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i Notifiation of Changes
£ 000 | INITIAL COMMENTS [ F157 Resident # 6 physician was notified 7/08/13 at 8/09/13

8:41 am of missed dose of Insulin on 7/02/13 due
to Insulin not available from Pharmacy (See

A standard health survey was conducted on i attached Patient Progress Notes for 7/08/13).
07/01-03/13. Deficiencies were cited with the On 7/08/13 there were four (4} residents (Rooms
highest scape and severity at "E” ievel, 105, 107°, 108% and 118% receiving Insulin,
F 157 | 483.10(b)(11) NOTIFY OF CHANGES Their medication supply was checked to ensure
ss=0 | (INJURY/DECLINE/ROOM, ETC) availability of adequate supply of medication to
; be administered.

Pelicies and procedures for “Notification of
Changes™ and “Medication Error Reporting”
were inserviced to Licensed Nurses on July 10-
14, 2013. (See attached Inservice Attendance
Record and Policies/Procedures).

A facility must immediately inform the resident;

i consult with the resident’s physician; and if
kinown, notify the resident's legal representative

i or an interested family member when there is an
accident involving the resident which results in
injury and has tha potential for requiring physician :
| intervention; a significant change in the resident's i

A Performance Improvement Study for
Notification of Changes and Medication Errors

i physical, mental, or psychosocial status (le., a Tracking was already in place for 2013, The
deterioration in health, mental, or psychosocial Notification of Changes PI Study was revised to
status in either life threatening conditions or include notification for medication
clinical complications); a need to alter freatment errorsf/incidents. Results of findings will
significantly (i.e., a need o discontinue an continue to be reported monthly by the Unit
existing form of treatment due to adverse Supervisor to the CNO for quarterly reporting to
conseduences, or to commence a nsw form of the Nursing Facility Committee. Medication
treatment}; or a decision to transfer or dischargs Errors are reported quarterly also to the
the resident from the facility as specified in Pharmacy and Therapeutic Committee by the
§483.12(a). CNO as part of the facility wide Performance

Improvement Program (See attached
Performance Improvement Data Collection Tool,
Calendar, and Plan for Notification of Changes
and Medication Errors and Incidents).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or inferested family member when thera is a
change in room or rocmmate assignment as
specified in §483.15(e)(2); or a change In
resident rights under Federal or State law or
regutations as specified in paragraph (b)}(1) of

Nursing Staff were educated on the need to
inventory the residents medications daily on 11-7
shift and to send a refill request form to the
Pharmacy so that residents have adequate

this section. supplies of medications. (See attached Inservice
Attendance Record and First South Refill

The facility must recerd and periodically update Reguest Form and sample of completed/faxed

the address and phone number of the resident's First South Refill Reguest Form for 7/23/13). As

legal representative or interested family member. of 8/12/13, there have been no issues with

residents having adequate supply of medications.

LABORA DIRECTOR'S QR PREVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
i
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Any deficiency statement endi ith an asterisk (*) denotes a deficlency which the institution may be excuséad fr@correcting pro{f}ing ité—dégu)nined that
other safeguerds provide sufficient protection fo the patfents . (See instructions.) Except for nursing homes, the firdings slated above are disclosabls 90 days
following the date of survey whether or not a plan of correction is provided. Fer nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available o the facility. i deficiencies are cited, an approved plan of correction Is requisite to confinued
program participation.

FORM CMS-2587{02-89) Previous Versions Obsalete Event 1D CG8111 Facility ID: 100725 If continuation sheet Page 1 of 20



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

PRINTED: 07/18/2013
FORM APPRCVED
OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMEBER:

185182

A BUILDING

{X2) MULTIPLE CONSTRUCTION

B. WING

{X3) DATE SURVEY

COMPLETED

07/03/2013

NAME OF PRCVIDER OR SUPPLIER

PINEVILLE COMMUNITY HOSPITAL

STREET ADDRESS, CITY, STATE, ZIP CCGDE
850 RIVERVIEW AVENUE

PINEVILLE, KY 40977

{¥4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S FLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}

{X5)
COMPLETION
DATE

F 157

Caontinued From page 1

This REQUIREMENT is not met as evidenced

i by

Based on record review, interview, and facility
palicy review it was determined the facility failed
o promptly nofify the resident's physician
regarding alterad treatment for one of ten
sampled residents (Resident #6). Resident #6
had physician's orders for a schaduled dose of
Insulin three times a day; however, an 07/01/13,
facility staff failad to administer the morning dose
of insulin and facility staff failed to notify the
physician of the medication omission.

; The findings include:

A review of the facility policy on physician
notification (revised Cclober 2012} was
conducted on 07/03/13 at 3:00 PM. The policy
revealed the physician would be notified
immediately of any changes to the plan of
treatment that could cause adverse
consequences fo a resident.

Areview of resident #6's medical record
conducted on 07/01/13 and 07/02/13 revezled the
facility admitted the resident on 07/01/12 with &
diagnosis of Diabetes Mellitus. A review of the
medication adminisfration record (MAR) and
physician’s arders revealed the resident was to
receive 7 units of NovolLog Insulin three times a
day with meals, and was also on sliding scale four
fimes a day with regular Insulin coverage for
blood sugars above 350, A review of the MAR for
07/01/13 revealed Resident #86 did not receive the
i 8:00 AM dose of Insulin as ordered.

F 157
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An interview canducted with Licensed Practical
Nurse (LPNY#1 on 07/02/13 at 4:30 PM revealed
she administerad medications tc Resident #6 on
the moerning of 07/01/13. LPN #1 stated the
Insulin for Resident #6 was not adminisiered
because there was ng Insulin in the resident's
medication drawer. LPN #1 stated she called the
pharmacy to cbtain the Insuiin, but the Insulin had
nct been defivered to the Nursing Unit by the

pharmacy until 11:30 AM. LPN #1 stated she did
not notify Resident #8's physician of the

medication omission but "should have."

