
in-services throughout facility regarding events
thal occurred earller In the day. Administrator
discussed with employees on duty that a

FORM CMS-2887({02.89) Pravious Varalens Obsstams Event ID:LAN 1 Fadliity ID: 100012 If continuation sheet Page 7 of 44
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medlcation ¢rror had ocourred dus to CMT's not
following standards of practice during medication
adminlstration and by not following facility policy
and procedure NP-0D0158, Discussed poor
judgement usad by CMT's when they deviated
from standards of practice and by not foliowlng
policy & procedure {(NP-00158). Explained fo
staff what amployess falled to do and then
reviewed what they should have dons according
to standards of practice and faclllly policy (NP-
00168). Administrator repeated walking in-
service with staff on duty for 7-3 and 3-11 shifts on
04/29/11 (Ser attached exhlbit A-1}. Follow up
in-aervicing was performed by staff
development for CMT's Invoived in errors on
02/01/11. Further in-servicing was completed
with licensed nursing staff and CMT's from
pharmecy on 02/04/11. Resident #1 did not
racaiva any medication or freatmeant at the local
hosplial to counteract the medication he had
received in eiror and had no adverse effect
related to the madication error, He was placed in
obsarvatlon for bradycardia. He was admitted to
hospital on 01/29/11 for diagnosis of pneumonia,

4, (1) Date the 1J was removed? 02/05/11
{2) A, What caused the 1J?

CMT's mads medication error deapite repeated
tralning on poliey and procedure of fecliity
regarding resident Identification and standards of
practice for medication deflvery. CMT # 1
adminietered medications to the wrong rasident
whan she failad to follow facllity policy and
procedure on Identlfication of resident,

CMT# 2 and CMT # 3 caused medication errora
fo occur when they did not foliow facllity policy &
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procedura and current standards of practles.

(2) B. What resldents/patients are impacted by
the U?

Residents #1, #2 and #3, All residents have the
poientlal to be impacted.

{2} C. What staff Is involved in 1J?

CMT's #1, #2 and #3. All ficenzed nurses and
CMT's have the potentlal to be impacted.

(2} D. What area of the facility are impacted by
the W7

Entire facllity has the potantial to be impacted by
the 1J.

(3} Detall how the IJ will be prevented from
recurring to this resldent/patient, ana to other
resldents/patienta. This may include the
following, but s not Emited to:

A. Investigation 1o determine the cause of the [J

01/28/11 - Reviewed facility Mediaation
Administration Policy and procedures regarding
medication adminiatration, policy number
NP-00158, Review completed by ADON.
Administrator Inatructed ADON to complete
review of pictures on MARS,

02/01/11 - Medication Adminisiration Policy &
Procedura {NP-004158) reviewad with addendum
added for staff to ask resident "What Is your
name?" hefore administering medications.

02/04/11 - Camera in business office made
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F 281 | Centinued From page 9
available to nursing staff at all times.

B-1

In-sarvice training: content, staff atiending,
implemantation of 01/28/2011. Proper
idsntification of raslgent prior to treatment or
medication adminlatration by ADON: Persons
tralned licensed nurses and CMT's,

02/01/11 - 8 Rights of Medication Administration
and general medication guidelines, conducted by
Staff Development LPN 1o CMT's #2 and #3.

02/04/11 - Medication Administration inservice
complatad by LPN Med Care Pharmacy
Consultant. In-sarvice ncludsd J deflciencles,
correct policles and procedures identification
proceas. Pargons included licensed nurses and
CMT's.

02404711 - Ali staff in-serviced In person or via
telephone before returning to work on 1J
deficiencies.

(:2/04/11 - Managamant Team in-sarvicad on
audit process, Management team consists of:
DON, ADON, Administrator, Admissions/Social
Services, Activities, Staff DavelopmentHR, MDS
Cootrdinator, Dietary Manager, Environmental
Director, Maintenance Director and Medical
Records.

3-2 - Disciplinary actions:

LPN #1 on 01/28/11 ‘
CMT #1 on 01/28/11 with suspension
CMT #2 on 01/28/11

CMT #3 on 01/28/11
LPN#3 on 02/04/11

F 281
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F281 | Continusd From page 10 F 281
- C-2 - Monltoring/Tracking System:

A. Rasident [dentification through Photograph,
Pollcy and Procedurs. Admitting nurse 1o obtain
photograph and place on MAR on day of
admission. Nurse or CMT will anaure
identification prior to completing a medication
administration by reviewing name plate on door,
reviewing photograph and by asking resident
"What Is your nameg?"

Medlcal Racords or deslgnee monltor resident
identification (photograph) dally Monday thru
Friday, RN supervisor to monitor on weskends.
Staff development to monitor weekly, DON to
audit dally and weekly audit form. CMT ls
suparvised by llcensed nurse. Licensed nurea is
supervised by ADON and DON. DON ts
supervised by Adminlatrator, Medical Records Is
supervised by DON. Staff Deveiopmant I8
supervised by Adminlatrator. CMT's supervised
by licensed nuraes performing dally shilt raunds.
Monitoring: Audit review by QA commitiee on a
monthly basis for 12 months.

B. Medication, Administration of: Oral
administration, ete. policy and procadure.

Staff development/designes audit med pass
process weekly. Pharmasy performs monthly
madicatlon pass audlt. Weekly and monthly
audits monitored by DON. Audlt reviewed by GA
committee monthly for 12 months,

C. Root Cause Analysis Policy and Procedure
All departmente submit a3 needed 1o

administrator. Audlt reviewed thru QA process
manthly for 12 months.
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D. Developmient/Revision of Assessment Tools

Root cause anaiyeis raport form.

01/28/11 - Resldent identification and Med pass
audit procese was developed. conceming formal
auditing of both processss.

Root Cause Analysis parformed to ensure
compliance according to federal and stare
guidelines and policles and procedures of facliity.
Analysis to record problem and identify the cauza
of the problem. Lists actions taken to reduse risk
of a future occurrence. Dept. mansagers wilt be
initiating root cause analysis and Administrator
will review and submit at monthly QA meeting,

01/3111 - Formal auditing procedures initiated
ensuring resident ID on MAR's and name plates
on resident doors and mead pass performed
according to standards of practice and policies
and procedures of facliily.

During the partial extended survey on 02/11/11,
venfication of the removal of Immediate Jeopardy
was completed as follows:

Interviews with RN #1, LPN #1, CMT #2 and CMT

144 on 02/11/11 at 1,30 PM, 3:30 PM, 4:80 PM

and 5:08 PM revealed they were educated on the
fiva rights and professional standards of practice
of medication adminiateation. A review of the
Fabruary 2014 schedule revealad two staff was
scheduled to administer medication {one on each
hall). A review of the facllity's policy and
procedure for Medication Administration reveaied
an addendum was added for staff to ask the
festdent their name, prior to adminlstering the

