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antibiotic on 03/22/13 through 04/14/13
twenty-four (24) of the twenty-eight (28) days as
ordered by the physician. On 04/15/13, the
resident developed a mental status change and
was transterrad to the hospital and admitted with
an impresslon of Toxic Metabolic Encephalopathy
secondary to gram-positive cocci Septicemia with
Bacteremia, fikely a recurrence of underlying
MSSA Sepsis. The resident did not return to the
facility, but was transferred to another local Long
Term Care facility and expired on 05/02/13.

Additional deficiencies were cited as a result of
the standard survey at F323, F428, and F431 ata
scope and severity of an "E". The Life Safety
Code survey was conducted on 07/23/13 with the
highest scope and severity of an “E".

The facillty provided an acceptable Allegation of
Compliance on 08/02/13 and the Immediate
Jeopardy was determined to be removed on
08/02/13 as alleged, prior to exit on 08/02/13. 42
CFR 483.20 Resident Assessment (F281), and
42 CFR 483.75 Administration (F490, F514, and
F520) scope and severity was lowered to a "E"
and 42 CFR 483.25 Quality of Care (F333) scope
and severity was lowered to a "D" while the facility
continues to implement and monitor quality
assurance measures,

483.20(k)(3)()) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

F 000

1. Resident #1, #3, # 16, # 29 # 31, # 35, and‘H were
identificd as being affected by the identified issuc:

The residents were addressed as follows:

Fa81) Resident #1 was discharged from the facility to the
hospital on 4-15-13 and did not retarn.

« Resident #3 - a clarification order was obtained
from the attending physician signed on 7-24-2013.
Resident #3 had received the Lovenox per the
physician order as indicated on the medication )
administration record. The facility disagrees that this
is a breach of professional standard by the nurse
involved. Physician's Order was signed on
8/5/2013,
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« Resident #16 - attending physician signed‘ the onfiet
F 281 | Continued From page 2 F 281 |for Levaquin on 7-9-2013. Resident #16 did receive

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
nursing standards of practice and the facility's
policy, it was determined the facility failed to have
an effective system to ensure services provided
met professional standards of quality related to
physician orders. Interview and record review
revealed licensed staff were not ensuring
physiclan orders were reviewed and validated for
accuracy for six (8) of thirty-eight (38) sampled
residents. {Resident #1, #3, #16, #29, #31 and
#35) and one (1) of the eight (8) unsampled
residents (Unsampled Resident H).

On 03/22/13 the facillty admitted Resident #1 with
an order for Cefazolin (an antibiotic) two (2)
grams to be administered daily intravenously (IV)
for twenty-eight (28} days for a hip and elbow
Infection. The admitting Licensed Practical Nurse
(LPN) #3 altered the physician's order by adding
to the directions to adminlster the antibiotic "after
HD on HD", (after hemodialysis on hemodialysis
days). This order was never verified with the
resident's physician; the dialysis center was not
aware of the antibiotic therapy; and, the facility
staff failed to transcribe the arder to the
Medicatlon Administration Record to ensure
medication administration occurred. Record
review revealed no documented evidence
Resident #1 received the antibiotic on 03/22/13
through 04/14/13, twenty-four (24) of the
twenty-elght (28) days as ordered by the
physician. On 04/15/13, the resident developed a
mental status change and was transferred to the
haspital and admitted with an impression of Toxic
Metabolic Encephalopathy secondary to

gram-positive cocci Septicemia with Bacteremia,

likely a recurrence of underlying MSSA Sepsis.

the medication under physician order after hospital
discharge. The facility disagrees that this is breach o
professional standard by the nurse involved.

« Resident #29 - an order for Lasix 20mg was
obtained from the nurse practitioner on 7-15-2013.
The facility disagrees that this is a breach of
professional standard by the nurse involved.

« Resident #31 — 40 mg Lasix order reviewed by
physician on 7/26/2013. EMAR corrected on
7/16/2013 i

+ Resident #35 - a clarificalion order was obtained
ot 7-29-2013 to \correct the administration record.
The facility disagrees that this is a breach of
professional standard by the nurse involved.

+ Resident #H was addressed on 4-22-13 by floor
RN that completed the transcription of the order for
Melatonin. The facility disagrecs that this is a
breach of professional standard by the nurse
involved. Tucident report made on 4-22-2013 and
Physician notified on 4/22/2013

2. To identify other residents that might be affected
the Quality Assurance Consultanis, under
recommendation of the Quality Assurance
Conmittee (DON, ADON, Administrator, ANC),
completed a chart review, between 7/1/2013 a.nd
713172013, that included review of current residents
physician orders and medication administratipn
records. For 100% of residents, Nursing Reviews
also included a review of cutrent residents’
physician orders and medication administration
records as documented from the original phiysician
order soutce were completed 7/1/2013 through
7/25/2013. These were completed by the Director
of Nursing (DON), Assistant Director of Nursing
(ADON), Administrative Nurse Consultan.t ]
(ANC), and Nursing Consultants on all existing
residents® orders, new orders, and new admissions’
orders. Al transcription orders were reviewed by
DON, ADON, and ANC on 7/25/2013.
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3. In-services conducted af the Tacility:

F 281| Continued From page 3 . F 281 a. In-services were conducted from 7/2/13 through
The resident did not return to the facility, but was 7/25/13. The iu-services were conducted by the
transferred to another local Long Term Care ADON, the Quality Consultants , and the Nursing
facliity and expired on 05/02/13. House Supcwisarlltmdsr df};}c dx{fﬁuorx‘lszg Igglc\;c'l;l;e

in-services were attended by all ficel ¥
- . . : ister : included hasis
(ADON). mrare Aocitan Director of Nursing o verBeation ofoxdes with he stending physican
(ADON), wrote an order for Resident #3 on the transeribed accurately per the original order source
pljysxman ord:er sheet lo receive Lovenmg dally and the entering of orders into the facility EMAR
without direction from the attending physiclan for system correctly, and that the pharmacy notification
the frequency of the Lovenox. protocol be followed. A question and answer period
was incorporated in each in-service session fo assure
LPN #8 transcribed an order, for Levaquin 500 comprehension of education é’*‘ets‘z‘?‘ff*-emws for all
milligrams (mg) every day for ten (10) days from b. Consulting phaimacy conducted in-serv
i i i Licensed Practical Nurses, Registered Nurses, and
the emergency room infarmation .for Res’de.m Agency Nurses beginning on 7/26/13 through 8/1/13
#16, without verifying the order with the resident's These in-services inchuded instruction on
physician. professional standards of practice re[atpc} to .
transcription of physician orde1§, p%lysu:;an order
The ADON wrote a physician's order on the transcription process, communication to pharmacy,
physician order sheet for Lasix 20 mg for medication error process, and rc-;erxf‘ gatlgnl?f
Resident #29 without an order from the physician Oédcf‘s_":“’t,‘hi i‘i‘l\i Sﬁf:t;:::;‘t‘;m";i P
; . i administratio ds.
and did not have the physician sign the order, period was incorporated in each in-service sess(iion
i ; A to assure comprehension of cducation presented,
LPN #2 transcribed a duplicated medication order ¢. The Oﬁmtafm process and checklist for newly
for Lasix 40 mg that caused a double dose of the hired licensed nurses was revised by the Director of
medication to be given three times to Resident Nursing, the Assistant Director of Nursing, and the
#31 before It was identified and there was no Administeative Nursing Consultant on 7f12/2913. .
evidence the physician had been notified of the Th; oﬂentatgn; plt‘fceéi Z;fy Cﬁ:‘;ﬁfﬁ;‘zﬁégm‘g:e
i and approved by the 7
duplicated error, (DON, ADON, Administrator, ANC) on 7/12/13.
i : The Assistant Director of Nursing conducts the new
LPN '#.14 falied to accura?eiy transcribe a hire orientation for licensed nurses. The Assistant
physician's order for Resident #35 onto the Director of Nursing was trained on the orientation
EMAR for Vitamin B-12. The physician's order process and checklist by the Administrative
should have read Vitamin B-12 1000 microgram’ Nursing Consultants on 7/12/2013. Agency Nurse
{mcg) orally to be given every day. However, it orientation process wa.s_devclopedl bytthe DON,
was written as Vitamin B-12 250 mcg orally every ADON{?N? 3“;“;;‘;%5:“5&?:; Nesurance
day. A clarification order was not obtained until Z:’él/} fgm;“(lfg% ADON, Administiator, ANC)
07/229/1 :‘.))’ thirty-four (34) .days after ?he on 7/1/2013. The orientation process was conducte
medication was entered Incorrectly into the EMAR by the ADON to ncw agency nurses on 7/1/2013
computer system. and 7/2/2013, prior to nurscs beginning work
assignments.
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. 4. The facility has implemented the following
F 281 | Continued From page 4 E 281 linterventions to monitor the corrective action to
Unsampled Resident H had an order for ensure that performance is sustained as follows:
Melatonin which was no i
rocidonte Mo dicati?) > g(;ni"laf‘stc”t‘?ed g” the Quality Assurauce Committee (DON, ADON, -
(MAR) and Resid ministration Record Administrator, ANC) monitored and reviewed the
p } and Resident H did not receive the process for new hires on 7/22/2013 and will continue
medication for faur (4) days. to assess and make revisions as necessary to ensure

offectiveness of the allegation of compliance.
Quality Assurance Conumittec (DON, ADON,
Administrator, ANC) monitored and reviewed the
process for new agency hires on 7/1/2013 and will