An interview was conducted with Registered
Pharmacist (RPh)#1 on 07/03/13 at 4:10 PM.
RPh #1 stated Resident #1's Insulin was filled five

days prior to 07/01/13 znd the resident should

have had enough Insulin to [ast 45 days. RPh #1
stated pharmacy staff had gone to the Nursing
Unit in an effort to locate the insulin but was

{ unsuccessful. RPh #1 acknowledged the Insulin

was not sent to the Nursing Unit until
approximately 11:30 AM.

483.20{k)(3)(if} SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in

. accordance with each rasident's written plan of

care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the

F 157

F 282
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i

% facility failed to provide services in accordance
| with the plan of care for one of ten sampled

| residents (Resident #4). According to the care
plan, staff was to provide Residant #4 heel
protectors when the resident was in bed.
However, chservations revealed facility staff
failed to provide/apply the heel protectors on
07/1/13 and on 07/03/13.

The findings include:

Review of the facility "Interdisciplinary Care

Planning Committee” policy (no date) revealed
the comprehansive Individualized plan of care
would be developed based on the comprehensive
assessment completed by the Interdisciplinary
Care Plan Team. The policy further revealed care
plan interventions would be implemented

| according to the plan of care.

Review of tha medical record revealed the facility
admitted Resident #4 on 08/22/12 with diagnoses
inciuding Diabetes Mellitus, Hypertension,
Congastive Heart Fallure, Corcnary Artery
Diseass, and Psychosis, Review of the
Significant Change comprehensive assessment
dated 03/05/13 revealed the facllity assessed

| Resident #4 to require total assistance with bed
i mohility, toilating, personal hygiene, and bathing.

The assessment further revealed Resident #4
was assessed to be at risk for the development of
pressure ulcers, and had one Stage Il pressure
ulcer on the buttocks area upon readmission,
Review of the comprehensive care plan dated
03/05/13 revealed the facility identified and
addressed a Stage |l pressure uicer on the
resident's buftocks area. interventions to
promote healing and prevent further breakdown

while resident is in bed. On 7/17/13 the heel
protectors were discontinued due to resident will
not keep heel protectors on.

On 7/12/13 and 7/15/13, all residents’” Care Plans
were teviewed and compared to documentation
on the nursing daily flowcharts. Resident Care
was observed by CNO to ensure that
interventions were being carried out according to
resident’s Plan of Care, All Care Plan
interventions were implemented and documented.

On 7/15/13, a new Performance Improvement
Study was developed by the CNO to assess for
compliance with care planning interventions.
Concurrent monitoring will be accomplished by
ihe Uit Supervisor and reported to the CNO
monthly. Results of findings will be reported
quarterly to the Nursing Facility Committee by
the CNO. (See attached PI Study data collection
tool, calendar and performance impravement plan
for Care Planning.) As of 8/12/13, the CNO_
conducted ten (10) resident observations and
chart reviews with 100% compliance noted.

On 7/22/13 the Nursing Facility SRNA Daily
Flowchart was revised to include a location to
document the use of heel protectors on residents.
{See attached SRNA Flowchert). On &/7/13, the
CNO checked seven (7) residents to ensure that
heel protectors were being applied according to
residents’ plan of care. Documentation was
reviewed on SRNA flowchart and 100%
compliance was noted.
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of the pressure uicer included to provide air :
mattress, reposition the resident every two hours, |
provide treatments as ordsred, use positional \
devices to prevent direct contact with bony i
prominencas, and apply heel protectors to relieve ‘
| pressure on the heels when the resident was in \

! bed and/or chair.
\

Resident #4 was observed an 07/01/13, at 3:15 i i
: PM, to be lying in bed with hisfher heels elevated ! !
on a pillow. A sign was noted to be posted above [ i
the resident's bed that read, "Keep heel pads on.” ' |
Onr 07/03/13, Resident #4 was again observed in !
bed at 9:05 AM with no heel profectors in place.
At 11:30 AM on 07/03/13, the resident was
ohserved to be in a reclined geri-chair in the
facility haltway. Non-skid socks were observed ta
be in place; however, the heel profectors were not
in usa.

Interview conducted with Certified Nurse Aide .. |
(CNA}#1 on 07/03/13, at 12:50 PM, revealed she
provided care to Resident #4 on 07/01/13 and on
07/03/13 and was aware the resident was
supposed to have heel protectars on at all times.

! CNA #1 stated she had forgotien to apply the heel
protectors for Resident #4 on 07/01/13 and on

1 07/03M3.

Interview conducted with Registered Nurse (RN}
#1 on 07/03/13, at 4:10 PM, revealed the CNAs
were to follow the care plan interventicns, RN #1
stated the staff nurses checked the residents Co
whenever they were infout of the residents' rooms |
| to ensure care plan interventions were '
! implementzd. The RN stated she was not aware
the heel pads were not in use for Resident #4.
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F 282 | Conltinued From page 5 I F315 On 7/03‘/1 3 theT Physician was notified of unable to 8/15/12
. . - i locate diagnosis to support use of foley catheter for
! Interview with the Director of Nurses (DON} on resident # 4. Diagnosis was pravided by MD along
L 07/03/13, at 4:30 PM, revealed the staff nurses with orders to try bladder training and then
werg responsible tc make observations to ensure discontinne catheter. {See attached computerized
care plan interventions were implemented in | order). On 7/05/13 resident pulled foley catheter out
accordance with each resident's plan of care. i ant‘idblac?d}?r t:zl_ufrf:jg \]xt/as dgiontlm‘ledé Res;clent
The DON stated no problems had been identified ' voids without ditheulty and 1as episcies o
: incontinence (see attached Patient Progress Notes of
and/cr reported to her. Resident #4)
F 315} 483.25(d} NO CATHETER, PREVENT UTI, On 7/09/173 the July PT Study for Foley Catheter Use
RESTORE BLADDER was completed by the CNO, Nine (§) residents with