STATEMENT OF DEFICIENCIES (X1) FROVIDER/SUPPLIER/CLIA (%2} MULTIFLE CONSTRUCTION (x3) E’S‘Li SURVEY
AND PLAN DF GORRECTION IDENTIFIGATION NUMBER: A BULDING
c
B WING
188271 02/11/2011
NAME OF PROVIDER OR SUPPLIER BTREET AODRESS, SITY, STATE, 2/ CODE
1003 GLENVIEW DR,
LENVIEW HEALTH CARE FACILITY
¢ GLASQGOW, KY 42141
SUMMARY STATEMINT OF DEFICIENGIZS 0 PROVIDER'S PLAN OF CORRECTION X8
ShBetx {EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX {(EAGH GORRECTIVE ASTION BHOULD BE coPERON
TAG REGULATORY OR L8 0 IBENTIFYING INFORNATION; TAG CROBS-REFERENCED TO THE APFROPRIATE TE
DEFICIENCY)
F 281 | Continued From page 11 F 281
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F281 | Continued From paga 12

medication and the peraon who Inltiates the
medication pass should coraplete the medicatlon
pass for that rasldent. Observation ofa
medication pass on 02/11/11 at 12:50 PM
revaaled one staff was administering the
medication to includs looking at the residents’
pictures with tha MARs, asking the rasidant their
name and inltlafing the MAR, after tha medieation
was administerad. Interviews with RN #1, LPN
#1 and LPN 82 on 02/41/11 at 12:50 PM, 4:50 PM
and 5:05 PM revaaied the admitting nurse was
responsible for taking the resident’s picture and
enauring the plcture wae placed with the
resident's MAR. Observation of the business

office on 02/11/11 at 3:55 PM revealed the
camera was kept on a stand so staff would have
access {o it at all imes. Obsarvation of the MARS
on 02/11711 at 12:50 PM revealed plcturaz ware
with the MAR for aach resident. Interview with
the Housekeeping Supervisor on 02/11/11 at 3:30
PM revealed she was responsible for ptacing the
resident's name on the doors for new admissions
and when a resident was moved fo another room.
Observations revealed all resldents’ names were
on thelr badroom doors. Interviews Staff
Davelopment LPN, Medical Records, ADON and
the DON on 02/11/11 ar 405 PM, 4.08 PM, 4:10
PM and 4:15 PM revealad they were educated an
| the audit process put in place to ensure pictures
of residants were with the Medleation
Administration Records (MAR}, residents' names
ware oh the doore and ataff were administering
medications aceording to professionat standards
of practice. A review of the daily and weekly
audils rovealed the audits ware conductad to
enaure the resident ploturas were with the MAR,
resident nemes were on the doors and siaff was
administering medicatlons according to the five
rights and professional standards of practice. A

F 261
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F 261 | Continued Frem page 13

reviaw of tha Inservice fraining, dated 02/04/11 al
3:00 PM and 5:00 PM revesled the Pharmacy
Nursa Conauliant educated all licensed staff and
Certified Nursa Techniclana on medication
administeation to Includa the five rights { right
resident, right medication, Hght time, right dose
and right routs) and documentation, A review of
the Inservice training, dated 02/04/11 at 4:00 PM,
revealed membars of the Management Taam
were aducated oh the audit process and root
cause analyals,

Based on the above obaervations, Interviews and
review of records, it was determined the
immediate Jaopardy was removed, affactive
02/05/11, as alleged in the AoC with the scope
and severity lowersd 1o & "E" baaed on the need
for tha facility to sontinue to evaluate the
implementation of changes and quality assurance
activitles. ‘

F 343 | 483.25(m}{2) RESIDENTS FREE OF

ag-K | SIGNIFICANT MED ERRORS

The facllity must ansure that residents are fres of
any significant medication errors.

This REQUIREMENT is not met as evidenced
by:

Based on Interviews and record reviews, i{ was
determined the facility faliad to ensure three
residents (#1, #2, & ¥3), in the selected sample of
thres, were free of any significant medlcation
@rrors, :

The facility falled to ensure staff was following
nursing atandards of practice as it relates to
medication administration. The facility failsd to
ensure resident identlflcation systems wers

F 281

F 333

| F333-483.25(M)(2)

1

Employee reprimands were done
an 01-28-11, Immediale in-
servicing on acceptable standards
of practice far medication
administratlon (Five Rights)
performed by ADON and
administratar. Follow up in-
servicing parformad by staff
development for cmts involved in
med errors oh 02-01-11. Further in-
servicing for licensed nursing staff
and cmts by pharmacy on 02-04-
11.

Resident #1, CMT immed|ately
reported Incident to nurse who then
reported toa ADCN and DON. Nurse
immadiately notified attending
physician regarding incident. New

03-08-11

FORN CMS-2567{02-88) Pravicus Varsions Obsolete Everr 10, LEMI1Y
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orders recelved to monitor resident.
ed From 14 F3 A
F333 | Continu pege 333 Resgldent monitored for adverse

implemented and effactive on 01/28/11. CMT #1
administerad Resident #4's medications 1o
Resident #1, which includad Cardizem (cafcium
channel blocker), a madication for which Residant
#1 had a known allergy. The resldent's hear rate
decreased to the low 308 (normal 84/74) for
which the resident required nosplalization and
cardiac monitoring,

On 04/268/41, CMT #2 and CMT #3 failed to follow
standards of practice related madication
administration as they both panticipated In the
administration of Resident #5's medication to the
wrong resident (#2), which included cardiac
medication, antihypsertensivas and a potassium
supplemenl.

Additionally, CMT #1 failed to document on the
MAR timely afier administration of medications.
Thie fatfure resulted in another CMT
administering a second dose to Resident #3,
whieh included blood thinners and an antidiabetic
madication,

The facility's fallure to ensure Resident #1 was
not administerad e coniraindicated medication
and failure to ansure repeatad medication srrors
were not made without intervention placed
Reafdent #1, #2 and #3 at riek for serious injury,
harm, impairment or death, immediate Jsopardy
and substandard quality of care (SQC) was
identiflad on 02/04/11,

Findings inctude:
Referto F281

Based on interviews and record reviews, it was
determined the faclilty failed to ensure three
Certified Medication Technicians (CMT)

gigns or symptoms regarding
medication error. Rasident #1's
heart rate and bleod pressure
decreasad, requiring fransfer to
emergsnecy room.

A late entry notation was added 1o
the resident's clinical record
{nurse's notes) to Idantify the
medication given in error.

Resident #2, error reported
immadiately to the nurse who
notified administration and
attending physician. Orders
recaived to monitor resident for any
adverse effects dus to medication
error. No adverse effects noted.
Reslident #3, medication error
reported immediately to the nurse
who notified administration and
attanding physician. Orders
received to manitor resident for any
adverse effects due to medication
error. No adverae effects to resident
noted.

Late entry notation was added to
resident’s #1, #2 & #3 clinical
record (nurse’s notes) to identify
the medication given in ervor.

On 01-28-11 ADON reviewed
facility Medication Administration
Policy and Procedure (NP-00158)
regarding medication
administration. Administrator
ingtructed ADCN to complste
review of pictures on MAR. Facility
will parform daily, weekly and
monthly audils to ensure that afl
residents whl receive medications in

FORN CMS-2567(02.99) Previoue Varsions Obkotele
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(K6}

administered medications to thrée resident (#1,
#2 and #3) in accordance with professionat
standards of quality. during a medication pass, on
01/28/11. The facility falied to ensure staff
administered medications In accordance with the
“Five Rights® and the facllity's established policy
relatad to identification of the residents prior to
administration of medicationz.

A review of the policy and procedure eniitied,

“Medication Administration of. Oral
Administration" (undated), revealed the person
administering medication must check the drug
tabel three timesa, during preparation of each
medication. The identity of the resident must be
validated prior io administering any drug, by
checking the resident's [D picture and verifying
the realdent's name by calfling the resident's
namse.

Review of the "Lippincott Nursing Drug Guiids"
revealad, "Ensuring that the drug baing
administered is the correcl dose of the corract
drug at the corract time, and is being given to the
corract patient, by the correct route, is standard of
nursing practice”. Additionally, the atandard
includes racording tha delivery of the correct drug
and dosage, carrect roule, corract time fo the
correct patient.