The facility's failure to have an effective system in
place to ensure setvices provided met

rofessional standards
g likely o cause a A Of_ pf ac“ge has, Ca“§ed or continue to assess and make revisions as necessary
serious injury, harm, impairment to ensure effectivencss of the allegation of
or dggth to a resident. Immediate Jeopardy was compliance.
identified on 07/24/13 and determined to exist on The Director of Nursing, Assistant Director of
03/22/13. Nursing, Administrative Nurse Consultants, and

other professional Consultants s will conduct daily
revicws of new admissions and daily orders to

The facllity provided an acceptable Allegation of 4 . :
monitor that the transeription process is performed

Compliance on 08/02/13 and the Immediate hi i '
Jeopardy was dstermined to be removed on acc}wﬁclyﬁ;ﬁ ;;0?; oy Assumczpt‘ocesi “[:as
08/02/13 as alleged, prior to exit. Th Ouality Ax B mities (DON, ADON,

" ged, p h “QX' - 1he scope and Quality Assurance Committee (DON, ADON,
severity was lowered to a "E" while the facility Administrator, ANC). DON is submitting all
continues to Implement and monitor quality revicws to the Quality Asswrance Commiitee
assurance measures. (DON, ADON, Administrator, ANC) weekly for

review to ensure effectiveness of the allegation of

compliance.
Also the Quality Assurance Comumittee (included
Medical Director, DON, ADON, Administrator,

The findings include:

A review of the Kentucky Board of Nursing, i :

Advisory Opin ion Statement, (AOS) #14 Patient %?qi)fén ?;/gn 7tfhl§ f%lio ;N 1%?1 :?,a;ﬁé?gf’zzzi,;% ™
Care Orders, revised 02/2005, #5 revealed a 7/25, and 7129 to assess reviews and make

nurse was obligated to not change an order of a recommendations. These reviews were assessed by
physician/provider without the the Quality Assurance Committee (DON, ADON,

Administrator, ANC) and will continue to be

physician/provider's order to do so, Review of the ! ) .
monitored to ensure cffectiveness of the allegation

Scope of Practice Determination Guidelines,

: . of compliance.
;?J ;z:g 3?;2‘3Og‘;i;s:l;deggxi?:t;;%?ig?‘ The Diz’gctm' of I:Jm‘sing will make a monthly
medicatio t ; report of the audits to the {ull Quality Assurance
cation or rgatm ent as authorized by a Committee for assessment and recommendation,
physician, physician assistant, dentist, or The audit schedule will be continued until revised
advanced practice registered nurse and as by the Quality Assurance Committce.

further authorized or limited by the board which is The Administrator will be responsible to assure
that the compliance plan is monitored by the

consistent with the National Federation of
Licensed Practical ; Quality Assurance Committee, Administrator
! Nurses or with standards of will be responsible for monitoring to ensure
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F 281

Continued From page 5

practice established by nationally accepted
organizations of licensed practical nurses.

Review of the facility's policy regarding
Medication Orders, not dated, revealed
medications are administered only upon the clear,
complete and signed order of a person lawfully
authorized to prescribe. Elements of the
medication order include the name of the
medication, strength of the medication, time or
frequency of administration, route of
administration, quantity or duration of therapy and
diagnosis or indication for use.

1. Review of Resident #1's closed clinical record
revealed the facility admitted the resident on
03/22/13 with diagnoses of Sepsis (Methicillin
Sensitive Staphylococcus Aureus MSSA),
Bilateral Infected Hip Prosthesis, Hypertension,
Coronary Artery Disease, Spinal Stenosis, Low
Back Pain, Urinary Incontinence, Left Hip Pain,
Status Post Left Hip Replacement, Infection of
Olecranon Bursa (back of the elbow) and Acute
Kidney Injury. Review of the Discharge
Summary, dated 03/22/13, reveaied Residant #1
was to receive Cefazolin two (2) grams
intravenously (1V) for twenty-eight (28) days.

Further review of the Physician Orders, dated
03/22/13, revealed Licensed Practical Nurse
(LPN) #3 documented Resident #1 was to receive
Cefazolin two (2) grams intravenously daily after
hemodialysis (HD) on HD days. LPN #3 then
signed on the reviewed line that she had called
the Physician to verify the orders.

Interview with LPN #3, on 07/02/13 at 3:56 PM,
revealed she transcribed the orders from the
discharge summary onto the physlician's order

F 281 | ensure effectiveness of the compliance plan.

The Quality Assurance Committee will review
required audits and supportive documentation to
ensure the effectiveness of the compliance plan and
make revisions as necessary on an ongoing basis

5. Completed by: 8-28-2013
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sheet, She stated she changed the order to read
after dialysis on dialysis days as this was the
usual routing so the antiblotic did not get flushed
from the system. LPN #3 further stated she did
not verify the order because she did not want to
call the physician at 2:00 AM. She further stated
she did not transcribe the order onto the
Medication Administration Record (MAR).
Further interview with LPN #3 revealed she did
sign the order to indicate it was verified with the
physician even though she did not call the
physician to receive verification of the orders she
wrote. LPN #3 stated she should not have
changed the order without a physician's order to
do so.

Interview with LPN #1, on 07/01/13 at 1:13 PM,
revealed she could not remember working on
Resident #1's admission. LPN #1 did not
remember putting the orders Into the computer
and further did not remember working on the unit.

Interview with LPN #4, on 07/05/13 at 11:50 AM,
revealed she would not add 1o an order on the
Physician Order Sheet, uniess directed by a
physician. LPN #4 stated it was not her scope of
practice to add to the order that a physician had
given her. She stated she would call and verify
the order with the doctor and sign the physician‘s
order statement (POS) indicating that the order
had been verified,

interview with the House Leader LPN #2, on
07/05/13 at 12:19 PM, revealed she was not
teaching the nursing staff to add (on HD after HD)
to the orders. The House Leader stated it was
above the nurses scope of practice to add to an
order that the doctor did not give her.

if cantinuation sheet Page 7 of 74
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Interview with the Assistant Director of Nursing

(ADON), on 07/05/13 at 1:10 PM, revealed the
orders were not accurate since the order had
been changed without physician clarification.

Interview with the Director of Nursing (DON}, on
07/02/13 at 4:50 PM, revealed the facitity had
identified transcription of medications as a
concern when the medication error was
discovered for Resident #1 and was it was being
investigated. She stated the nurses had to ensure
the orders validated what was in the com puter,

Interview with Physiclan #1, on 07/05/13 at 1:35
PM, revealed he did not remember instructing the
nhurse to give Resident #1's antibiotic on
hemaodialysis days after the hemodialysls
treatment. He further stated nurses should not
add to the orders. :

2. Review of the clinical record for Resident #31
revealed the resident was readmitted to the

facility on 07/02/13 with diagnoses of End Stage
Chronic Obstructive Pulmonary Disease {COPD)
and Congeslive Heart Failure {CHF).

Review of the readmission physician order sheet
(POS), dated 07/02/13, revealed Resident #31
had an order for Lasix (a drug used to remove
extra fluid), 40 milligrams by mouth daily. Further
review of Resident #31's physician orders
revealed a telephone order, dated 0712/13, to
increase Lasix to 40 milligrams daily and to add |
Lasix 20 milligrams by mouth daily for three (3)
days,

Review of the Electronic Medication
Administration Record (EMAR) revealed the Lasix

40 milligram order was on the EMAR twice (a
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duplicated order) and the duplicated Lasix 40 '
milligrams was documented as having been given
twice on 07/13/13, 07/14/13, once on 07/15/13
and then twice on 07/16/13 for a total of 80 mg
each day.

Review of the notes attached to the EMAR
revealed the Certifled Medication Technician
(CMT) administered the routine 40 mg dose of
Lasix and held the duplicated dose on 07/15/13
as the CMT assigned to administer those
medications had recognized the duplicated order.
However, continued review of the EMAR revealed
the resident received another 80 mg dose on
07/16/13, even though the CMT had noted it was
a duplicate order.

Attemnpt to interview Resident #31's physician, on
08/01/13 at 10:50 AM, revealed she was on
vacation and unavailable,

Interview with Licensed Practical Nurse (LPN) #9,
on 08/01/13 at 11:00 AM, revealed she could not
locate a medication errar incident report for the
three (3) doses of 80 mg of Lasix Resident #31
received in the computerized nurses notes and
she did not find any evidence the resident's
physiclan was informed.

Interview with CMT #15, on 08/01/13 at 11:30
AM, revealed she did recognize the duplicate
order of Lasix for Resident #31, but as a CMT,
she was not authorized to correct the order in the
EMAR or to complete a medication error incident
report. She stated she did tell the nurse on duty
on 07/15/13 when she recognized the etror but
she did not remember who the nurse was and
she did not document what she did.
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interview with LPN #2, on 08/01/13 at 3:40 PM,
revealed she was the nurse who transcribed the
duplicate order of Lasix onto Resident #31's
EMAR, but she did not realize it was a duplicate
order at that time. She stated she should have
discontinued the 07/02/13 order for Lasix 40
milligrams when she entered the 07/12/13 order
for Lasix 40 milligrams.