55=D{

Based oh the resident's comprehensive

assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinfcal condition demonstrates that

: catheterization was necessary; and a resident

who is incontinent of bladder recaives appropriate
treatment and services to prevent urinary tract
infections and fo restere as much norma! bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to ensure residents with an
indweliing catheter had a clinical condition to
support the use of an indweliing catheter for one
of ten sampled residents (Resident #4). Resident
#4 was readmitted fo the facility with an indwelling
urinary catheter in place; howsver, there was no
evidence the facility identified a clinical condition

: 1o support the use of the indweliing catheter,

The findings include:

A review of the facility's policy tittled "Policy for

attached Care Plan of Resident # 4).

physician’s orders.

compliant,

foley catheters were reviewed for documentation of
indication for use of catheters. (See attached July
data collection form), Results were 100% compliant.

©On 7/09/13 resident’s plan of care was updated to
reflect the bladder training and the subsequent
discontinuation of the bladder training when the
resident pulled out catheter. Care plan was updated
to reflect interventions for incontinence care, (See

On 7/09/13 the Physician’s crders were revised to
include a field to document diagnosis when a foley
catheter is ordered (See attached sample of order
sheet), As of 8/12/13, no newly admitted residents
have had orders for foley catheters. All of the above
residents were admitted prior to the change to the

The Performance Improvement Study on Foley
Catheter Care was revised on 7/15/13 to include
indicators to assess for physician notification if no
diagnosis is present in the resident’s record and
documentation of diagnosis on Physician order sheat
at time catheter is ordered, Concurrent monitoring
will be accomplished by the Unit Supervisor with
findings quarterly to the Nursing Facility
Committee. (See attached data collection tool,
calendar, and performance improvement plan for
Foley Catheter Care), On 8/12/13, enly six (6)
residents have indwelling catheters, All P1 indicators
were assessed by the CNO and found to be 100%
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; Urinary Catheters,” with a revision date of March
i 2011, revealed indwelling catheters should crily
| be used for clinical reascns and anly remain in

! place as long as necessary.

Resident #4 was observed on 07/01/13, at 3:15
PM lying in bed and an indwelling catheter was in ‘
place with amber colored urine nated in the
drainage bag. On 07/02/13 at 8:20 AM, 11:00
AM, and 2:30 PM, facility staff continued io utilize !
! an indwelling catheter for Resident #4. A skin i
assessment conducted with faciiity staff on
07/03/13, at 10:15 AM, revealed Resident #4 had i I
scar tissue on the cocoyx/buttock area. No skin “ ;
. breakdown was observed.

: Review of the medical record revezled the facility
readmitted Resident #4 on 02/20/13 with
diaghcses including Diabetes Mellitus,
Hypertension, Cangestive Heart Failure,
Coronary Artery Disease, and Pressure Ulcer.
Review of the significant change comprehansive
assessment (MDS) dated Q3/05/13, revealed the
| facility assessed Resident #4 to require totsl
assistance with toileting and required an
indwelling urinary catheter.

Areview of the Care Area Assessment (CAA)
dated 03/06/13 revealed the resident had an
indwelling catheter and received diuretics. The
CAA noted the physician would be contacted
regarding the removal of the indwelling catheter,
A review of the repert of the recommendations
revealed facility staff faxed a request to the
physician on 03/06/13 fo discontinua the use of
Resident #4's indwelling catheter. However,
there was no gvidence the physician had

‘ responded to the request or any evidence facility

|
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Cantinued From page 7

staff had feliowad up with the physician to obtain
a diagnosis or to discontinue the indwelling
catheter.

Interview with MDS Nurse #1 on 07/02/13, at
11:25 AM, revealed she had faxed the request to
discontinue the use of Resident #4's indwelling
catheter fo the resident's physician on 03/06/13.
The MDS Nurse stated sha did not follow up with
the physician to determine a diagnosis for the
indwelling catheter or to discontinue the use of
the catheter. MDS Nurse #1 statad the Unit
Coordinator (UC) was supposed o ensure there
was a diagnosis for the use of a Folay cathater;
however, the UC had been on medicai ieave
since February 2013,

Inferview with the Director of Nurses (DON) on
G7/03/13, at 4,30 PM, revealed she had reviewed
Resident #4's medical record and was sware the
resident had an indwelling catheter. The DON
stated she believed the resident had a diagnosis
for the use of the catheter, but was unabls to

i provide documentation of the diagnosis.

483.60(c} DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON

The drug regimen of each resident must be
reviewed at least once a month by a licensed

pharmacist,

The pharmacist must report any irregularities to

! the attending physician, and the director of

nursing, and these reports must be acted upan.