1. Record review revealed Resldent #1 was
admitted to the facility on 01/18/11, with
dlagnoses to include Organic Haart Disease,
Chronic Kidney Disease and Hypertension. A
review of Resident #1's chart and January 2011
MAR, revealed Cardizem was listed as an allergy.
An interview with Resident #1's family member,
on 02/03/11 at 12:00 noon, revealed the resident
had ressived Cardizem, prior 1o admisston fo the

3, Medication Administration Policy

practice for medication
administration (Five Rights).
ADON, LPN and cmts reviewed all
current resldents who had the
potential to be affected immediately
following medication errors on 01-284
14. Faciiity (ADON, 7am-7pm LPN
and 6-2 cmis) did not find any other -
medication errors regarding the
medication pass to any other
residents in the faclity on 01-28-11.
Medical records / designee will audit
identification {photograph) daily
Monday through Friday, RN
supervisor wilt audit on weekends.
Staff development / designee will
audit weekly. DON will monitor daily
and weekly audits forms.
Administrator will review audits
weekly and submit to QA commitiee
for review monthly for 12 months,
LPN on 7am-7pm shift and ADON
reviewed Resldent #1 affected by
the significant medication error

on 01-28-11 immediately when
reported by the emt,

LPN on 7am-7pm shift & ADON
reviewed resident #2 affected by
the significant medication error on
01-28-11 immediately when
reported by the cmt.

LPN on 7am-7pm shift & ADON
reviewsd resident #3 affected by
significant medication efror on
01-28-11 immediately when
reported by emt.

and Procedure (NP-00158) updated

1o reflect the following changes:

41 :
éﬁéc?x (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(X (EACK CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RAQULATORY OR LBC IDENTIFYING INFORMATION] TAG ¢ROBS-REFERENSED TO THE APPROPRIATE
DEFICIENGY)
£ 333 | Continued From page 16 F 233 in accordance with standards of
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F 133 | Continued From page 16 ' F 333 resident identification through
- photograph, review of name plate
gaqjgtyt,‘arr;d;t th“eu:i caused the resident’'s heart rate on resident's door and by asking
¢ "boftom atit™ - "“What is your name?",
. Admitting nurse to obtain
An Interview with the Administrator, on Q2/03/11 A phgzclattgr:gph and (piacet o MAR
al 11:05 AM, and review of the facllity's on day of admission. Nurse / cmt
investigation, dated 04/31/11, revesled CMT #1 : L ;
. \ X wiill ensure identlfication prior to
administered Resideh! #4's 9:30 AM medications . initiating a madication
to Resident #1 on 01/28/11. A review of the ’ administration by reviewin
"Reszldent Abuse Investigation Report. dated name plate on resident's dgoor
01/31/11, revealed the madication error was raviewing photograph and b ‘
reporied by CMT #1 on 01/28/11 &t approximately asking "Wﬁat is youF:' nameﬂ‘?'{
9:00 AM. The report indicated the resident 8. Medlcal records / designee wil
experienced an adverse effect as a result of tha audit resident identification
arror, which was documented as a decreass In i
biood presaure and pulse. The report revealed iﬁpoojogrgggg dag&“ﬂﬁ“gfxﬂsor
Reszldent #1 was allergic to the drug recieved will agdit on uyéekendsp Staff
(Cardizem) and was transferred to the hospital developmant / desi neé wilt
amergency room. The Investigative report did not audit Wpeekl DON %O monitor
reveal the root cause of the error endfor any daily and wé‘ek‘ audlt forms
comective actions taken by the facllity to prevent y. ; ‘j - .
recuIrencs. Administrator will review audits
waekly and submit to QA

commitiee monthly for review for
12 months,

C. Staff development/ designee will
audit med pass process waekly.
Pharmacy will perform monthly
med pass audit. Weekly and
monthly audits will be monitored
by DON. Audits will be reviewed
by QA commitiee monthly for 12
months.

\ntarview with CMT #1, on date 02/003/11 at 12:00
noon, revealed Resident #4 had been admitied
during her days off and there were no
identification plciures on the MAR for Resldent #1
and Resident #4, at the time the medication orror
occurred. She stated she entered the resident's
room and “assumed® the resident tying on a bed
In the room was Resldent #4. Afler she
administered the medication, sha obsarved a
urinal hanging on fhe other resident's bed labeled
wlth the name of Resldant #4, Al that time, she
realized she had glven Resldent #1, madlcation
preacribed for Resldent #4, Sha reported the
error 1o the nurae Immediately.

A review of Restdent #4's January 2011
Medication Administration Record (MAR),

ol
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revealad Resident #1 recelved Cardizem
(antihypertensive) 90 milligrams (mg) two tablets.

AR interview with Licensed Praciical Nurae (LPN)
£1. on 02/02/11 at 12:00 PM, reveaied Resident
#1's phyalcian was made aware of the medication
error ang an order was racelved to monitor the
residant's vital signg every 15 minutes. A review
of the Nurse's Notas, dated 01/28/11 at 10:10
AM, revealad the resldent's heart rate was 58
(normal 64-74) and the resident's blood prassure
was BO/40 (normal 120's/80's). The physician
was called and the facllity transforred the resigent
{o the hospltal.

A review of the hospital records and interview with
the Hospltalist (physician who cared for the
resldent whiis in hospital), on 02/03/11 al 4:00
P4, ravealad the resident’s blood pressure
madication was withhald and Resident #1 was
placed In a monilor bed so his/her heari rate
cauid be monitored closely. The Hospltalist stated
here was a chance the resident's heart rate could
have fallen enough o cause the resident to
require resuachation,

interviews with the Director of Nursing {(DON) on
02/03/14 at 2:00 PM revealed the faciiity did not
follow accepiable standards of practice for
medisation adminlstration when the GMT dld not
validate {he residsnt's identity prior to medication
adminlstration.

2. A record review revealed Resident #3 was
admitted to the facility with diagnoses to include
Diabetes Melllls, Type il and Cerebral Vascutar
Disease,

An interview with the Admintstrator, on 02/03/11
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at 11:05 AM, and review of the facility's
investigation, dated 01/31/11, revealed Resident
#3 recelved histher 9130 AM medications twice,
on 01/28/11. A review of the "Resldent Abuse

investigation Report, dated 01/31/11, tevealad the
medicatlon arror was reporied by CMT #2 on
01/28/11 at approximately12:00 noon, The report
indicated the resident's physlcian was called with
an order recelved to moniter the resident. The
investigative report did not reveal the root cause
of the error and/or any corrective actions taken by
the facility to prevent a recurrence. Interviews
with CMT #2 and CMT #3 on 02/02/41 at 12:25
PM and 02/03/11 at 10:00 AM revealed CMT #1
had falled to initial Resident #3'a MAR to indicate
the medliclnes had been given. They revealed
when they opsned the MAR and there were no
inltlals in the boxes for 01/28/11, they pulled up
the madizine and administered It.

A roviaw of the January 2011 MAR, revesled
Rasldent #3 recelved Plavix (plood thinner) 75
mg. every day, Asplrin 81 mg. every day (blood
thinnet) and Glyburide (lowers ihe blood sugar) 5
mg. every morning,

An interview with LPN #2, on 02/02/11 at 1:00
PM, revealed Residant #3's physician was called
with orders received to monitor the resident's
blood sugars every 15 minutes to ensura the
double dose of the antidiabeiic did not cause the
resident's blood augar to drop too low. A review
of the vitai sign and blood sugar flow shaet, dated
01/28M1, revealed Resident #2 had no adverse
sffacte.

3. A record roview revasled Resident #2 was
admitied to the faclity, on 08/20/10, with
diagnoses to Include Congestive Hear! Faifure

F 333
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and Hypeftension.

An inierview with the Adminietrator, on 02/03/11

at 11:08 AM, and review of the facility's

investigation, dated 01/31/11, revealed Rasldent
#2 was given Resident #5's medicatlans during
the 9:30 AM medication pass on 01/28/11. A
review of the "Resldent Abuee [nvestigation
Repont, dated 01/31/11, revealed the medication
error was reportad by CMT #2 and CMT #3
01/28/14 st approximately11:00 AM. The report
indicated the resident's physician was called with
an order récelvad to monktor the resident. The
invastigative report did not reveal the root cause
of the error andfor any corractive actions takan by
the faclilty to prevent a recurrencs.