Interview with the Assistant Director of Nursing
(ADON), on 08/01/13 at 1:45 PM, revealed she
recognized the duplicate order for Lasix 40
mitligrams for Resident #31 on 07/15/13 after the
duplicate dose had been given and she
completed a medication error repott. She
presented the report with no indication the
physician was informed and no date of
completion. She indicated she did not follow-up
with the CMT or nurses involved, but passed that
responsibility on to the nurse House Leader who
no longer worked at the facility.

3. Record review revealed the facility admitted
Resident #35, on 06/24/13 with the diaghoses of
Dementia with Behavior, Ostecarthritis, Anxlely,
Gastric Reflux, Vitamin B-12 Deficiency, and
Coronary Heart Disease. Review of the
admission orders revealed the physlcian ordered
Vitamin B-12 1000 microgram (mcg) orally to be
given every day. However, review of the EMAR
revealed the order was entered, on 06/256/13, by
the facility as Vitamin B-12 250 mcg orally every
day. The resident received the 250 mcg every
day. A clarification order was not obtained until
07/29/13, thirty-four (34} days after the
medication was entered incorrectly into the EMAR
computar system.

Interview with Licensed Practical Nurse (LPN})
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#14, on 08/01/13 at 3:40 PM, revealed she did
remember completing the admission for Rasident
#35, but did not remember the resident's ordered
Vitamin B-12 dosage. The LPN revealed no one
had toid her of an order entry error, or questioned
the admission orders.

Interview with Physician #2, on 08/01/13 at 3;16
PM, revealed the facillty entering the wrong
dosage was not a significant error that would
have hurt the resident, but was definitely wrong
and a transcription error. The physician revealed
he was not notified by the facility of the error.

Interview with ADON, on 08/01/13 at 3:05 PM,
revealed Resident #35's medication error was
discovered with the audits that were taking place
in the building on 07/01/13 to 07/05/13. The
ADON revealed she did complete the clarification
order. However, the ADON revealed she did not
complete an incident report or complete an
investigation as to why the error occurred.

4. Review of the clinical record for Resident #29
revealed the facility admitted the resident on
06/28/13 with diagnoses of Chronic Obstructive
Pulmonary Disease (COPD) and Hypettension
(HTN). On admission the resident had a
physician order for Lasix 20 mg every morning.
On 07/14/13 the physician ordered to increase
Lasix to 40 mg daily for five (5) days for edema.
On 07/15/13 the ADON clarified the order. The
order was not signed by the physician from
07115/13 to 08/02/13 {21 days).

Interview with the ADON, on 07/25/13 at 2:20 PM,
revealed she had written the order to be signed
on the physiclan's next visit. Although the EMAR
was correct and the resident received the
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appropriate amount of Lasix, there was no order
signed by the physiclan.

Interview with the DON, on 07/25/13 at 2:40 PM,
revealed she did not know the ADON was wriling
orders without legal authorization 1o do so. She
further reveaied she was not aware the resident
received additional Lasix without a signed
physician's order.

5. Review of the clinical record for Resident #3
revealed the facllity admitted the resident on
06/27/13 with the diagnosis of Septicemia related
to his/her dialysis catheter, End Stage Renal
Disease resulting in hemodialysis, Peripheral
Vascular Disease, Thrombocytopenia, Diabetes,
Atrial Fibrillation, Hepatitis C, Hypertension,
Degenerative Disc Disease, and Anemia.

Review of the Admisslon orders, dated 06/27/13,
revealed an order for Lovenox 30 mg
subcutaneously for Deep Vein Thrombosis (DVT)
prophylaxis. There was no frequency {how often
the drug should be given) included in the
admission order. Review of the Electronic
Medication Administration Record (EMAR)
revealed an 07/24/13 the order was placed in the
electronic system to be given dalily despite no
physician's orders or an order clarifying the
medication. Further review of the resident's
medical record revealed an order clarification for
Lovenox 30 mg subcutaneously daily was written
on 07/24/13 at 9:00 PM. The clatification order
did not indicate which physician gave the order,
ot how the order was obtained, The order sheet
was marked as being faxed to pharmacy.

Telephone interview with Physician #5, on
07/25/13 at 10:10 AM, revealed he did not receive
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a phone call from the faclility to verify the
resident's order for Lavenox, or any other order.

Interview with the Advanced Practice Registered
Nurse (APRN), on 07/25/13 at 10:39 AM,
revealed she was not asked by any member of
the facility staff to clarify any orders for the
resident and did not write any orders for the
resident the evening of 07/24/13.

Interview with the ADON, on 07/25/13 at 2:20 PM,
revealed the clarification order was written by her.
The ADON confirmed she did write the order
without obhtaining a physician's order, or from
anyone legally authorized to do so. The ADON
revealed she knew writing the order was outside
her scope of practice, but wanted to ensure
clarification was done. The ADON revealed she
thought she could just get the doctor to sign the
order for her when he came in the next day.

8. Record review for Resident #186, on 07/25/13,
revealed there was an order for Levaquin 500 mg
dally for ten (10) days written by a local hospital's
Emergency Room physician on 07/06/13. Review
of Resident #16's Electronic Medication
Administration Record (EMAR) revealed the order
was transcribed onto the resident's EMAR and
faxed to the pharmacy on 07/07/13. Further
review of Resident #16's EMAR revealed the
medication was administered to the resident for
two {2) days on 07/07/13 and 67/08/13, before
the attending physician was notified and the order
verified.

Interview with LPN #8, on 07/25/13 at 12:02 PM,
revealed she received Rasident #16 (a current
resident) from an Emergency Room (ER) visit at
a tocal hospital on 07/06/13. The ER physician
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{no name) wrote an order for Levaquin 500 mg
daily for ten (10) days for a diagnosis of
Pneumonia. She sent the order to the pharmacy
and added the medication to the resident's

EMAR; however, she did not validate the order
with the resident's attendIng physician. LPN #8
stated, she always writes the orders from the ER
pet the ER physician and she does not verify the
order with the attending physician. However,
review of the facility's policy revealed the nurse
who received the order was to verify the order
with the current attending physician before
medications were administered.,

Interview with LPN #9, on 07/25/13 at 11:40 AM,
revealed if she had received an order from a local
hospital she would call the attending physician for
approval of the orders,

Interview with the Director of Nursing (DON), on
07/25/13 at 11:15 AM, revealed the nurse
receiving the order from a local hospital should
call the primary care physician to obtain approval
for the medication ordered. There should have
been g clarification order from the primary care
physician for Resident #16.

7. Review of the closed record for Unsampled
Resident H revealed the resident was ordered to
receive Melatonin 3 milligrams (mg) at night (HS)
on 04/18/13. The Melatonin order was not placed
onto the Medication Administration Record {MAR)
until 04/22/13. Therefore, Resident H did not
receive his/her medication until four {4) days
{ater,

Review of the Medication Error Report revealed
the error was discovered through a chart audit
completed on 07/01/13 to 07/05/13; however, an
investigation was not completed as to what the
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root cause was for the medication not being
transcribed onto the MAR,

Interview with the Assistant Director of Nursing
(ADON), on 07/23/13 at 10:40 AM, revealed there
was no documented investigation report for the
medication error. The investigation report would
document who reported the incident, whom was
involved, notifications to the House Leader,
ADON, Director of Nursing (DON) with date and
time. In addition there was no follow-up provided
with the medication error.

Interview with the DON, on 07/23/13 at 10:01 AM,
revealed she did not complete an investigation
into Resident H's medication error. She stated
she thought the House Leader would of
completed one. The DON stated she did print out
Incident reports, but did not have one for
Resident H.

Review of the Acceptable Allegation of
Compliance (AOC) on 08/02/13, revealed the
facility took the following immediate actions:

1. Resident #1 was discharged to the hospital on
04H5/13 and did not retumn.

2. For the facility to identify other tesidents that
might be affected, the quality assurance
consultants, under recommendation of the Quality
Assurance Committee, completed a chart review
that verified care plan were updated,beginning
Q7/01/13 through 07/3113,

3. In-services were conducted from 07/02/13
through 07/25/13. The in-services included topics
of updating the care plan related to medication
orders were conducted by the ADON, the Quality
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Consuitant, and the Nursing House Supervisor
under the direction of DON. The in-services were
altended by all licensed practical nurses and
registered nurses.

4. The DON, ADON, Administrative Nurse
Consultant and other professional consultants
were conducling daily reviews of new admissions
and daily orders to monitor for accurate
processing of new orders and that care plans
were updated accordingly.

5. The DON was responsible for assuring the
daily review process of physician orders and care
plan updates as discussed were audited and
reported for weekly review by the Quality
Assurance Committee.