F 315

F 428
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' This REQUIREMENT is not met as evidenced
by

Based on interview, record review, and review of
facility policy, it was determined the facility failed
to ensure that any irregularities/recommendations
i for Gradual Dose Reductions (GDRs) identified
by the consultant pharmacist were reporied to the
attending physician and the Director of Nursing
(DON) for four of ten sampled
residents{Residents #1, #2, #4, and #9).
Residents #1, #2, and #4 were prescribed
psychotropic medications on a routine basis.
However, there was no evidence the pharmacist
had reviewed the medication regimen for the use
of the psychotropic medications or that the
pharmacist had recommended a gradual dosage
reduction for these medications. In addition, the
! pharmacist had made recommendations for
Resident #9 during the months of Aprit 2013, May
2013, and June 2013 for lab {ests to he done;
however, there was no evidence these
i recommendations had been reported fo the
| resident’s physiclan.

| The findings include:

i

; Review of the facility policy entitisad "Medication

i Monitoring-Medication Regimen Review," (dated
May 2008} revealed the consultant pharmacist

! was respansible to conduct & comprehensive

! medication regimen review monthly to ensure the

! resident's drug regimen would be free of any

’ unnecassary medications and to ensure residents

| receiving any antipsychotic medication weuld

’ have a gradual dose reduction and behavioral

¢ interventions to discontinue the antipsychotic

ensure that physicians are made aware of
Pharmacist recommendations and follow-up is
conducted timely. A notebook has heen
developed and the Pharmacists are now placing
the Medication Regimen Reviews in this
notebook instead of in the residents’ charts, The
Unit Supervisor will be responsible for checking
the book for the addition of new
recommendations every Friday. In the absence of
the Unit Supervisor, the book will be reviewed by
the MDS Coordinator or the CNO. Physician
netification will be accomplished by the nurse
checking the book or the Chief Pharmacist to
ensure response to recommendations timely,

For the month of July, all residents will be
assessed for use of antipsychotics and the need
for gradual dose reductions, with subsequent
recommendations made to physicians of the
residents. This was completed by July 31, 2013,
(See attached sample of Drug Regimen Reviews
with recommendations for gradual dose
reductions}, Eleven {11) residents were assessed
for a gradual dose reduction in July. Nine (9)
gradual dose reductions were attempted. The
Chief Pharmacist contacted two (2) physicians on
8/12/13 due to a lack of response.

On 7/02/13, the MDS Coordinator rotified
physician of Resident # 1 to ¢btain orders for a
reduction in Risperdal upon resident’s retumn to
facility. Orders were obtained for the reduction
and the medication was discontinued on
08/02/13. (See aitached computer generated
order). :

F428 Continued on page 10
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medication. The policy revealed the findings and
recommendations of the medication review would
be reported to the Director of Nurses and to the
attending physician. The policy also revealed the
recommendations would be acted upon and
documented by the facility staff and/or the
prescriber.

1. Review of the medical record revealed the
facility admitted Resident#1 on 04/13/12 with
diagnoses of Anemia, Dementia without behavior,
Schizophrenia, and Diabetes Mellitus. The
resident was admitted with physician's orders for
Risperdal {antipsychotic medication) 1 mg to be
administered on a daily basis.

Resident #1 was cbserved on 07/01/13, at 3:10
PM to be lying in bed, facing the door. The
resident was observed to require the use of 2
trachsostomy and a gastrostomy tube feeding
and was nonresponsive to verbal stimull.

Review of the annual comprehensive assessment
{MDS) dated 05/30/13 revealed Resident #1 was
assessed to have no mocd/behavior indicators
during the assessment reference period and no
symptoms of psychosis.

‘ Review of the Cars Area Assessment (CAA) for
| psychotropic medications, dated 06/05/13,

revegled RN #1 had completed portions of the
MDS and had documented on a care plan
recommendation form that there were "no
behaviors documented for use or no
documentation to justify the medication
[Risperdal] use” for Resident #1. Continued
review of documentation reveeled RN #1
requested a gradual dose reduction or possible

Resident # 2’s Drug Regimen Review was
completed by the Pharmacist on 7/16/13 and
faxed (o the physician requesting a decrease in

* the Klonopin and Trazodone. The physician
responded to the recommendations 7/19/13 with
orders to decrease the Klonapin but continue the
: Trazodone as prescribed (See attached Drug

F Regimen Review Form for Resident # 2).

Om 7/16/13, the Pharmacist conducted Resident #
4’s monthly drug regimen review.
Recommendations were faxed to the physician
and the physician responded the same day with
orders to decrease the Seroquel per Pharmacist

{ recommendation (See attached Drag regimen

i Review Sheet for Resident # 4).

! On 7/22/13, Resident # 9's Drug Regimen

: Review was completed by the Pharmacist and
faxed to the physician with recommendations to
decrease Seroquel. The physician responded on
7/22/13 with orders to taper the Seroquel
dosages. (See attached Drug Regimen Review
and Laboratery Reports for Resident # 6).

i As of 7/31/13, 23 resident medication regimen

: reviews were conducted for the menth of July by
the two (2) Pharmacists, There were 11 residents
for gradual dose reductions. Nine (9} of the
eleven {1 1) were accepted by the physician, Two
(2) physicians have been notified by the Chief
Pharmacist on 8/12/13 due to lack of response.

: F428 Continued on page 11
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discentinuation of the medication {Risperdal).

: Documentation on the recommendation revealed

the request was faxed to the resident's physician
on 08/05/13. However, there was no evidence

! the physician had responded to the request.

Further raview of the medical record revealed the
consultant pharmacist had conducted a monthly
medication regimen review for Resident #1 since

' the resident's admission to the facdiiity on

04/13/12. Review of the medication reviews
conducted from November 2012 through June
2013 provided no evidence the pharmacist had
identified the use of Risperdal for Resident #1
that had originally been ardered on 04/13/12 and
no evidence the pharmacist had recommendad a
dasage reduction for the medication.