Interviews with CMT #2 and CMT #3, on 02/02/11
sl 12:65 PM and 02/03/11 at 10:00 AM revesled
during the administration pass CMT #2 "pulled
up" the madication and CMT #3 administered the
madicatlon to the residems. During the process,
CMT #2 handed CMT #3 a medlicine cup
containing medication with a blue paper, which
indicated the medication belonged to Resident
#5. Howaver, CMT #3 stated she "thought" CMT
#2 told her the medication was for Restdent #2
and she administered tha medication, belonging
1o Resident #5, fo Resident #2, On return to the
cart, CMT #2 gave het the next medieine cup and
tald her the medication was for Resident #2. The
CMT's reallzed, at that time, a second error had
occurred as they had administered Residant #5's
madications to Reeldent #2.

A review of Resldent #5'% January 2011 MAR,
ravealad Reskient #2 recelved Lanoxin (cardine
medication) 0.258 micrograms {mcg.) every day.
Monoptll { iowers blood pressure) 20 mg. every

F 333
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day and Kior Kon (Potassium)i0 millEquivalents
{maqy) every day.

AN interview with LPN #2, on 02/02/11 at 1:00
PM, revealsd Resldent #2's physiclan was calied
with orders recelved to monltar the regldent's vital
signs evary 16 minutes to ensura the resident's
blood pressure and hean rate did not drop too
low. A reviaw of the vital sign flow shest, dated

01/28/11, revealed the resident had no adverse

offacta.

interview with the Director of Nursing on 02/03/11
at 2:00 PM revealed the CMTe did not follow
acceptable standards of practice regarding
valldation of the residaent's identlty and did not
follow the established policy and procedure for
medication administration In regard to providing &
complete report prior to assuming reaponsibility
for the medication paes and aleo in regard to the
process of preparation and administration of
medleation by the same Individual. Staff
responsible for the suipervialon of the medication
admintstration did not identlfy the CMTs fatiure to
follow acceptable prastices and did not intarvens
to correct the problem and prevent a recurrence.

An acceptable Allegation of Compllance was
recelved on 02/10/11 and datailed as foliows:

On 01/28/11, CMT #1 Immediately reported
medication error to LPN #1, LPN #1 immediately
raported Incident to DON and ADON. Facility
began monltoring resldent. LPN #1 immediately
contacted attending physiclan office and spoke
wlth ARNP. Faclilty recelved order to send to ER
at hosplial. ADON spoke with Administrator and
ADON was asked to Immediately ralleve CMT #1
of her dufies. Contacted OIG, DCBS, Medleal
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Direclor, owner, and pharmacy on 01/28/11,
regarding medication error,

Employee reprimands were dorie on day of
incident. Immediats In-servieing was inltiated by
ADON, followed up by Administralor on evening
of 04/28/11. Administrator performed walking
In-services throughout facility regarding avents
that occurred sarlier in the day. Administrator
discusaed with employees on duty that a
medication error had occurred due to CMT's hot
following standarde of practice during medication
administration and by not following facliity policy
and procedure NP-00158, Discussed poor
judgement sued by CMT's when they deviated
from standards of practice and by not following
policy & procedure (NP-00158). Explained to
slaff what employees falied to do and then
reviewad what they should have done according
to standards of practice and facillty policy (NP-
00158). Administrator repeated walking in-
service with staff on duty for 7-3 and 3-11 shifis on
04/29/11 {See attached sxhibit A-1). Foliow up
In-servicing wae performed by staff
developmant for CMT's involved In errors on
02/04/41. Further in-servicing was compléted
with licensed nursing staff and CMT's from
pharmacy on 02/04/11. Resldent #1 did not
raceive any medication or treatment al the focal
hospital to counteract the medication he had
received In arror and had no adverse effect
related to the madieation error. He was placed in
observation for bradycardia. He was admitted to
hospital on 04/28/11 for diagnosis of pneumonia.

4, (1) Date the |J way removed? 02/05M1

{2) A. What caused the 14?7
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CMT's made medication etror desplle repsated
training on policy and procedure of facliity
regarding resident identtication and standards of
practice for medication delivary. CMT # 1
adminlstersd medications to the wrong resident
when she falled to foliow facility policy and
procedure on ldentification of regident.

CMT # 2 and CMT # 3 causad medication errors
1o occur when they did not follow facility pollcy &
procedure and current standards of practlce.

(2) B. What residente/pailents are impacted by
the |47

Resldents #1, #2 and #2, All residents have the
potentlal to be impacted,

(2) C. What staff ts involved in 1J?

CMT's #1, ¥#2 and #3. All licensed nurses and
CMT's have the potential to be impacted,

(2) D. What area of the faclfity are impacted by
the [J7?

Enlire facility has the potential to be Impacted by
the 1.

(3) Detail how the 1J will ba prevented from
recurring to this residanvpatiant, and to other
residents/patlents. This may include the
following, but is not limlted 1o

A. Investigation to determine the catise of the |J

01/28/11 - Reviewed facility Medlcation
Administration Policy and procedures regarding
madication adminlatration, polley number

F 333
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NP-00158, Revlew compisted by ADON.
Adminigtrator Instructad ADON to complete
review of pictures on MARS.

02/01/11 - Medlcation Adminlstration Policy &
Procedure (NP-00158) revewed with addandum
added for staff to ask resident "What is your
name?" before administering medications.

02/04/11 - Camers In business offlce made
avalilable to nursing staff at all timea.

B-1

in-sarvice training: content, siaff attending,
implementation of 01/28/2011. Proper
identification of resident prior to treatment or
madication administration by ADON; Parsons
trained licensed nurses and CMT's.

02/01/11 - 5 Rights of Medication Administration
and general medieation guidelines, conductad by
Staff Development LPN to CMT's #2 and #3.

02/04/11 - Mediecation Administratlon Inservice
completad by LPN Med Care Pharmacy
Consuliant. In-servics included 1J deficianziae,
correct policies and procedures identification
process. Persons Included licensed nurses and
CMT's.

02/04/11 - All ataff in-aervised in peraon or via
telaphone before returning lo work on tJ
deflsienciss,

02/04/11 - Managemeni Team in-aerviced on
audit process, Management team consisis of:
DON, ADON, Adminlstrator, Admisslons/Social
Servicas, Actvifies, Statf Devalopment/HR, MDS
Coordinator, Digtary Manager, Environmentad

F 333
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Director, Malntenanee Director and Medieal
Records.

B.2 - Disciplinary actions:

LPN #1 on 01/28/41
CMT #1 on 01/28/11 with suspension
CMT #2 on 01/268/11

CMT #3 on 01/28/11
LPN #3 on 02/04/11

C-2 - Menltoring/Tracking System:

A. Residant Idsntification through Photograph,
Policy and Procedure, Admitting nurse to obtaln
photograph and place on MAR on day of
admiasion, Nurse or CMT will ensure
identificaticn prior to completing a medication
administration by reviewing name plate on door,
ravlewing photograph and by asking residen!
"“Whalt ts your name?"

Medical Records or designee monilor resident
Identification (photograph) daily Monday thru
Friday, RN supsrviser to monitor on waekends.
Staf{ development to monitor weekly, DON to
audit daliy and weekly audli form. CMT ig
supervised by licensed nurse, Licensed nurse is
supervised by ADON and DON. DON is
supérvised by Administrator. Medical Records is
supervised by DON. Staff Development is
supervised by Administrator. CMT's supervised
by llcensad nurses parforming daily shift rounds.
MonitoHng: Audit review by QA commitiee on &
maonthly basis for 12 months,

B. Medication, Administration of: Oral
administration, ete. poliey and procedure,

Staff devalopment/designee audit med pass
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process weekly. Pharmacy performs manthly
rnedicatlon pass audit. Weekly and monthly
audits monitored by DON. Audit reviewed by QA
sommitise monthly for 12 months.