The State Sutvey Agency validated the AOC on
08/02/13 prior to exit as follows:

1. Record review revealed Reosident #1 had been
discharged on 04/15/13 and not scheduled to
return.

2. Record review revealed chart audits were
completed on 07/01/13 through 07/31/13 to
ensure nursing care plans for residents were up
to date. Interview with the DON, on 07/24/13 at
12:21 PM, revealed she reviewed the admission
and readmission's orders daily to include
physician orders and medication administration
records. Interview with the interim DON
{Consultant), on 07/26/13 at 12:30 PM, revealed
she had completed all chart audits from 07/01/13
to 07/31/13 by looking at physician orders and
medication administration records.

3. Record review revealed an in-service was

F 281
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provided by ADON and Quality Consuttant on
07/02/13 through 07/25/13, by review of the
content of the in-service and revisw of the
attendance logs for the in-service revealed all
nursing staff attended the inservice. Interviews
conducted on 08/02/13 with five (5) Licensed
Practical Nurses: LPN #4 at 4:55 PM, LPN #2 at
6:05 PM, LPN #13 at 5:45 PM, LPN #14 at 6:33
PM, LPN #15 at 6:33 PM, two (2) Registered
Nurses: RN #5 at 4:50 PM, and RN #4 at 5:57
PM, and three (3) Certified Medication
Technicians (CMT)'s; CMT #1 at 11:22 AM, CMT
#20 at 5:55 PM, and CMT #21 at 5:50 PM
revealed they were educated on standards of
practice, transcription process, communication to
pharmacy, medication error process, and
re-verification of arders in the EMAR system.
Interview with LPN #3 at 08/01/13 at 1:37 PM,
revealed she was educated on the transcription
process, standards of practice, communication
and ensuring re-veriflcation of orders in the
EMAR system. Interview with LPN #16 on
08/02/13 at 6:33 PM, revealed she was alsc
educated on checking for accuracy and making
sure not o interpret the orders, but to write the
orders exactly as the physician wrote them.

4. Record review revealed the Administrative staff
conducted dally reviews of new admission and
daily orders to monitor to ensure records were
accurate. Interview with the DON, on 07/24/13 at
12:21 PM, revealed she reviewed the admission
and readmission's orders dally. Interview with the
ADON, on 07/24/13 at 10:35 AM, revealed she
made copies of discharge summaries, written
admission physician order sheet and then
compared these documents to the computer to
ensure items were correct and matched. Record
review revealed the DON submitted all reviews to
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the Quality Assurance Committee.
5. Review of the care plan audit updates and
weekly review information given to the QA
committee revealed the documents were
completed and reviewed by the Commiittee,
Interview with the Interdisciplinary Team (D7),
(Nursing, Activities, Soclal Services and Dietary),
on 08/02/13 at 2:03 PM, revealed the
interdisciplinary team met daily to review audits
for updates and weekly review of all information
obtained through out the week.
F 323 483.25(h) FREE OF ACCIDENT F 323 )I. Residents #8, #18, f”’ #gx, #g,b#%l #1?& #Jf; tf‘Fd
_ and #G were identified as affected by the identifie
S8=E HAZARDS!SUPERV!S!ON/D EVICES issue. The facility addressed the residents as follows:
Thg facility must ensure that the resident s Skin assessments were conducted on resident #8
enviranment remains as free of accident hazards and #A due (o being non-interviewable on 7/24/2013,
as Is possible; and each resident receives No residents were determined to be affected by the
adequate supervision and assistance devices to issue identified. )
prevent accidents. « Skin assessments were conducted on resident #E,

#F, and #G due to no BIM score on 7/24/2013. No
residents were determined to be affected by the issue
identified.
+ Resident Interviews were conducted on 7/24/2013
with residents #18, #19, #B, #C, and #D by
Administrator and Social Services Director. No
residents were determined to be affected by the issue
This REQUIREMENT is not met as evidenced identified. _
by: « Written 1:L<>tiﬁ<:§xti0;11 x\If:ls po}ite{,;ll in all molr(?z :}n the

ion, i i area identified that the household spa wou
I‘z\iz{\ﬁ g?ﬁ;zzsge;\t/: rt:y? ::;égtte]—lr‘e/ ifeat]fi;] ?aﬁggcé utiliz?d ir_1 }i_eu ot: private bathroom until replacement
maintain an enviranment free from accidents and of boiler in identified arcas.

hazards evidenced by water temperawms_that 2. To identify other residents potentially affected by
exceeded 110 degrees Fahrenheit (F) In nine (9) the identified issue, the facility initiated the following
resident bathrooms, affecting three (3) sampled corrective actions:

(Residents #8, #18 and #19) and seven 7)

unsampled residents, (Residents A, B, C,DEF, « Skin assessments were conducted onall

and G}, in the Walters and Chandier households non-interviewable residents in the area identified on

772412013, No residents were determined to be
affected by the issuc identified.

of the facility.
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The findings include:

Review of the Water Temperature Protocol
{Undated), revealed water heaters that serviced
the residents' bathrooms, common areas, and
tub/shower areas were checked routinely for
proper temperatures. The maintenance
department was rasponsible for monitoring and
recording water temperatures. Maintenance staff
performed water temperature audits weekly. if
water temperatures exceeded the 110 degree (F)
limit, the Administrator, the Director of Nursing,
and Nursing Supervisor of the House would be
notified. All staff should report water temperatures
that felt excessive to touch to their Immediate
supervisors. Water temperature audits wers
reported to the Quality Assurance Commitiee
routinely.

Observation, on 07/23/13 at 11:00-11:20 AM, in
the Walters and Chandler Households revealed
water temperatures (using the State Surveyor's
thermometer, callbrated to 32.0 degrees) at the
hand sinks in the following resldents’ rooms:
Residents #8 at 116 degrees {F); Resident #18 at
118 degrees (F); Resident #19 at 122 degrees
(F); and Unsampled Resident A at 114 degrees
{F}; Unsampled Resident B at 118 degrees (F};
Unsampled Resident C at 122 degrees (F),
Unsampled Resident D at 118 degrees (F);
Unsampled Resident E at 120 degrees (F);
Unsampled Resident F at 120 degrees (F),
Unsampled Resident G at 118 degress (F).

Interview, on 07/23/13 at 11:55 AM, with the
facility's Administrator revealed she was not
aware of elevated water temperatures until

notified by the survey team. Upon becoming

residents in the area identified by Administrator and
Social Services Director. No residents were
determined to be affected by the issuc identified.

» Writien notification was posted in all reoms in the
area identified that the houschold spa would be
utilized in lieu of private bathroom until replacement
of boiler in identified areas.

3. The facility initiated the following corrective
actions to assure that the identified issue does not
reoccur as follows:

» Administrator met with Director of Maintenasce,
Assistant Maintenance Director and to re-educate
them and the administeative assistant on the need to
notify the Administrator and DON of any
temperatures that are out of the acceptable range.
Policy was reviewed and discussed with both
individuals on 7/24/13.

+ Administrator re-cducated the exntire maintenance
team on the Water Temperatre Protocol on 8/13/13.
» Administrator held an in-service with all staff on
8/14/13 to re-educate staff about the Water
Temperature Protocol and the importance of
maintaining a safe environment.

» Facility had Plumbing contractor install a new
water heater to service the kitchens on both
identified households on 7-25-2013. This correction
atlowed the facility to control water temperatures to
resident bathrootns and spas on a separate water
heater,

4. The facility has implemented the following
interventions to monitor the corrective action to
ensure the performance is sustained as follows:

« Maintenance staff will perform a weekly audit of
water temperatures on all houscholds in resident
bathrooms and spa batlis to monitor proper
temiperatures for resident safety as per the Water
Temperature Pratocol and will submit to Quality
Assurance cominittee for monthly review.

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRBECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENGY}
+ Resident Interviews and Notifications were
F 323 | Continued From page 18 F 303 conducted on 7/24/2013 with all interviewable
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aware of the hot water temperatures, the nursing
staff in the Chandler and Walters Households
were notified to suspend all bathing and hot water
usage in the affected wings unti! further notice. In
addition, Interviewable residents were informed of
the hol water concerns and advised not to use
the hot water in thelr restrooms.

Observation, on 07/23/13 at 12:50 PM, in the
Walters Household revealed the Maintenance
Director chtained water temperatures at the hand
sinks, using the facility's thermometer, calibrated
t0 33.4 degrees (F) in the following resident
rooms: Resident #19 at 131.2 degrees (F) and
Unsampled Resident B at 131.3 degrees (F).

Observation, on 07/23/13 at 12:55 PM, in the
Chandler Household revealed the Maintenance
Director obtained a water temperature at the
hand sink, using the facility's thermometer,
calibrated to 33.4 degrees (F) in Unsampled
Resident C's room to be 138.0 degrees (F).

Interview, on 07/23/M13 at 1:10 PM, with the
Maintenance Director revealed the water
temperaltures exceeded the acceptabie range of
110.0 degrees (F} and stated he would adjust the
temperature. He stated the problem with high
walter temps was the potential for residents to be
burned.

Observation, on 07/23/13 at 3:10 PM, revealed
the foliowing water temperatures at the hand
sinks, measured by the Maintenance Director for
Hesident #19 at 111.0 degrees (F) and
Unsampled Resident B at 111.4 degrees (F).