Interview conducted with RN #1 on 07/02/13, at
3:35 PM, revealed she had completed the annual
MDS assessment. RN #1 stated she reviewed

| the resident's medications when conducting the
! assessment and identified the use of Risperdal

for Resident #1. RN #1 further siated she could
not determine any indicafion for the use of the
medication for Resident #1 because the resident
no longer exhibited behaviors due a decline in
physical condition and faxed the request to the
resident's physician on 06/05/13. RN #1 stated
tha resident's physician had been out of town for
approximately two weeks during that time and
she *forgat” to follow up on the request.

interview conductad with Registered Pharmacist
(RPh) #1 on 07/03/13, at 3:45 PM, revealed she
and anather pharmacist (RPh #2) were
responsible for cenducting the monthly
medication reviews for residents in the facility.
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The Nursing Performance Improvement Study
for Medication Use/Indication for Use was
revised on 7/11/13 to include indicators (o assess
for compliance with gradual dose reduction of
antipsychotics, evidence of Physician notification
of Pharmacist recommendations and Physician
response to recommendations, The Unit
Supervisor will conduct concurrent monitoring
and report findings to the CNO mouthly. The
CNO will report findings quarterly to the Nursing
Facility and Pharmacy and Therapeutics
Committee {See attached data collecticn tool,
calendar, and Performance Improvement plan).
Since July 11, 2013, the CNO has reviewed 21
restdent’s records for medication use/indications
for use for evidence of physician notification of
Pharmacist recommendations. As of 7/31/13, 14
of 21 responses had been received from
physicians. Seven (7) residents with no response
resulted in medication regimen reviews being
resubmitted to the physicizns by the Chief
Pharmacist. As of 8/12/13, 100% of
recommendations have evidence of physician
response.

The Pharmacy Performance Improvement {PI)
Plan was edited to include the Goal/Indicator
“Percentage of nursing home patients requiring
gradual dose reduction (GDR) attempts versus
number attempted”. The patient data information
form was edited to include the field “GDR Due”,
‘The PI data collection form was edited to include
“(GDR Request Date” and “GDR Completed
Date”. The results of this data collection will be
presented by the Chief Pharmacist quarterly to
the PI Committee, the Nursing Facility
Committee, and Pharmacy and Therapeutics
Committee. (See attached Pharmacy forms and Pi
plans}.

| 17428 continued on page 12
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F 428 | Continued From page 11

RPh #1 stated the pharmacists were responsible
fo conduct a review of the psychotropic
medications, to datermine the presence of a
supporting diagnosis, and to recommend a
gradual dosage reduction (GDR) when indicated
for these medications. According to RPh#1, RPh
#2 usually conducted the drug review for
Resident #1 and stated that RPh #2 was out of
town and not available for interview. RPh #1
stated no other recommendations had been
made regarding a GDR for Risperdal for Restdent
#1 except the one made by RN #1 on 06/05/13.
RPh #1 stated she could nat explain why there
had not been any other attempts to nofify the

i resident's physician of the recemmendations.

Interview conducted with the Director of Nurses

; (DON} on 07/03/13, at 4:30 PM, revealed she
received a copy of the pharmacy reviews
monthly, The DON stated the recommendations
were to be faxed to the physician by the
pharmacist and a copy of the rescemmendations
was to be placed in the resident's medical record.
The DON stated the physician should respond o
the recommendation within one week, but the
facility did not have a system in place fo follow up
on the faxed reports to ensure the physician
responded to the recommendaticns.

2. Review of the medical record revealed the
i facility admitted Resident #4 on 08/22/12 with
diagnoses of Diabetes Mellitus, Hypertension,
Congestive Heart Failure, Coronary Artery
Disease, and Psychosis. Review of the
physician's orders for July 2013 revealed the
physician prescribed 25 mg of Seroquel to be
administered dally at hedtima.

F 428 F428 continued from page 11

i with 100% compliance noted.

Monthly Drug Regimen Review findings will be
provided to the CNO at time of completion for
each resident. The resident data informaticn form
that is used by the Pharmacists has been edited to
include the date for which a gradual dose
reduction is due. This will serve as a reminder
each month of when to request the gradual dose
reduction. As of 7/31/13, 23 residents’
medication regimen reviews were completed by
the two (2) Pharmacists, with 11 requests {or
gradual dose reductiens. Nine (9)

] recormendations were acted upon. The Chief

i Pharmacist resubmitted gradual dose reduction
recommendations to two (2) physicians on
8/12/13. The physicians responded the same day
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| Review of the monthly medication regimen review

conducted from November 2012 fo June 2013
revealed the Registered Pharmacist (RPh)
conducted a monthly review of Resident #4's
medication. However, there was no evidence the
consultant pharmacist had evaluzted the use of
Seroquel for Rasident #4 and no
recommendations for a GDR noted in the manthly
reviews.

Intervisw conducted with RPh #1 on 07/03/13, at
3:45 PM, revealed RPh #1 was responsible for
conducting the monthly medication regimen
review for Resident #4. RPh #1 stated labs and
diagnosas had been the focus when the monthly

! reviews were conducted. The RPh stated she

had not identified that the Seroquel was
administered routinely to the resident and a GDR
had not been recemmended/attsmpted.

3. Reavisw of the medical record revealed the
facllity admitted Resident #9 on 07/09/08 with
diagnoses of Advanced Alzheimer's Disease,

; History of Cerebral Vascular Accident, and

Collagen Disease. Review of the July 2013
physician's orders revezled the physician
prascribed 50 mg of Seroguel to be administered
every morming and 100 mg of Seroquel to be
administered each evening to Resident #9.