C. Root Cause Analyals Policy and Procedure
All deparimants subnit es needed 1o
administrator, Audlt reviewsd thru QA procass

monthly for 12 months.

D. Development/Revigion of Assessment Tools

Root causs analysis report form.

04/28/11 - Resident [dentification and Med pass
audit process was developed, conceming formal
auditing of both procesaes,

Root Catlae Analyels performed to ensura
compllance according to federal and stare
guldelines and policies and procedures of faclilty.
Analysls to record problem and identlfy the cause
of the problem. Liats actions taken to reduce risk
of a fufure occurrence, Dept. managsrs will be
Initiating root cause analysls and Administrator
wiif revisw and submit at monthly GA meeting.

01/31/14 - Formal audlting procedures initiated
ansuring resident D on MAR's and name plates
on tesident doors and med pass performad
according to standards of practice and policles
and proceduras of facility.

During the pantial extended survay on 02/11/11,
verification of the removal of Immediate Jeopardy
was completed as follows:

Interviews with RN #1, LPN #1 and CMT #2 on
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0241741 at 1:30 PM, 4:50 PM and 5:05 PM
revealed they were sducated on the five rights
and professlonal standarde of practice of
medication administration. A review of the
February 2011 schadule revaaled two staff was
scheduled to administer madication {one on gach
hall). A review of the facliity's policy and
procedure for Medication Administration revealad
an addsndum was added for staff to ask the
resident thelr name, prior to administering the
medication and the psrson who initiates the
madication pass should complete the medication
pags for that resident. Observation of a
madication pass on 02/11/41 at 12:50 PM
revaaled one slaff was administaring the
medlcation to Include looking at the residents’
pictures with the MARs, asking the resident their
name and inillaling the MAR. after the medication
was administered. Interviews with RN #1, LPN
#1 and LPN #2 on 02/11/11 at 12:50 PM, 4:50 PM
and 5:05 PM revaaled the admitting nurse was
responsible for taking the resident's picture and
ensuring the pleture was placed with the
residéent's MAR. Qbservation of the business

office on 02/41/11 at 3:556 PM révealed the
camera was kept on a gland 3o stafl would have
accass to Il at alf times, QObservation of the MARe
on 02/11/11 at 12:50 PM revealed pictures wera
with the MAR for each resldent. Intarview with
the Housekeeping Supenisor on02/41/11 at 3:30
Pi revealod she was rezponaibla for placing the
resldent's nama on the doors for new admissions
and when a resident was moved to another room.
Observations revealed all residents’ names were
on thelr bedroom doore, {nterviewa Staff
bevelopment LPN, Madica!l Records, ADON and
DON on 02/11441 ar 4.05 PM, 4:08 PM, 4:10 PM
and 4:15 PM ravealed they ware educated on the
audit pfocass put in place to ensure pictures of
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residents were with the Medlcation Administration
Records (MARY}, residents' names weré on the
doors and staff were adminlstering medications
according to professional etandards of practica. A
review of the daily and weskly audits reveaied the
audlis were conducted to ensure the resident
pictures were with the MAR, resident names were
on the doors and staff waa adminlstering
medications according to the five rights and
professional standards of practice. A review of
the Insarvice training, dated 02/04/11at 3:00 PM
and 5: 00 PM revealed the Pharmacy Nurse
Consuitant educated all licensed staff and
Centified Nurse Tachnicians on medication
adminlstrallon fo Inciude the flve rights { right
resident, right medication, right time, right dose
and right route) and documentaion. A review of
the insarvics tralning, dated 02/04/11 at 4:00 PM,
ravealed members of the Management Team
were educated on the audit process and root
cause analysle.

Baged on the above obsarvations, interviews and
review of records, i was determined the
tmmediate Jeopardy was removed, effactive
02/05/11, as afleged in the AoC with the scope
and severity lowered to a "E" based on the need
for the facliity to continue to evaluate the
implementation of changes and quality asstirance
activilles,

F 490 |483.75 EFFECTIVE

ss=x | ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in & manner that
enables it to use its resources affectively and
efficiantly to aftaln or maintain the highest
practicabie physical, mental, and psychosocial
wall-being of each resident.

F 333

F 490

F490-483.75 | 03-06-11

1.

Employee reprimands were done
on 01-28-11. immadiate in-
servicing on acceptable standards
of practice for medicatlon
administration (Five Rights)
petformed by ADON and
administrator. Follow up in-
servicing performed by staff

FORK GMS-2387({02-88) Privioua Verslona Obsolols Even! 1D LEMI
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This REQUIREMENT ls not mel a8 evidenced
by:

B?;sed on observatlon, interviews and record
raview, It was determined the facillty
Administration failed to enaure the facility was
administered in a manner that enabled it to use Its
resourcas sffectively and afflolently to attain or
maittain the higheat practlcable physical, mental
and paychosocial weli-being of each resident,
related 10 provigion of care in accordance with
acceptable Standards of Quality, assurance of the
freedom of significant medication errors and
maintsnance of the clinical records,

Adminlatration falled to ensure approprigtle

pursing superviafon was provided to three CMTs
(#1. #2 and #3) who failed to administer

medication in accordance with accaptable nursing
standards of practice. Additionally, the faclilty
fatled to ensure the resident identification systems
ware jmplemented and effective. Furthermore,
the facliity faited to identify through their
investigation the rool cause of the madication
errors. These fallures resulied in three residents
having medication administration errors, one of
which was significant, on 01/28/11.

The facility's failure to ensure Resident #1 was
not administered a contraindicated medication
and fallure to ensure repeated medication etrrors
were not made without intervention placed
Resident #1, #2 and #3 at risk for serious Injury,
harm, impalment or death. Immediate Jeopardy
was identified and the faclity notified, on
02/04/11.

Findings inciude:;
Reference to F281, F333 and F514.

errors on 02-01-11, Further
in-servicing for licensed nursing
staff and cmis by pharimacy on
02-04-11.

Resident #1, CMT immediately
reported incident to nhurse who
then reported to ADON and DON.
Nurse immediately notified
attending physician regarding
incident, New orders received to
monitor resident. Resident
monitorad for adverse signs or
symptoms regarding medication
error. Resident #1's heart rate and
blood pressure decreased,
requiring transfer to emergency
room. A late entry notation was
added to the resident's clinical
racord {(hurse’s notes) to identify
the medication given in error,
Resident #2, error reported
immediately to the nurse who then
notified administration and the
attending physician, Orders
recaived to monitor resident for
any adverse effects dus to
medication error, No adverse
effects to resident noted.
Resident #3, medication error
reported immediately to the nurse
who then notified administration
and the atfending physician.
Orders recaived to monitor
resident for any adverse effects
due to medication arror. No
adverse effects to resident noted.
Late entry notation was added to
residents #1, #2 & #3 clinical
record (hurse's notes) to identify
the medication given in error.
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1. The faclilty failed lo ensure services provided
or arranged by the faciiity met professicnal
standards of quality, related to medication
administration, which affacted three residents,
(#1, #2 and #3) In the selected sampie of three.
During a medication pags, on 01128111, at
approximately 8:30 AM until 11:30 AM. three
Cerifled Medication Technicians failed to foliow
acceptable Standard of Practice for medication
administration (Flve Righta),which resulted in the
hospitalization of one resident (#1), dueto
adverae effects of the medication error. Resident
#1's haait rate and blood pressure decreased lo @
dangerous level, requiring hospltalization.

Tha faclllty failed to provide supervision ta ensure
medlcations were prepared and administered In
accordance with acceptable standards of
prastice, resulting in additianal medication errors
for two realdents (#2 and #3), Two CMTs
prepared medication far the reeidents, One CMT
prepated the medication and the second CMT
administered the madication. Resident #2
received Resident #5's medication, to include
cardiac and hypertensive medications, which
presaented a high sk for adverse effscts for
Resident #2.