Observation, on 07/23/13 at 3:15 PM, revealed
the following water temperatures at the hand-

protocol and

be submitted to the QA committee monthly.

+ Administrator will be responsible for monitoring to
ensure effectiveness of the compliance plan and
reporting {0 QA Committes monthly.

* QA Comunittee reviewed water temperature

The Quality Assurance Committee will review
required audits and supportive documentation to
ensure the effectiveness of the compliance plan and
make revisions as necessary on an ongoing basis

5. Completed by:
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+ Weekly water temperature audit will be submitted
F 323 Continued From page 19 E 303/t the Administrator weekly for review, These will

Plan of Correction on 8/12/2013.

8-28-2013
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sinks, measured by the Maintenance Director for
Unsampled Resident F at 111.4 degrees (F); and
Unsampled Resident C at 107.4 degrees (F).

Interview, on 07/23/13 at 3:17 PM, with the
Maintenance Director revealed some of the water
temperatures were still above the acceptable
range and he was going to make an additional
adjustment at the mixing vaive to bring the water
temperatures below 110 degrees (F).

Observation, on 07/23/13 at 4:16 PM, revealed
the following water temperatures at the hand
sinks, measured by the Maintenance Director for
Resident #19's room at 109.8 (F); and
Unsampled Resident B's room at 110.3 (F).

Interview, on 07/23/13 at 5:00 PM, with the
facility's Administrator revealed a 100% audit of
water temperatures in the Walters and Chandler
Households had been completed by the
maintenance staff on 07/23/13, and the highest
water temperature was 110.4 degrees (F). To
ensure continued safety of the residents, the
Administrator stated all necessary bathing of
residents would occur in the spa rooms on the
unaffected wings of the Walters and Chandler
Households, Water temperatures would be
checked hourly for two additional times on the
evening shift. There would be no hot water usage
on the affected wings of Chandler and Walters
during the evening shifts of 07/23/13 and the
night shift of 07/24/13. Water temperature
monitoring would resume at 8:00 AM on
07/24/13. Signs would be posted in each
residents' room on the affected wings, advising
residents not to use the hot water in the
restrooms untit further notice.
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Interview, on 07/24/13 at 11:12 AM, with CNA #1
revealed that upon reporting to work at Chandler
Household on the morning of 07/24/13, the
Director of Nursing (DON) informed her of the hot
waler issues and she was instructed to shower
residents in the spa rcom on the unaffected
wings. Further, she was Instructed to first tun on
the cold water spigot in a resident's room and
slowly mix with wanm water to assure a
comfortable temperature was achieved before
use by the residents.

Review of water temperatures taken by the facility
staff on 07/25/13, revealed the water temperature
was in acceptable range in all resident restrooms
and spa rooms at the Chandler and Walters
Households.

Review of the facility's documented water
temperatures from 02/04/13-07/25/13, did not
reveal any water temperatures that exceeded
110.0 degrees (F} in the residents’ rooms.

Interview, on 07/24/13 at 9:37 AM, with
Unsampled Resident D revealed he/she used the
hand sink in his/her restroom and had noticed the
water was a little too hot to touch while rinsing out
some clothing. However, he/she did not report
this to the staff, and had not received an Injury
from contact with the water.

Interview, on 07/24/13 at 9:45 AM, with
Unsampled Resident G revealed he/she had lived
in the room since 07/19/13 and used the sink and
shower in his/her restroom, and stated it had
been too warm, but did not report it to the staff,
The resident had riot been injured and had not
noticed any discoloration of his/her skin.

F 323
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Interview, on 07/24/13 at 10:15 AM, with
Unsampled Resident C revealed he/she typically
took showers in hisfher bathroom, but the water
temperature had not been uncomfartable.

Interview, on 07/24/13 at 11:05 AM, with
Unsampled Resident F revealed hefshe used
water from the sink and shower in his/her
bathraom, and stated hefshe had no problems
with the temperature. He/she had not noticed
skin discomfort/nor injury.

interview, on 07/24/13 at 11:10 AM, with Resident
#18 revealed he/she had not experienced any
problems with the water temperature in his/her
bathroom sink or shower.

Review of skin assessments of non-interviewable
residents on the affected hallways, did not reveal
that any of them had expsrienced bums, or
pink/red discoloration to their skin.

Interview, on 07/23/13 at 12:30 PM, with the
facility's Maintenance Director revealed his
Administrative Assistant took water temperatures
In the spa rooms and in designated resident
restrooms In each household three times a week,
and recorded the resuits. The Maintenance
Director said if his Assistant found water
temperatures that were out of the acceptable
range, she notified him immediately. The
Maintenance Director stated he did not notify the
Administrator every time an out of range
temperature was reported, but he went
immediately to investigate and fix the problem.

Interview, on 07/23/13 at 2:45 PM, with the
Maintenance Director's Administrative Assistant

revealed she was responsible for taking the water
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temperatures in each household on Mondays,
Wednesdays and Fridays, and she recorded the
results. She was instructed by the Maintenance
Director to measure the water temperatures at
the hand sinks of the first and last rooms in each
household, and the spa rooms. The
Administrative Assistant stated the normal range
for water temperatures was 100-110 degreas (F)
and she reported temperatures that exceeded
110 degress (F) to the Maintenance Director.
Review of the water temperatures obtained on
07/23/13 revealed no elevated temperaiures were
obtained.

Further interview with the Administrator, on
07/26/13 at 4:40 PM, revealed she was not aware
of any high water temperatures in the facility in
the short time she had been at the facility (35
days).

F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333
§8=J | SIGNIFICANT MED ERRORS
1. Resident #1 and #5 were identified as being
The facility must ensure that residents are free of affected by the identified issue:

any significant medication errors.
The residents were addressed as follows:
» Resident #1 was discharged from the facility to

the hospital on 4-15-13 and did nol return,

gh.ls FREQUIREMENT s not met as evidenced « Resident #5 - on 6-11-13 the nurse practitioner
Y- . . . ordered Allpurinol in response to a pharmacy
Based on observation, interview, record review reconmendation. The order was discontinued on
and facility policy review, it was determined the 7-9-13 by the nurse practitioner due to resident
faciiity failed to have an effective system to refusal of medication.

ensure residents were free from significant

medication errors for two (2) of thirty-eight (38) 2. To identify other residents that might be affected,

the Quality Assurance Consultants s, under

sampled residents (Residents #1 and #2). reconmendation of the Quality.Assurance

- . . . Commitice (DON, ADON, Administrator, ANC),
On 03/22/13 the facfmy adm'ttefj Bestdent #1 with completed a chatt review that included review of
an order for Cefazolin (an antibiotic) two (2) current residents’ physician orders and medication
grams to be administered dally intravenously {IV) administration records.
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« For 100% resident review, Nursing Reviews,
333 | Continued From page 24 F 333 [completed between 7/1/2013 and 7/25/2013 included

for twenty-eight (28) days for a hip and etbow
infection. The admitting Licensed Practical Nurse
(LPN) #3 altered the physician's order by adding
to the directions to administer the antibiotic “after
HD on HD", (after hemodialysis on hemodialysis
days). This order was never verified with the
resident's physiclan; the dlalysis center was not
aware of the antibiotic therapy,; and, staff failed to
transcribe the order to the Medication
Administration Record to ensure medication
administration cccurred. Record review revealed
no documented evidence Resident #1 received
the antibiotic from 03/22/13 to 04/14/13,
twenty-four (24) of the twenty-eight (28) days, as
ordered by the physiclan. On 04/15/13, the
resident developed a mental status change and
was transferred to the hospital and admitted with
an impression of Toxic Metabolic Encephalopathy
secondary to gram-positive cocci Septicemia with
Bacteremia, likely a recurrence of underlying
MSSA Sepsis. The resident did not return to the
facility, but was transferred to another local Leng
Term Care facility and expired on 05/02/13.

In addition, the facility re-admitted Resident #5
with a diagnosis of Gout and to receive Allopurinol
200 mg every bedtime for Gout. The facility staff
discontinued the Allopurinol from the EMAR and it
was not administered from January through May
2013. The physician orders revealed there was
na discontinue (D/C) order for the Allopurinol for
Resident #5,

The facility's failure to have an effective system in
place to ensure the residents were free of
slgnificant medication errors has caused or is
likely to cause serlous injury, harm, impairment or
death to a resident. Inmediate Jeopardy was
identified on 07/24/13 and determined to exist on

review of current residents’ physician orders and
medication administration records as documented
from the original physician order source by Director
of Nursing (DON), Assistant Director of Nursing
(ADON), Administrative Nurse Consultants (ANC),
and Nursing Consultants s on all existing residents’
orders, new orders, and new admissions’ orders.