A review of the medication regimen review dated
November 2012 to June 2013 revealed the
consultant pharmacist had conducted a monthly
review of Resident #9's medication. A review of
the medication review dated 04/23/13, revealad
the RPh reviewed the resident's medications and
lab test results. The RPh noted the lab results

! obtaired on 04/08/13 were below the normal
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i range and recommended a Complate Blood

| Count (CBC), including the White Blood Count

! {WBC), be monitored closely, and reported the

! abnormal test resuits could be a possible adverse
 drug reaction of Seroquel. However, thera was

! no evidence the recommendation had bean sent
10 the physician or to the Director of Nurses
(DCN) for further evaluation. Further record f
review revealed on 05/27/13, tha RPh ]
recommended & cholesterol panel be obtained, :
however, there was no evidence this |
recommendation had been sent te the physician
or the DON, In addition, the medication review i !
dated 06/24/13, revealed the RPh again identified |

Resident #9 was receiving Seroquel and 5
| recommended & lipid panel be obtained. There
i was no evidence the physician ar the DON had
heen notified of this recommendation.

Interview conducted with RPh #1 on 07/03/13, at
3:45 PM, revealed the recommendations are
faxed to the physician by the consultant
pharmacist and a copy of the recommendation is
then placed in the resident's medical record. The
i RPh stated the DON and the UC also receive a

i copy of the recommendation. RPh #1 stated the
UC was responsible to follow up with the

¢ physician for further orders, but the UC had baen
on medical lsave and no one had been
designated to follow up with the physician in the
UC's absence.

Interview with the DON on 07/03/13, af 4:30 PM,
revealed she was unable to confirm if the
physician had baen informed of the
recommeandations for Resident #9 on 04/09/13,
05/27113, and 06/24/13. The DON stated the

! physician should respend to the
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stated he facility did not have a system fo follow
up with the recommendations after they were
faxed to the physician.

4. Areview of the medical records revealed the
facility admitted Resident #2 on 09/04/12 with
diagnoses including Anxiety, Depression,
Diabetes, Damentia, and Alzheimer's. Review of

! Rasident #2's medical record revealed the

resident was admitted with physician's arders for
0.5 mg of Klonopin (anticonvulsant) at bedtime
and 100 mg of Trazodone (antidepressant} at
bedlime. Further review of the physician's orders
dated 05/08/13 (approximately eight months after
the Initial crders for the medications/dosages had
been prescribed) revealed the physician
continued to prescribe 0.25 mg of Klonopin two
times per day (for a total of 0.5 my per day) and

100 mg of Trazodone at bedtime for Resident #2,

A review of the monthly Drug Ragiman Reviews
{(November 2012 through June 2013} revealad no
evidence that 8 GDR of the Trazodone or the
Klonopin had been recommendad/attempted from
the time of Resident #2's admission (09/04/12)
through the time of the review (06/20/13} in an
attempt to decrease andior eliminate any adverse
side effects the resident could experience as a

| result of the medications.

An interview conducted on 07/03/13, at 3:08 PM,

; with Minimum Data Set (MDS} Coordinator #1
! revealed she was unaware of any attempts of
| GDR for Resident #2 since the resident’s

admission to the facility {09/04/12).

Registered Pharmacist (RPh) #1 acknowledged
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in an interview conducted on 07/03/13 at 3:43 PM
that a GDR had not been recommended ta
Resident #2's physician since the resident's
! admission to the facility on 09/04/12. RPh #1
! stated although the facility had two pharmacists,
she had conducted the monthly drug regimen
reviews of the medications prescribed for
Resident#2. The pharmagist stated
| recommendations for a GDR was not included in
| the pharmacist's audit process and she had not
been doing them. The Pharmacist stated, "We
are reviewing psychoactive medications that have
diagnosis but may not be documenting it." She

‘ went on ¢ say that she had not recommended

* any GDRs for Resident #2.
F 456 | 483.70{c)(2) ESSENTIAL EQUIPMENT, SAFE
55=p | OPERATING CONDITION

The facility must maintain ail essential
mechanical, electrical, and patient care
equipment in safe operating candition.

This REQUIREMENT is not met as evidenced
by

! Based on observation and interview the facility
failed to ensure equipment was in safe opsrating
condition, The refrigerator had a womn gasket in
the door resulting in an incomplete seat in the
refrigerator doar,

The findings include:

An interview conducted with the Dietary Director
07/03/13 at 3:50 PM, revealed the facility did not
have a specific policy cn maintenance of the
kitchen equipment. The Dietary Director also
stated the facility did not have a scheduled

refrigerator door. A work order was created on
7/19/13. The gasket was replaced on 7/26/13 (See
attached work order).

Discussion on 7/25/13 with the Maintenance
Department Secretary revealed that a semi-annual
Preventative Maintenance/ Equipment Check
Process is in place for equipment in the Dietary
Department {See attached Sample Work Orders/
Checklist),

| The Maintenance Department Director will

| ensure that preventative maintenance checks are
, completed as scheduled. Results of findings will
: be reparted bi-monthly to the Safety Committee
and quarterly to the Nursing Facility Committee
Megting by the Maintenance Department
Director.
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: maintenance pragram for the kitchen equipment.

i According to the "U.S. Food and Drug
| Administration" manual, dated 2009, Chapter 4,

"Proper maintenance of equipment to

manufacturer specification helps ensure that it will

continue fo operate as designed. Faiiure to
properly maintain equipment could lead fo
violations ¢f the associated requirements of the
Code that place the health of the consumer at
risk. For example, refrigeration units in disrepair
may no longer be capable of propery coacling or

: holding potentially hazardous (timeftemperature

control for safety) foods at safe temperatures.”