The facllity failed to ansura that CMT #1
documented she had adminiatered medication for
Resident #3 timely. CMT #3 administered
Resldent #3's medication for the second time,
resuiling In the resident receiving twica as much
of the medication as prescribed. Medlcatlons
insluded a biood thinner and a drug fo fawer the
blood sugar, which presented a high risk for
adverae effec! for Resident #3,

2. The facllity falled lo ensure three residents (#1,

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SURPLIERICLIA (X2 MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : COMPLETED
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C
B.WING
185274 021112011
NAME OF PROVIDER OR SUPPLIER ATREET ADDRESS, GITY, 5TATE, 2IF CODE
) 100 OR.
GLENVIEW HEALTH CARE FAGILITY 2 GLENVIEW
GLASOOW, KY 42144
{X4) D SUMMARY BETATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION ()
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n 01-28-11 ADON reviewed
F 490 | Comtinued From page 29 F 480 0 O

facllity Medication Administration
Policy and Procedure regarding
medication administration,
Administrator instructed ADON to
complete review of pictures on
MAR. Facility will perform daily,
weekly and monthly audits to
ensure that all residents will receive
medications in accordance with
acceptable standards of practice for
medication.

ADON, LPN and cmis reviewed all
current residents who had the
potentlal to be affected immediatsly
following medication errors on 01-
28-11. Facility (ADON, 7am-7pm
LPN and 8-2 cmts} did not find any
Other medication errors regarding
the medication pass to any other
residents in the facility on 61-28-
11..

Medical records / desighee will
audit resicent identification
{photographs) dally Monday
through Friday. RN supervisor will
audit on weekends. Staff
development / deslignee will audit
weekly. DON to monitor daily and
waskly audit forms. Administrator
will review and submit audit forms
monthly to QA committee for review
for 12 months,

LPN on 7am-7pm shift & ADON
reviewed resident #1, affecled by
the significant med error on 01-28-
11 Immediately when reported by
cmt. ‘

LPN on 7am-7pm shift & ADON
reviewsd resident #2, affectsd by
significant med error on 01-28-11
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#2, & #3), In the selacted sample of three, were
free of any significant medication errcrs. The
facility falled to ensurs steff was following nursing
standarde of practice as it relates to madication
administration. The facility fallad to ensure
resident Idsntification syatems were Impiemented
and effactive on 01/26/11, CMT #1 administered
Resident #4's medications to Rasidant #1, which
includad Cardizem (calelum channel biockar), A
madication for which Resident #1 had & known
allergy. The resident's heart rate decreased to
the tow 30s {(normal 64/74) for which the resldent
required hospitalization and cardlas monitoting.

On 01/26M1, CMT #2 and CMT #3 failed to follow
standards of practice related medication
administration as they both parlcipated in the
adminiatration of Resident #5's madication to the
wrong resldent (#2), which included cardiac
madicatlon, anthypertensives and a potassium
supplament,

Additionally, CMT #1 falted to document on the
MAR timely afler administration of medications.
Thia failure resulted in another CMT
adminlatering a second doae to Residant #3,
which Included blood thinners and an antidiabstic
madication,

3. The facllity falled to ensure the clinical records
for three residents (1, #2 & #3), in the selected
sample of three, were complele and accurata.

An interview with the Adminletrator on 02/03/11 at
2:05 PM revealed she was not at the facliity at tha
titne the medisation errors oceurred. She stated
the Licensed slaff had called and made her
aware of the arrors. She sent CMT #1 homs
pending an investigation of the Incident. She

cmt.

LPN on 7am-7pm shift & ADON

reviewsad resident #3, affected by

significant med error, on 01-28-11

immediately when reportad by cmt,

Medicatlon Administration Pollcy

and Procedure {NP-00158} updated

to reflect the following changes:

Resident identification through

photograph, review of name plate

on resldent's door and by asking

"What is your name?". The

administrator reviewed and updated

the facility policy and procedures
and ensured that disciplinary action

and in-servicing performed 1o

ensure medication administration

system is performed according to
standards of praclice and facility
policy and procedurss. The
administrator will be reviewing the
daily, weekly and monthly audits to
ensure that medications are given
according to standards of practice
of medication administration and
according to the policy and
procedures of the facility.

A.  Admitting nurse to obtain
photograph and place on MAR
on day of admission. Nurse /
cmt will ensure identification
prior to initiating @ medication
administration by reviewing
name plate on door, reviswing
photograph and by asking
"What is your nama?”.

B. Medical records / designee will
audit resident identification
(photograph) daily Monday
through Friday. RN supervisor

FORi CMS.2597(02-98) Previsds Varslons Obsolate Evant 10 LAV 1Y
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i T
: o audlt on weekends. Staff
F 490 { Co d From e 31 F 490 : ,
Continue pea development will audit weekly.

revealed during her investigation of the errors she
had identified CMT #1 had not recognized

DON (o menltor daily and
weekly audits forms,

Resldent #1 and there were to many hands on
the medication carl. She revealed she talked to
the nurses on duty that night and on Saturday so
she could make sure they knew what had
happened. She stated It was her understanding
afler talking to the DON the photographs were
with the MARs. Sha staled Inservices were not
completed with all icensed staff and CMTs
because she looked at the errors as Individuals
making mistakes.

An acceptable Allegation of Compliance was
recelved on 02/10/11 and detalled as follows:

On 041/28/11, CMT #1 immediately reported
medication errar to LPN #1. LPN #1 immediately
reported incident to DON and ADON. Facllity
began monltoring restdent. LPN #1 Immediately
contacted attending physician office and apoke
with ARNP. Facility recelved order to send o ER
at hospital. ADON spoke with Administrator and
ADON wat asked to immadiataly relleve CMT #1
of har duties. Contacted OIG, DCBS, Medical
Directar, owner, and pharmacy on 01/28/11,
regarding medication error,

Employee reprimandes were done on day of
incident. Immediate in-servicing was Inlfisted by
ADON, followed up by Administrator on evening
of 04/28/11. Administrator performed walking
in-sarvices throughout facllity regarding events
that ocourred sarlier In the day. Administrator
discussed with employeas oh duty that a
medication eror had occurred due to CMT's not
following standarde of practice during medication
administration and by not following facilily pollcy
and procedure NP-00158. Discussed poor

Administrator wihl review audit
forms weekly and submit to QA
committee monthly for review
for 12 rmonths.

staff development / designee
will audit med pass process
weekly, Pharmacy will perform
monthly medication pass audit.
Weekly and monthly audits will
be monitored by DON. Audits
wlll be reviewed by QA
committee monthly for 12
months.

C, The in-service regarding
Medication Administration
Policy and Procedure {NP-
00158) updates was glven by
Staif Development Coordinator
on 02-04-11,

4. Administrator wil present findings
from audits to the QA commitiee
monthly for 12 months..
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judgemeni sued by CMT's when they daviatad
from standards of practice and by not foilowing
policy & procedure (NP-00158). Explained to
staff what employess falied to do and then
reviewead what they should have donhe according
10 standards of practice and facility policy (NP-
00158). Adminlstrator repeated walking In-
pervice with staff on duty for 7-3 and 3-11 shifig on
01/28/11 (See attached axhibit A-1), Follow up
in-servicing was performed by staff
development for CMT's involved in efrors on
02/01/14. Further in-servicing was completed
with llcensed nursing staft and CMT's from
pharmacy on 02/04/41. Rasident #1 did not
recelve any medication or treatment at the local
hospita! to counteract the medlcation he had
received in error and had no adverse sffact
refated to the medication srror. He was placed in
observation for bradycardia. He was admitted to
hospltal on 04/28/11 for dlagnosia of pneumonia.