« All transcription otders were reviewed by DON,
ADON, and ANC on 7/25/2013 upon the
reconimendations of the Pharmacy medication
regimen order review completed on 7/25/2013,

3. In-services conducted at the facility from 7/2/13
through 8/1/13.

» Tn-services were conducted from 7/2/13 through
7/25/13. The in-services were conducted by the
ADON, the Quality Consultants , and the Nursing
House Supetvisor under the direction of DON, The
in-services were attended by all licensed practical
nurses and registered nurses and included emphasis
on verification of orders with the attending
physician, transcribed accurately per the original
order source and the entering of ovders into the
facility EMAR system cotrectly, and that the
pharmacy notification protocol be followed. A
questien and answer period was incorporated in
each in-service session to assure comprehension of
education presented,

« Consulting pharmacy conducted in-services for all
Licensed Practical Nurses, Registered Nurses, and
Agency Nurses beginning on 7/26/13 through
8/1/13. These in-services included instruction on
professional standards of practice related to
transcription of physician orders, physician order
transcription process, cominunication to pharmacy,
medication error process, and re-verification of
orders into the EMAR system and medication
administration records. A question and answer
period was incorporated in eacl in-service session
to assure comprehension of education presented,

« The orientation process and checkldist for newly
hived licensed nurses was revised by the Director
of Nursing, the Assistant Director of Nursing, and
the Administrative Nursing Consultanis on
7/12/2013. The orientation process and checklist
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03/22/13.

The facllity provided an acceptable Allegation of
Compliance on 08/02/13 and the immediate
Jeopardy was determined to be removed on
08/02/13 as alleged, prior to exit. The scope and
severity was lowered to a "D" while the facility
continues to implement and monitor quality
assurance measures.

The findings include:

Review of the facility's Medication Error Policy
and Procedure, revised 10/03/07, revealed if an
error occurred with any frequency, there was
reason to classify the error as significant.
Therefore if a resident's drug was omitted several
times, the error would be classified as significant.
The policy also revealed the facility would report
immediately, significant and non-significant
medication errors to the attending physician,
responsible party and immediate supervisor. The
facllity would also develop and maintain
processes for defining, identifying and reviewing
these significant medication errors collaboratively
with nursing, pharmacy and other appropriate
staff,

1. Review of Resident #1's closed clinical record
revealed the facility admitted the resident on
03/22/13 with diagnoses of Sepsis (Methicillin
Sensttive Staphylococcus Aursus MSSA),
Bilateral Infected Hip Prosthesis, Hypertension,
Coronary Artery Disease, Spinal Stenosis, Low
Back Pain, Urinary Incontinence, Left Hip Paln,
Status Post Left Hip Replacement, Infection of
Olecranon Bursa (back of the elbow) and Acute
Kidney njury. Review of the Minimum Data Set

(MDS), dated 03/29/13, revealed the facility

7/12/13. The Assistant Director of Nursing conducts
the new hire orientation for licensed nurses.

« The Assistant Dircctor of Nursing was trained on
the oricntation process and checklist by the
Administrative Nursing Consultants on 7/12/2013.
Agency Nurse orientation process was developed by
the DON, ADON, ANC, and nursing Consultants on
7/1/2013 and approved by the Quality Assurance
Commmittee (DON, ADON, Administrator,

ANC) on 7/1/2013. The orientation process was
conducted by the ADON to new agency nurses on
7/1/2013 and 7/2/2013, prior to nurses beginning
work assighments.

4, The facility has imiplemented the following
interventions to manitor the corrective action to
ensure that performance is sustained as follows:

« The Director of Nursing, Assistant Director of
Nursing, Administrative Nurse Consultants , and
other professional Consultants s are conducting daily
reviews of new admissions and daily ordets to
monitor that the transcription process is performed
accurately. This Quality Assurance process was
revised on 7/1/2013 per recommendation of the
Quality Assurance Committee {(DON, ADON,;
Administrator, ANC). DON is submitting all
reviews to the Quality Assurance Committee (DON,
ADON, Administrator, ANC) weckly for review to
ensure effectivencss of the allegation of compliance.
» The Director of Nursing will make a monthly
report of the audits to the full Quality Assurance
Committee for assessment and rccommendation. The
audit schedule will be continued until revised by the
Quality Assurance Committee. The Administrator
will be responsible to assure that the compliance
plan is monitored by the Quality Assurance
Committee. Administrator will be responsible for
monitoring to ensure effectiveness of the compliancd
plan.

* Quality Assurance Commitiee (DON, ADON,
Administrator, ANC) monifored and reviewed the
process for new agency hires on 7/1/2013 and will
continue to assess and make revisions as necessary
to ensure effectiveness of the allegation of

compliance.
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to pharmacy. Review of the March 2013 and April
2013 Medication Administration Record revealed
the Cefazolin two (2) grams was not transcribed
to be administered.

Interview with LPN #3, on 07/02/13 at 3:56 PM,
revealed she had seven (7) admissions that night
and Resident #1 was her last admission of the
night. She stated she did transcribe the orders
from the discharge summary onto the physician
order sheet and did not want to call the physician
at 2:00 AM, but decided to report to LPN #1 that
the orders needed to be called to the physician,
and transferred into the computer. LPN #3 stated
she wrote the hemodialysis on hemodialysis days
in parenthesis and that no doctor gave her the
order to do so. LPN #3 stated she wrote the order
herself, so the oncoming nurse would know how
{o enter it in the computer. LPN #3 stated she
probably should not have added to the order from
the discharge summary, but typically a lot of the
dialysis patients received their antibiotics in

dialysis and wanted to make sure it was clarified

X4y ID SUMMARY STATEMENT OF DEFICIENCIES 0 5
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DEFICIENGY)
* Quality Assurance Cmmpittee (DON, {\DON s
333 Continued From page 26 F 333 | Administrator, ANC) monitored and reviewed the
; process for new hires on 7/22/2013 and will continue
af; esi?dhﬂeswin;#é S %[Mf ;.? ore at a twelve to assess and make revisions as necessary to cnsure
.( ) W ich revealed Residen was effectivencss of the alfegation of compliance.
interviewabie. » Also the Quality Assurance Commitiee (included
Medical Director, DON, ADON, Administrator,
Review of the Discharge Summary, dated ANC} met on the following dates: 7/1, 7/2, 7/3, 7/4,
08/22/13, revealed Resident #1 was to start s, 78,79, N1, 7112, 1115, /18, 7122, 7124, 7125,
Cefazolin two (2) grams intravenously (IV) daily and 7/29 to assess l‘e\gews and make b
for twenty-eight (28) days. Review of Physician recomm?ndatmns. These reviews were assessed by
: the Quality Assurance Committce (DON, ADON,
Orders, dated 03/22/13, revealed Licensed ” 5 ; ;
. R Administrator, ANC) and will continue to be
Practical Nursg (LPN) #3 (,jocumentef,j Resident monitored to ensure effectiveness of the allegation
#1 was to receive Cefazolin 2 grams intravenous of compliance.
daiiy after hemodialysis on hemodialysis days.
However, the resident received dialysis three 5. The Quality Assurance Committee wilt review
times a week and not daily. Further review required audits and supportive documentation to
revealed there was no signature to show who Cﬂsliﬂ"e_th? éffGCflvelless of the Comptllmn;e p&:;li ?ﬂd
read and verified the order or who faxed the order Tnake revislons as necessary on an ongoing bast:
completed by: 8-28-2013
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in the computer. LPN #3 stated she did not
normally document that the order was read and |
verified to the doctor. LPN #3 stated that the ;
pharmacy normally received a copy of the
discharge summary and the Physician Order
sheet,

Interview with LPN #1, on 07/01/13 at 1:13 PM,
revealed she could not remember working on
Resident #1's admission. LPN #1 did not
remember putting the orders into the computer
and further did not remember working on the unit.

However, interview with the Assistant Director of
Nursing (ADON), on 07/02/13 at 12:45 PM,
revealed the ADON called their Computer
Depariment and was informed LPN #1 was the
nurse who placed the order in the system and
who would have called the physician for
verification of the orders.

Further review of the Dialysis orders, dated
03/22/13, revealed no antibiotics were ordered for
Resident #1. Review of the Nephrologist's orders,
dated 03/22/13, revealed the antibiotic section
stated "N/A". Review of the Physician Orders
Sheet, dated 03/22/13 revealed there was no
signature to show who read and verified the order
or who would have faxed the order to pharmacy
and/or the Dialysis Center.

Review of an e-mail sent by the Pharmacy Staff
to the ADON, on 04/16/13 at 4:47 PM, revealed
the pharmacy only sent one (1) dose on 03/22/13
from the discharge summary. The admission
orders said it was to be given after hemodialysis
on hemodialysis days, and this indicated to the
pharmacy that it was to be given at dialysis.
Therefore, pharmacy never sent any further
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doses. However revlew of the residents MAR
revealed no evidence the resident received the
dose issued to the facitity on 03/22/13. Review of
the Medication Regimen Review, revealed a
pharmacy review was completed on 04/01/13 by
the Pharmacy Consultant; however, it did not
identify the resident was currently on an antibiotic.

Interview with the Pharmacy Consultant, on
07/05/13 at 11:34 AM, revealed when she
completed a pharmacy review she looked for
drug interactions, gradual dose reductions, labs
and what was necessary for the patient. The
Pharmacy Consultant stated when she received a
new patient she did not generally look at the
discharge orders, because the Doctor may
change the orders. The Pharmacy Consultant
stated she looked at the new orders and the
verified orders because a lot of medications may
change. However, did not see the order for the
antibiotic at dialysis.