Observation of the reach-in refrigerator on
07/01/13 at 12:30 PM revealed a pool of watar on
the floor. Observation of the deor gasket (seal}
revealed the seal was worn and misshaped.
Observation of the tharmometer focated inslde
the refrigerator revealed an internal temperature

: of 38 degrees Fahrenheit.

Areview of the Health Department Inspaction
Report revealed the wern gasket on the dogr of
the refrigerator adjacent ta the tray line had been
cited during the last Health Department
inspecticn an 08/26/12 (approximately 13 months

i prior to the observation of the worn gasket

conducted on 07/01/13).

An interview with the Dietary Director on 07/03/13
at 1:35 PM revealed he had been employad by
the facility for approximately two months. The
Dietary Director stated at the time of his
employment he had been told the refrigerator had

! leaked for at least two months. The Dietary

Director stated the facility had been "irying" to
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‘ correct problem areas.
F 520 ’ 483.75(0){1) QAA
ss=£ | COMMITTEE-MEMBERS/MEET

| QUARTERLY/PLANS

i

|

| Afacility must maintain a quality assessment and
assurance committee cansisting of the director of
nursing services; a physician designated by the

facility; and at least 3 other mambers of the
facility's siaff,

The quality assessment and assurance
committee meets at feast quarterly tc identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require

! disclosure of the records of such committes
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

| Good faith sttempts by the cammittee to identify
and correct quality deficiencies will not be used as
a basis for sancticns.

This REQUIREMENT s not met as evidencad
by

Based on interview, record review, and facility
policy review, the facility failed to maintain a
quality assessment and assurance program to
identify quality deficiencies and to develop and

3

physician of Resident # 1 to obtain orders for a
reduction in Risperdal upon resident’s return to
facility. Orders were obtained for the reduction
and the medieation was discontinued on
08/02/13. (See attached computer generated
order).

Resident #2’s Drug Regimen Review was
completed by the Pharmacist on 7/16/13 and
faxed to the physician requesting a decrease in
the Klonopin and Trazodone. The physician
responded to the recommendaticns on 7/19/13
with orders to decrease the Klonopin but continue
the Trazodone as prescribed (See attached Drug
Regimen Review Form for Resident # 2),

Resident # 4°s Drug Regimen Review was
completed by the Pharmacist on 7/1/13 and faxed .
to the physician requesting a decrease in the
Ativan and Seroquel. The physician responded to
the recommendations the same day. (See attachad
Drug Regimen Review for Resident # 2).

By July 31, 2013 each resident in the facility had
received a Drug Regimen Review (23 completed)
by the two (2) Pharmacists. Eleven (11) residents
received recommendations for gradual dose
reductions. As of 7/31/13, nine (%) responses
have been obtained to proceed with gradual dose
reductions. Two (2) Physicians that did not
respond have been contacted by the Chief
Pharmacist on 8/12/13 with 100% compliance
noted with physician notification of
recommendations,

F520 Continued on page 19
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F 520 | Continued From page 18 F 500 | F920 continued from page 1§

implerment appropriate plans of action to correct

S ; S . i On 7/08/13, a new procedure was developed to
identified quality deficiencies. Review of the |

| ensure that physicians are made aware of

manthly medication regimen reviews conducted f Pharmacist recommendations and follow-up is
by the consultant pharmacists revealed the facility cenducted timely. A noteboak has been
failed to have a system in place to ensurs wi developed and the Pharmacists are now placing
psychotropic medications were evaluated and a the Medication Regimen Reviews in this
; gradual dose reduction {GOR) was notebook instead of in the residents” charts. The
" recommended &s indicated for three of the ten ; Unit Supervisor will be responsible for checking
: sampled residents (Residents #1, #2, and #4). ‘ | the book for the addition of new

- Refer to F428. ? recommendations every Friday, In the absence of
1 the Unit Supervisor, the book will be reviewed by
i The findings include: the MDS Coerdinator or the CNO. Physician

’ notification will be accomplished by the nurse

; checking the book if the physician has not

! already responded to the Pharmacy

recommendations,

Review of the facility policy entitled "2013

i Performance Improvement Plan,” revealed the

! Quality Assurance/Performance Improvament

| (QA/PH) compmittee would be responsibls to plan a
systematic, organization-wide approach to ¢
continuous quality improvement and te achieve f
an improvement in performance that would be

The QA/PT indicators for Medication Regimen
Reviews previously focused on completion of the
Drug Regimen Review and not content or
physician response to recommendations.

sustained and incerporated into daily practice, ; Indicators have been added to address for
The palicy ideritified medication use would be an recommendations for gradual dose reductions and
area to be monitored through the QA/P! program. j physician notification and response to

recommendations, Concurrent monitoring will be
accomplished by the Unit Supervisor, CNO, or

Review of the monthly medication regimen

i
. reviews dated Navember 2012 through June MDS Coordinator, Results of findings will be

: 2013 conducted by the consultant Registered | reported to the CNO monthly for quarterly

| Pharmacists, RPh #1 and RFh #2, for Residents reporting to the Nursing Facility Committee. (See
P #1, #2, and #4 revealed there was no evidence | attached Medication Use/Indications for Use

I the pharmacist had igentified the routine use of ! Performance fmprovement Study). As of 7/31/13,

23 residents have been reviewed by the CNO. As

of 8/12/13, residents (100%) have evidence of

! physician response o recommendations, ning (9)

} of eleven (11) resident recommendations for

\ gradual dose reductions have been received. Two

: (%) physicians were notified on 8/12/13 by the

Chief Pharmacist due to no response to gradual

dose reduction recommendations and responses
were obtained for 100% compliance.

psychotropic medications for these residents. In |
i addition, there was no evidence the pharmacist i
had made recommendations for GDR for the use ‘
of the psychotfropic medications from November
2012 through June 2013,

3:45 PM, confirmed tha monthly medication

]
Interview conducted with RP?h #1 on 07/03/13, at i
|
i

I
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| regimen had not consisted of a review of the
psychotrepic medications for resident use. In
addition, the RPh confirmed recommendations for
a GDR of the psychotropic medications for
Residents #1, #2, and #4 had not been :
completed from November 2012 through June i
2013. The RPh stated the medication reviews

i had focused primarily on diagnoses and lab tests.
| RPh #1 stated she did attend the QA/PI
committee meetings and routinely reported the
monthly reviews had been conducted for each
resident, but the report did not consist of a review
of the psychotropic drug use.