4, (1) Date the L} was removed? 02/05/11
{2) A. What caused tha |J?

CMT's made medication error desplte repsatad
training on policy end procedure of facillty
regarding resident identification and standards of
practice for medication delivary. CMT # 1
administerad medicatlons to the wrong resident
when she failed to follow facility policy and
procedure on identification of resident.

CMT # 2 and CMT # 3 caused medication errors
{o cocur when they did not follow facility policy &
procedure and current standards of practice.

{2} B, What resldents/patiants are impacted by
the {J7?
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Residents #i . #2 and #3, All residents have the
potantial to be Impacted.

(2 C. What staff ig Involved in W7

CMT's #1. #2 and #3. All licensed nurses and
CiAT's have the potential to be impacted.

(2) D. What ares of tha facility are impacted by
the 1J?

Entire facility has the potential to be impacied by
the I,

(3) Detail how tha 1J will be prevented from
recurring 1o this resident/patient, and to other
resldents/patients. This may include the
following, but is not imitad to.

A. Invesiigation to determine the cause of the |

01/28/41 - Reviewed facility Medication
Administration Pollcy and procedures regarding
medication adminlstration, poliey number
NE-00158, Revisw completed by ADON,
Administraior inatructed ADON to compieta
review of piclures on MARS,

02/01/1% - Medioation Adminlatration Policy &
Procedure (NP-00158) raviewed with addendum
added for staff to ask realdent "What is your
name?" before administering medications.

02/04/11 - Camera In business offica made
avallable fo nursing staff at all timas,

B-1
In-service training: content, staff attending,
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Imptementation of 01/28/2011. Proper
identification of resldent prior to freaiment or
medication administration by ADON: Parsans
trained lcensad nurses and CMT's.

02/01/11 -5 Rights of Medication Administration
and general madication guidelines, conducted by
Sta#f Davelopment LPN to CMT's #2 and #3.

02/04/11 - Medication Administration Insarvice
compieted by LPN Msd Care Pharmacy
Consultant. in-aanvice Included J deficiencles,
sorrect palleles and proceduras identification
process. Persons Included licensed nurses and
CMT's.

02/04711 - All staff in-gerviced in berson or via
telophone before returning to work on iJ
deficlencies.

02/04/11 - Management Team in-sarviced an
audlt process. Management team consists of:
DON, ADON, Admintatrator, Admlssions/Social
Sanvices, Activilles, Staff Development/HR, MDS
Cooralnator, Dietary Manager, Environmantal
Director, Malntanance Director and Madical
Records.

B-2 - DIsclplinary actions!

LPN #1 on 09/28/11

CMT #1 on 01/28/11 with suspension
CMT #2 on 01/28/11

CMT #3 an 01/28/14
LPN #3 on 02/04/11

C-2 - Monitoring/Tracking Syslem:

A, Resldent Idsntification through Photograph,
Policy and Procedure. Admitting nurse’to obtaln
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photegraph and piace on MAR on day of
admission. Nurse or CMT wilt ensure
Identification prior to completing & medication
adrministration by reviewing name plats on door,
reviewing photograph and by asking residant
"What is your name?"

Medical Records or dasignee manltor resident
Identification {photograph) daily Monday thru
Friday, RN supervisor to monitor on weekends.
Staff development to monitor weekiy, DON to
audlt daily and weakly audit form. CMT is
supervisad by licensed nurse. Licensed nurse is
supervised by ADON and DON, DON Is
supsiviaed by Adminlatrator. Medical Records is
supervised by DON. Staff Deveiopment ig
suparvised by Administratar. CMT's supervised
by licansed nurses performing dally shift rounds.
Monitoring: Audit review by QA commitiee on a
monthly basis for 12 months.

B. Madication, Administration of: Oral
administration, et¢. policy and procedure.

Staff development/decignes audit med pass
process weekly. Pharmacy performs monthly
medication pass audit. Weekly and monthly
audits monliored by DON. Audit reviewed by QA
commitiee monthiy for 12 months,

C. Root Cause Analysis Policy and Procedure
All departments submit as needsd to
adminlstrator. Audit reviewed thru QA procecs
monthly for 12 months,

D. Devalopment/Revislon of Assessment Tools

Root cause analysis report form,
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01/28/41 - Resident identification and Med pass
audht process waa developed, conceming formai
audiing of hoth processes.

Root Cause Analyais performed {0 snsure
compliance according to federal and stare
guldelines and policies and proceduras of facility.
Analysls to record problam and identify the cause
of the problem, Lists actlons taken to reduce rlak
of a future ocourrence. Depl, managars will be
initiating root cause analyeis and Adminlatrator
wiif review and submit at monthly QA meeting.

01/31/41 - Formal auditing procedures initiated
ansLiring resident ID on MAR's and name plates
on resldent doors and med pass performed
according to standards of practice and policies
and proceduras of facillty.

During the partial extended survey on 02/11/11,
verification of the remaval of Immediate Jeopardy
was compieted as follows:

intarviews with RN #1, LPN #1 and CMT #2 on
02/41/11 at 1,30 PM, 4:50 PM and 5:05 PM
revealsd they were educatad on the five rights
and professional standards of practice of
medication adminlstration, A review of the
February 2011 schedule revesled two staff was
scheduled to administer medicalion (one on sach
hall). A review of the facility's policy and
procodure for Medication Administration revealed
an addendum wag added for staff {o ask the
resident thair name, prior to administering the
medication and the person who initiates the
medication pase should complete the medication
pass for that realdent, Observation ofa
medication pass on 02/11/11 at 12:50 PM
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revealed one ataff was adminlstering the
medication to Includs looking at the residents’
pletures with the MARs, asking the resident their
name and inftlaling the MAR, after the medication
wae agministered. Interviews with RN #1, LPN
#1 and LPN #2 on 02/11/41 al 12:50 PM, 4:50 PM
and 5:05 PM revasied the admitting nurse was
rasponsible for taking the resident's picture and
ensuring the pleture was placed with the
resident’s MAR. Obsarvation of the business

office on 02/11/11 at 3:35 PM revealed the
camera was kept on a stand so staff would have
access to il at all limes. Observation of the MARs
on 02/11/11 at 12:50 PM revealed pictures were
with the MAR for each resident, Interview with
the Housekesping Suparvisor on 02/11/11 at 3:30
PM revealed she was rasponsible for placing the
resident's name on the doora for new admlasions
and when a resident was moved to another room.
Observations revealad all residents' names waroe
on thelr bedroom doors. Interviews Staff
Davelopment LPN, Medical Records, ADON and
DON on 02/11/41 ar 4,05 PM. 4:08 PM, 4:10 PM
and 4:15 PM revealed they were educated on the
audit process put In place to ensurs pictures of
resldenis were with the Medieation Administration
Records (MAR), residents' names were on the
doors and staff were administering medications
ascording 1o professlonal standards of practice. A
raview of the dally and weekly audits revealed the
audits were conducted lo ensure the resident
platures were with the MAR, resident namss were
an the doors and staff was administering
medicetions according to the five rights and
professional standards of practice. A review of
the inservice tralning, dated 02/04/11 at 3:00 PM
and 5: D0 PM ravesied the Pharmacy Nurse
Consultant educated all licensed staif and
Cartifled Nurse Techhiclans on medication

F 480
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The facility must malntain clinical records on each
resident In accordance with accepted profassional
standards and praclices that are complete:
accurately documenled: readily acceesible; and
systernatically organized.