Interview with Resident #1's Physician, on
07/03/13 at 12:53 PM, revealed he was aware
Resident #1 was to recelve an antibiotic daily. He
stated the facility did not formally notify him of the
medication etror per facility policy or call for the
Quality Assurance team to meet to talk about the
medication error. Per interview and record review,
Reslident #1 did not have any signs of fever, head
pain or chills, which all were signs of Sepsis, and
histher white cell count was within normal range,
so the Physician thought the resident was still
recelving the antibiotic. Continued interview with
Resident #1's Physician, on 07/05/13 at 1:35 PM,
revealed he did not remember instructing the
nurse to write the order to say after hemodialysis
on hemodialysis days.

F 333
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Interview with the Advanced Practice Registered
Nurse (APRN), on 07/02/13 at 2:00 PM, and
review of the APRN's progress note dated
04/15/13, revealed she assessed Resident #1, on
04/15/13. Resident #1 had complained of nausea
and vomiting. Therapy had reported the resident
was now a maximum assist and ptior o this,
Resident #1 was a minimal assist. The APRN
stated Resident #1 was slow to respond, and she
decided to send Resident #1 to the Emergency
Raoom for evaluations and treatment of the mental
status changes. It was on 04/15/13 while
reviewing the resident's chart, when it was
discovered the resident had not been receiving
the antibiotic therapy.

Interview with the Administrator (new to the facility
for one month), on 07/03/13 at 10:41 AM,
revealed she was not aware of the medication
error for Resident #1. The Administrator stated
she did see a write-up dated 06/05/13 regarding
LPN 43 related to a physician's order written
without a physician's direction and thought she
needed to follow up. The Administrator stated she
became aware of the concern when the State
Survey Agency came into the building, and did not
have any more investigative information to
provide regarding the medication error.

2. Review of the clinical record for Resident #5
revealed the facility re-admitted the resident on
12/13/12 with diagnoses of Dementia and Gout.
The facility assessed the resident on 11/19/12 as
cognitively impaired with a Brief Interview Mental
Status (BIMS) of four (4). The physician order
sheet (POS), upon readmission 12/13/12,
revealed the resldent was to receive Allopurinol
200 my every bedtime for Gout. Additionally, the
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POS for January 2013 through May 2013
revealed the Allopurinol was not listed to be
administered. Review of the physician orders
revealed there was no discontinue (D/C) order for
the Allopurinol for Resident #5.

Revlew of Resident #5's electronic record
revealed a facility staff member entered
Allopurinal 200 mg to be given every bedtime into
the electronic record to start the medication on
12/13/12 at 10:03 PM and stop the medication on
12/14/12 at 8:00 PM. The EMAR, beginning
12/13/12 and ending 08/10/13, revealed the
resident did not receive the Allopurinol medication
until 06/11/13 when the medication was placed on
the POS and EMAR. The EMARSs for January
2013 through May 2013 did not have the
Allopurinol listed to be administered to the
resident,

On 07/25/13 at 1:18 PM, interview with Licensed
Practical Nurse (LPN) #6 revealed the POS came
from the EMAR. The LPN stated if a medication
was not in the EMAR, then it also would not be on
the POS. She stated Resident #5's Allopurinol
was not on the POS for several months. The LPN
stated the resident's Allopurinol was started
12/13/12 in the EMAR, upon readmisgsion to the
facility, and stopped 12/14/13. She stated if the
madication was not listed on the EMAR then the
medicine would not be administered to the
resident. The LPN stated the nurse receiving the
physician order was responsible to enter the
orders into the EMAR. She stated the Nurse
Leader on the unit was responsible to verify the
orders entered into the EMAR were cotrect;
however, the unit was without a Nurse Leader.
The LPN stated without a Nurse Leader the nurse
on the next shift should check the information,

F 333
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interview, on 07/25/13 at 1:55 PM and 2:40 PM,
and on 07/26/13 at 9:48 AM, 12:20 PM, and 2:52
PM, with the Director of Nursing (DON) revealed
Resident #5's Allopurinol had not been D/C'd by
the physician after the resident's readmission to
the facility 12/13/12 and when it was stopped in
the EMAR on 12/14/12. She stated if the
medication was not on the EMAR then it would
not be administered to the resident and the
medication would not be listed on the POS. The
DON stated Resident #5 should have recelved
the medication from the time the facility
readmitted the resident 12/13/12 to 06/11/13
when the facility began to administer the
medication. She stated the House Leader was
responsible to audit resident charts; however, the
unit was without a House Leader since 06/24/13.
She stated the responsibility would fall on herself
or the Assistant Director of Nursing (ADON). The
DON stated Resident #5 was on a long term care
unit which was audited the previous evening;
however, she could not recall if anyone audited
the resident's chart, The DON stated if the
resident did not receive the Allopurinol for six {6)
months the resident could have had a flare up of
the disease which could cause the resident pain.

Interview with Resident #5's physician (MD), on
07/25/13 at 3:11 PM, revealed the resident should
have been receiving the Allopurinol unless there
was a written order to D/C the medication. He
slated without a D/C order by him, the medication
should have been given and should not have
been stopped. The MD stated it was a medication
error if the medicine was not administered. He
stated without the medication, the resident's Gout
could flare up resulting in swollen joints and
kidney stones.

F 333
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Heview of the Acceptable Allegation of
Compliance (AOC) on 08/02/13, revealed the
facility took the following immediate actions:

1. Resident #1 was discharged to the hospital on
04/15/13 and did not return.

2. For the facility to identify other residents that
might be affected, the quality assurance
consultants, under recommendation of the Quallty
Assurance Committee, completed a chart review
that verified care plan were updated,beginning
07/01/13 through 07/31/13.

3. In-services were conducted from 07/02/13
through 07/25/13. The in-services included topics
of updating the care plan related to medication
orders were conducted by the ADON, the Quality
Consultant, and the Nursing House Supervisor
under the direction of DON. The in-services were
attended by all licensed practical nurses and
registered nurses.

4, The DON, ADON, Administrative Nurse
Consultant and other protessional consultants
were conducting daily reviews of new admissions
and daily orders to monitor for accurate
processing of new orders and that care plans
were updated accordingly.

5. The DON was responsible for assuring the
daily review process of physician orders and care
plan updates as discussed were audited and
reported for weekly review by the Quality
Assurance Committes.

The State Survey Agency vaiidated the AOC on
08/02/13 prior to exit as follows:

F 333
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1. Record review revealed Resident #1 had been
discharged on 04/15/13 and not scheduled to
return,

2. Record review revealed chart audits were
completed on 07/01/13 through 07/31/13 to
ensure hursing care plans for residents were up
to date. Interview with the DON, on 07/24/13 at
12:21 PM, ravealed she reviewed the admission
and readmission's orders daily to include
physician orders and medication administration
records. Interview with the interim DON
(Consultanty, on 07/26/13 at 12:30 PM, reveaied
she had completed all chart audits from 07/01/13
to 07/31/13 by looking at physician orders and
medication administration records.

3. Record review revealed an in-service was
provided by ADON and Quality Consultant on
07/02/13 through 07/25/13, by review of the
content of the in-service and review of the
attendance logs for the In-service revealed all
nursing staff attended the insetvice. Interviews
conducted on 08/02/13 with five (5) Licensed
Practical Nurses: LPN #4 at 4:55 PM, LPN #2 at
6:05 PM, LPN #13 at 5:45 PM, LPN #14 at 6:33
PM, LPN #15 at 6:33 PM, two (2) Registered
Nurses: BN #5 at 4:50 PM, and RN #4 at 5:57
PM, and three (3) Certified Medication
Technicians (CMTY's; CMT #1 at 11:22 AM, CMT
#20 at 5:55 PM, and CMT #21 at 5:50 PM
revealed they were educated on standards of
practice, transcription process, communication to
pharmacy, medication error process, and
re-verification of orders in the EMAR system.
Interview with LPN #3 at 08/01/13 at 1:37 PM,
revealed she was educated on the transcription
process, standards of practice, communication
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and ensuring re-verification of orders in the
EMAR system. interview with LPN #16 on
08/02/13 at 6:33 PM, revealed she was also
educated on checking for accuracy and making
sure not to interpret the orders, but to write the
orders exactly as the physician wrote them.

4. Record review revealed the Administrative
staff conducted daily reviews of new admission
and daily orders to monitor to ensure records
wereg accurate. Interview with the DON, on
07/24/13 at 12:21 PM, revealed she reviewed the
admission and readmisslon's orders daily.
Interview with the ADON, on 07/24/13 at 10:35
AM, revealed she made copies of discharge
summaries, written admission physician order
sheet and then compared these documents to the
computer to ensure items were correct and
matched. Record review revealed the DON
submitted ali reviews to the Quality Assurance
Cammittee.

5. Review of the care plan audit updates and
weekly review information given to the QA
committee revealed the documents were
completed and reviewed by the Committee.
Interview with the Interdisciplinary Team (IDT),
{Nursing, Activities, Social Services and Dletary)
on 08/02/13 at 2:03 PM, revealed the
interdisciplinary team met dally o review audits
for updates and weekly review of all information
obtained through out the week.