Interview conducted with the Director of Nurses
{DCN) on 07/03/13, at 4:30 PM, revealed she
was the QA/P] Coordinaier. The DON stated 30
medical records were reviewed each quarter to
ensure the manthly megdicaiion reviews had been
conducted and the pharmacy recommendations
had been sent to the physician. However, the
DON stated the QA/PI committee had not
monitorad for the use of psychotropic
medications and/or recommendations for GCR.
The DON cenfirmed the pharmacy did not
routinely report to the QA/P! committee
conceming psychotropic medications and GDR
recommendations/attempts.
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K 000 | INITIAL COMMENTS K018 | On 7/19/13, a walk thru inspection of the unit 8/15/13
' was conducted by the Maintenance Department
i Director and CNO, Six (6) rooms were identified
CFR: 42 CFR §483.70 (a) ! ic have over-the-doer isclation storage bins that
i could potentially impact compliance with LSC
BUILDING: 01 Standards. Three (3) rooms also had wreath
holders that could potentially impact door
PLAN APPROVAL; 1988 . closure/latching and compliance with LSC
! ' Standards. All storage bins and wreath hangers
§ SURVEY UNDER: 2000 Existing i dw;gfsreposuioned to allow closure latching of the
CEACILITY TYPE: SNE/NF i The wreath holder on Room 103 had been
i removed.
; TYPE OF STRUCTURE: One story, Type 1 {322) The Maintenance Department Director has
; . i purchased hangers to be bolted to the front side
| SMOKE COMPARTMENTS: 3 f of each resident room door. These hangers will
be used to secure wreath holders and isolatien
i COMPLETE SUPERVISED AUTOMATIC FIRE : storage bins. This will aliow for correct
ALARM SYSTEM placement and compliance with LSC Standards,
FULLY SPRINKLED (WET SYSTEM) Waik-thro inspection will be done weekly by the
Maintenance Department Director using the
EMERGENCY POWER; Type |l diesel generafor Environmental Rounds Checklist developed on
7/23/13. Areas to he assessed are to ensure that
A life safety code survey was initiated and the hangers are being used correctly and that
cancluded on 07/01/13, for compliance with Titie isqlation storage bins and wreath }Eelders are not
42, Code of Federal Regulations, §483.70 (a). being hung over the doors preventing the dQOYS
The facility was found net to be in compliance from closing complstely. Results of inspections
with NFPA 101 Life Safety Code, 2000 Editicn. will be reported by the Maintenance Department
Director bi-monthly to the Safety Committee and
Deficiancies were citad with the highest querterly to the Nursing Facility Committee.
| doficioncy idenified at " level for comecive sioms 0 e detenmined by e
K018 | NFPA 101 LIFE SAFETY CODE STANDARD : ahove committees.
§8=F i
i Doors protecting corridor openings in other than |
! raquired enclosures of vertical openings, exits, or 1
hazardous areas are substantial doors, such as F
those constructed of 134 inch sclid-bonded core :
F wood, or capable of resisting fire for at least 20 &
minutes. Doors in sprinklered buildings are only : ;
f L
TITLE {X8) DATE

§/3/i3

Any deficiency statement ending wit@n asterisk (*) denotes a deficiency which the instiiution may be excused fronﬁorrecting provio%g iti déémined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosabie 80 days
following the date of survey whether or not a plan of correction is pravided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date thesse documents are made available to the facllity, If deficlencies are cited, an approved plan of correction is requisite to continued

program participation.
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K 018 | Continued From page 1 K018

! reguired to resist the passage of smoke. There is ;
no impediment fo the closing of the doors. Doers E
|
1

are provided with a means suitable for keeping
! the door closed. Dutch doors meeting 19.3.6.3.6
i are permitted.  19.3.8.3

| Roller latches are prohibited by CMS regulations ,
l'in all health care facilities.

¢

i This STANDARD s not met as evidenced by: ! i
' Based on observation and interview, tha facility
{ failed to ensure that corridor doors were i ‘
i maintained according to NFPA standards. This ]
i deficient practice affected one of three smoke ! !
compartments, staff, and nineteen residents, The
[ facility has the capacity for 23 beds with a census
i of 19 on the day of the survey.

The findings include:

During the Life Safety Code tour on 07/01/13 at
t12:30 PM with the secretary in the Mainienance

; Department, a corridor door to resident room 103
would net close and latch due to a wreath holder
over the door. Corridor doors must be able to
close and latch to help resist the passage of
fira/smoke in a fire situation. The Director of
Maintenance was away from the facility at the ‘
time of the survey. An interview with the i
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K 018} Continued From page 2 ; K018

secratary on 07/01/13 at 12:30 PM revealed she

© was not aware the door would nof closs and latch
i due to the decoration hanging on the door. In
addition, during the survey the door fo resident
room 101 was observed nat to close and laich
due to a precautionary medical storage unii

| hanging over the doorway.

The findings were revealed to the Administrator
upon exit.

i
i
i
i
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