The clintcal record must contain sufflciant
information to identify the resident; a record of the
resident's assessments; the plan of care and
sarvices providad; the results of any
preadmission sereening conducted by the State;
and progrese notes,

This REQUIREMENT is not met as evidenced
by

Based on interviews and record reviews, it was
determined the facillty failed fo ensure Lhe dlinical
racords for three residants (#1, #2 & #3),in the

it is the position of Glenview Health Care
that on the day of the alieged deficlent
practice, current nursing policy
(NP-00163) regarding Medication Error
and Drug Reaction was followed and
documentation In each resident's
clinical record was sufficient. Based on
nursing policy (NP-00183), procadurs
was followed a3 time of medication error
to (1) report medicatlon error to
attending physiclan, (2) compiets a
Medication Efror Report, describing
error and action taken, (3) perform a
nursing assessment and document in
resident's clinical record, and (4)
obsearve resident for drug reaction and
notify physiclan of change in condition.
Per nursing policy (NP-00183) physician
was nhotified of error and Medication
Error Report was completed on resident
#1 on 01-28-11 at 8:16am. Nursing
assessment was complated and
dosumented in resident’s clinical record

STATENMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {%7) MULTIPLE CONSTRUCTION 1X3) ggﬂ:; SURVEY
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W
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DEFICIENGY)
F 490 Continued From page 38 F 490
administration to include the flve rights ( right
rasident, right medication, right time, right dose
and right route) and documentation, A review of
tha inservics training, dated 02/04/11 at 4:00 PM,
reveaisd membars of the Management Team
were aducated on the audit process and root
cause analysis,
Based on the above observallons, intarviews and
review of racords, It was determined the
Immediate Jeopardy wes removed, effective
02/08/11, a6 allaged In the AoC with the scope
and severity lowered to a "E" based on the need
for the facllity to continue to evaluate the
implementation of changes and quallty assurance
aclivities.
F514 483.75(){1 03-08-
F 514 | 483.750)(1) RES € 514 (1) 11

FORN CM5-2887(D2-9%) Previeus Verslons Obsoieta Byt (DLEMIT1

Faziity 1D 100042

if continuation shest Pags % of 41




"APR—-ET-2011

11:335 AN GLENWIEW EUS.

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

OFFICE

2785599168

P.12

PRINTED: 02/2572071
FORM APFROVEED

OMB NO. 0838-0391

STATEMENT OF GEFICIENCIES (X1) PROVIDER/SUPRLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SUR_VEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 4 BUILDING COMPLETED
c
188271 B WING 02/11/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITy, STATE, 21F CODE
SNVIE LTH GARE FACILITY 1002 ALENVIEW OR.
GLENVIEW HEA GLASGOW, KY 42141
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. (nurse's notes) on 01-28-11 by 9:15am.
F'614 | Continued From page 39 F5141  Resident's change in condltion was
seiected sample of three, were complets and documented in ¢linical record {nurse's
accurate. notes) on 01-28-11 by 10:10am with
Findings include: physician order obtained to transfer to
Reference F261 emergency room for evaltiation.
. . . Per nursing policy (NP-00163) resident
A review of the facilty's Charting and #2 physician was nolified of error and
Documentation policy and procedurs revealed a1ll Medication Error Report was completed
accidents and incidents should be documanted in on resident #2 on 01-28-11 by 12:00PM.
the nurses notes. Nursing assessment was completed and
. documented in clinical record (nurss’s
4. An Interview with the Administrator. on notes) by 12:15pm. Resident monitored
02/0314 at 11:08 AM, and review of the facllity's for adverse reactions with none noted.
investigation, dated 04/31/11, revesled CMT #1 Per nursing policy (NP-00163) physician
administered Resident #4's B:30 AM medications Was notifisd of error and Medication
lo Residant #1 on 01/28/11. Error Report was completed on resident
#3 on 01-28-11 at 12:15pm. Nursin
A review of Resident #4's January 2011 SeaSmant Was compEeF:ed and g
Medieation Administration Record (MAR), documented in clinlcal record (nurse's
revoaled Resldent #1 received Cardizem {calclum notes) by 1:30pm, Resident monitored
channai blocker) 80 miligrams (mg) two tablels. for adverse‘ reacti;)ns with none noted
. \ , R i it i e
An interview with Licensed Practical Nurse (LPN) 1_;;133:2?‘ ?ﬁ:‘ggn gf??!zn;;lege%egggcgeiie
#1, on 02/02/11 at 12:00 noon, revealsd Rasident Caotivs nufsir? olicy (NP-00163)
#1's phyaiclan was made awars of the medication n?e it Med iga‘tjion ért‘or mnd D
Resldent #1 received and an order was received Regactiongwas toliowod {0 nolude 9
to monltor the resident's vital signs evary 15 ’
minutes. performance of a nurslng assessment . |
which was documented in the residents i
A review of Resident #1'a ofinical record revealad ﬁi‘;&cag ri‘;'icr"';géﬁggg?&d::gﬂz‘g?ﬁ’ :tas
there was no documentatian to indicata what 9‘15§n’?' o ons #2 anfry wae made
medication the resident had received or the care st acord on 0128 151’ .
jad for th i \ . 28B-
provided for the fesident 12:15pm; on residant #3 entry was made
2. An Interview with the Adminlstrator, on Lfl] G"mﬂeﬂ: fe;g: O?EO?";’%;};; ?f L‘-gggm-
02/03/11 at 11:06 AM, and review of the faclilty's COWEVl , pursuan ! o C|NP 5
investigatlon, dated 01/31/11, revealed Resident ur Fec?, ﬂUthS'ZQ Pfl? icy E( -001 D)
#3 received hisher 9:30 AM medications twice on rF‘:g :cgti:)nr?pr:c;(c:ii ;g';or“ég‘; Srr;oent;ut%n
01128/11. . "
of nursing assessment In clinlcal record
| i3 deficlent, the following will occlr:
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A review of the January 2011 MAR, revaaled
Resident #3 received Plavix 76 mg. every day,
Asplin 81 mg. every day (blood thinners) and
Glyburide (antidiabetlc) § mg. every moming.

An interview with LPN #2, on 02/02/11 at 1:00
PM, revealed Resident #3'a pnysician was called
with orders received to monitor the resident's vital
signs and blood sugars every 15 minutes.

A review of the clinical record revealed there was
no docurmnentation to Indicate what medication the
resldenl received or the care that was provided
for the resident.

3. Ah Interviaw with the Administrator. on
02/0311 at 11:05 AM, and review of the facility's
investigation, dated 01/31/11, reveaied Resident
#2 was glven Residant #5's medicalions during
the 8:30 AM medication pass on 01/28/11,

A review of Resldent #5's January 2011 MAR,
revealed Resldent #2 recelved Lanoxin 0.25
rmicrograms {meg.) every day, Manopril 20 mg.
every day and Klor Kon 10 milliEquivalents (mea)
every day.

Anh interview with LPN #2, on 02/02/11 at 1:00
PM, revealed Rosident #2's physician was calied
with ordars recaived to monitor the residant’s vital
signs every 15 minutas.

A review of the ciinlcal record revealad there was
no documentatlon to indicate what medication tha
resldent recelved or the care that was provided to
the resident.

resident's clinical record {nurse's
notes) to identify the medication
given In errar for each resident
affected by the clied deficient
practice. Resident #1 entry added
on 03-04-11; resident #2 entry
added on 03-04-11; resident #3
‘entry added on 03-04-11.

Nursing policy (NP-00183) revised
to incluge documentation to ldentify
medication received in resident's
clinical record effective 03-07-11.
All residents in the facility who have
medication eriors that occur will be
reporied to the attending physician
and a nursing assessment
completed and documented in the
clirieal record (nurse's notes).
Education of licensed nursing staff
by DON on revision of nursing
policy {(NP-00163) to include
documeantation to identify medication
received in ihe resident's clinical
record In-serviced on 03-07-11.
DON { ADON will review Medication
Error Report and corresponding
documentation In resident's clinical
record as errors Occur,

QA committee will review finding by
DON / ADON regarding review of
Medication Error Report and
corresponding documentation in
resident's clinical record on a
monthly basis for 12 months,
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