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.

F 333

I. Resident #5, # 31, and #35 were identified asg

F 428 ibeing affected by the identified issue.

The residents were addressed as follows:

ordered Allpurinol in response to a pharmacy
recommendation. The order was discontinued on
7-9-13 by the nurse practitioner due to resident
refusal of medication.

Resident #5 — on 6-11-2013 the nurse practitioner
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The pharmacist must repott any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

'tt)’his REQUIREMENT is not met as evidenced

v

Based on interview, record review, and review of
the facility policy, it was determined the facility
failed to act on pharmacy recommendations for
one (1) of thirty-eight (38} sampled residents
(Resident #5) and the Consultant Pharmacist
failed to identify medication transcription errors
through the medication regimen review for iwo (2)
of thirty-elght (38) sampled residents (Resident
#31 and #35).

The findings include:

Review of the facility policy Consuitant
Pharmacist Services Provider Requirements, not
dated, revealed the Consultant Pharmagist (CP)
would evaluate the process of reconciling and
administering all medications. The CP would also
assist to identify and evaluate medication related
issues, including the prevention and reporting of
medication errors. Additionally, the CP would
review the Medication Administration Record
{MAR) monthly to ensure proper documentation
of medication orders and administration of
medications to residents.

Review of the facility policy Medication Regimen
Review, not dated, revealed the facility would
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Resident #31 — resident #31 40 mg Lasix order
F 428 | Continued From page 35 E 428 | 1eviewed by physician on 7/26/2013.

EMAR corrected on 7/16/2013
Resident #35 - a clarification order was obtained to
correct the adininistration record on 7-29-2013.

2, To identify other residents potentially affected by
the identified issue, the facility initiated the
following corrective actions:

« All transcription orders were revicwed on
7/25/2013 upon the recommendations of the
Pharmacy medication regimen order review.

« Consultants Pharmacy (CP) conducted
re-education for all Licensed Practical Nurses,
Registered Nurses, aud Agency Nurses. These
in-services included instruction on transeription of
physician orders, physician order transctiption
process, communication to pharmacy, medication
etror process, and re-verification of orders into the
EMAR system and medication administration
records. A question and answer period was
incorporated in each in-service session {o assure
comprchension of education presented.

« The orfentation process and checklist for newly
hired licensed nurses was revised by DON, ADON,
and ANC on 7/12/2013 to include the transcription
of physician orders, physician order transcription
process, communication to pharmacy, and
medication error process

3. The facility has initiated the following corrective
actions to assure that identified issue does not
reocour as follows:

« The Director of Nursing conducted an in-service
with the nursing house leaders on 7/31/2013 to
review their responsibilities to include monitoring
professional standards of practice in transcription
of physician orders, verification of orders,
medication etror reporting.

« The Director of Nursing conducted in-service
with all licensed nursing stafl on 8/13/2013 through
8/19/2013 to include practicing within professional
standards in the transcription of physician orders,
verification of orders, medication error reporting.

+ CP conducted review of applicable internal
medication storage policies to verify cutrent
application to facility operations on 8/12/2613.
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assure the CP had access to resident medical
records. The medication regimen review (MRR)
would be condugcted at least monthly by the CP.
The CP would use a variety of sources to conduct
the MMR Including the resident's Medication
Administration Record (MAR). Additionally, the
CP's evaluation included review of medication
errors,

Review of the facility policy Documentation and
Communication of Consultant Pharmacist
Recommendations, not dated, revealed the CP
would document potential or actual medication
related problems and other MRR findings
appropriate for nursing review.
Recommendations should be responded to prior
to the next MRR. Additionally, recommaendations
would be acted upon and documented by facility
staff.

Review of the CP Agreement, dated 07/18/09,
revealed the pharmacy would provide the facility
with a medication administration system and
software interface with EMAR system when
acquired by the facility. Additionally, the facility
waould provide the pharmacy access to all
resident records necessary for the performance
of the pharmacy's duties.

1. Review of the clinical record for Resident #5
revealed the facillty re-admitted the resident on
12/13/12 with diagnoses of Dementia and Gout.
The facility assessed the resident on 11/19/12 as
cognitively impaired with a Brief Interview Mental
Status (BIMS) of four (4). The physician arder
sheet (POS), upon readmission 12/13/12,
revealed the resident was to recelve Allopurinot
200 mg every bedtime for Gout. Additionally, the
POS for January 2013 through May 2013

ensure that performance is sustained as follows:

s The Director of Nursing will direct a daily audit of
new orders and admission orders to monitor that the
professional standards of practice are followed during
transcription of physician orders. The completed
audits are maintained on file and are reported to the
Quality Assurance Committes (QA) weekly for
review and recommendation, This audit process will
be continucd weekly until revised by the QA. The
Administrator is responsible for monitoring that the
audit process is maintained.

« The Director of Nursing will make a monthly
trending report of the audits to the full Quality
Assurance Committee for assessment and
recommendation. The audit schedule will be
continued until revised by the Quality Assurance
Committee. The Administrator will be responsible to
assure that the compliance plan is monitored by the
Quality Assurance Commitiee.

« CP will perform weekly audits to verify the
accuracy of all medication orders prior to the order
being finalized in the CP medication record system
and make audit report to QA weekly.

« Administrator will be responsible for monitoring to}
eusure effectiveness of the compliance plan.

+ The Quality Assurance Committee will review
required audits and supportive documentation
monthly to cnsure the effectiveness of the
compliance plan and make revisions as necessary on
an ongoing basis.

5. Completed by:
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4. The facility has implemented the following
F 428 | Continued From page 36 E 408 linterventions to monitor the corrective action to
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revealed the Allopurinol was not listed to be
administered. Review of the physician orders
revealed there was no discontinue (D/C) order for
the Allopurinol for Resident #5.

Review of the Consuliant Pharmacist
Communication to Nursing, dated 02/15/13,
03/06/13, and 05/31/13, revealed Resident #5
was readmitted on 12/13/12 with Aflopurinol 200
mg every bedtime, and this was being filled by the
pharmacy per the physician order. Additionally,
the Allopurinol was not found on the POS and the
facility was requested to ensure the medication
was on the POS and the MAR.

Revlew of Resident #5's electronic record
revealed a facility nurse entered Allopurinol 200
mg to be given every bedtime into the electronic
record to begin the medication on 12/13H42 at .
10:03 PM and stop the medication on 12/14/12 at
8:00 PM. The EMAR, beginning 12/13/12 and
ending 06/10/13, revealed the resident did not
receive the Allopurinol medication until 08/11/13
when the medication was placed on the POS and
EMAR. The EMARSs for January 2013 through
May 2013 did not have the Allopurinol listed to be
administered to the resident.

However, review of the pharmacy Fill History,
from 12/14/12 through 06/20/13, revealed four
hundred forty-six (446) doses of Allopurinol were
dispensed to the factiity for Resident #5. One
hundred forty-six (148} doses were returned to
the pharmacy by the facility, leaving three
hundred (300) doses of Allopurinol in the facility to
be administered to Resident #5.

Interview with CP #2, on 07/26/13 at 10:43 AM,
revealed the CP used their own computer system

“ORM CMS-2567(02-99) Previous Versions Cbsolete Event ID:FICX11 Facility 1D: 100226 if continuation sheet Page 38 of 74




PRINTED: 08/19/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES V FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CUA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
185388 B. WING 08/02/2013
NAME OF PHOVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
MASONIC HOME OF LOUISVILLE 240 MASONIC HOME DRIVE
MASONIC HOME, KY 40041
(X4 p SUMMARY STATEMENT OF DEFICIENCIES 15} PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 428 | Continued From page 38 F 428

when conducting monthly reviews, which was
different from the fagility's electronic charting
system. He stated the POS was included in the
monthly review; however, the CP did not review
the resident EMARSs. The CP stated Consultant
Pharmagists did not review the electronic record
of EMARSs. He stated the CP and the pharmacy
had no way to know if a medication had been
administered. Additionally, if a medication was not
listed on the POS, then it would not be on the
EMAR, as the nurses generate the POS from the
EMAR.

Interview, on 07/26/13 at 1:50 PM, interview with
CP #1 revealed the original recommendation for
Resident #5's Allopurinol was made in February
2013. On 03/06/13 the recommendation was still
pending facility follow-up. She stated in April 2013
the Allopurinol was not identitied agaln as at times
the pharmacy recommendation could still be
pending. The CP stated in May 2013 the
pharmacy did not address with the facility that
Reslident #5's Allopurinol was still not listed on the
POS or EMAR. The CP stated she did not have
access to the facility EMAR and she worked In
another room from the facility computer. She
stated she did not get Into the electronic chart
when at the facility. She stated nursing entering
physician orders into the electronic chart was
problematic as pharmacy would not have
pharmaceutical oversight. The CP stated no cne
at the facility had informed her of a computer
problem with the electronic chart or EMAR.

2. Review of the clinical record for Besident #31
revealed the resident was readmitted to the
facility on 07/02/13 with diagnoses of End Stage
Chronic Obstructive Pulmonary Disease (COPD)
and Congestive Heart Failure (CHF). Review of
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