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| Signature HealthCARE of Pikevllle does not belleve |
F 000 | INITIAL COMMENTS F 000 | and does not admit that any deficienclea existed
befors, during or after the survey. The facility resarves
AMENDED: ali rights to contast the survey findings through J
informal dispute resolutlon, formal appeal proceeding
or any administrafive or legal proceedings. This plan
A standard recertification survay in conjunction of correctlon Is not meant fo establish any standard
with an abbreviated standard survey (KY23088 of care,cantract cbligallon or position and tha facility
and KY23116) was initiated on 04/14/15, Both reserves all rights ta ralsa all possible contentions
complaints were substantiated with deficlent . and defenses In any type of clvil or ciiminal claim,
| practice Identified. Immediate Jeopardy was | action or proceading. Nothing contained in the plan of
identified on 04/20/15 and was determined to g comectlon should be considered as a walver of any
exist on 04/02/16. The facility was notified of the polentlally applicable Peer Review, Qualily Assurence
Immediate Jeopardy on 04/20/15. An extended or self-ciitical examination privilags which the facliity
survey was conducted on 04/24/15. | does nal walve and reservas the right to assert in any
5 administrative, clvil or ariminal clakm, action or
Daficlencies were cited at 42 CFR 483.20 proceeding.
Resident Assessment (F282), 42 CFR 483.25
Quality of Care (F333), 42 CFR 483,60 Pharmacy
Services {F425), and 42 CFR 483,75
Administration (F490 and F514) at a Scope and
Saverity of "K." Substandard Quality of Care was
idenfiffied at 42 CFR 483,25 Quality of Care
(F333). Additional deficlent practice was
identified at F157, F226, F276, F278, F308, and
F312 at a "D" level and F371 al an "E" lavel,
An acceptable Allegation of Compliance was
received on 04/23/15, which alleged removal of
the Immediate Jeopardy on 04/23/15, The State
Survey Agency determined the Immediate
Jeopardy was removed an 04/23/15, prior to exit,
which lowsred the Scope and Severity to "E" at | '
42 CFR 483.20 Residant Assesament (F282), 42
CFR 483.25 Quality of Care (F333), 42 CFR
483.80 Pharmacy Services (F425), and 42 CFR
483,75 Administration (F480 and F514) while the
facilty monitors the effectiveness of systemic
changes and quality assurance activities.
F 157 I 483.10{b)(11) NOTIFY OF CHANGES F 157
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TM.E (X8) BATE

v O@MM, Administrator * B/B/15

Any deflclency statemant ending with an astarisk (*} denotes a daficiency which the instituticn mey ba extusad from correceling providing it s determined that
other safeguards provide sufficlent prolection io the patients . (Sea Instructions.) Excapt for nursing homes, the findings staled above ara disciosable 50 days
foliowing the date of survey wheiher or not a plan of corraction is provided. For nursing homas, the ebove findings and plana of comrection are disclosable 14
days following the data these documents are made avallable Lo the facillty. If deficlenclos are cited, an approved plan of correction ia requisite to continued
program particlpation,
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A facility must immeadiately inform the resident;
consult with the resident's physician; and if
known, nofify the resident's legal representative
or an interested family member when there is an
accldent involving the resident which results in
injury and has the potential for requiring physictan
intarvention; a significant change in the residsnt's
physical, mental, or psychosocial status {i.e., a
detetioration in health, mental, or psychosoclal
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly {l.a., 2 need fo discontinue an
existing form of treatment due to adverse
consequencas, of fo commence a new form of
treatment); or a decision ta tranafer or discharge
the resident from the facllity as specified in
§483.12(a).

The facility must alsa promptly notify the resident
and, If known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483,15(e)(2); or 2 changse in
resident rights under Federal ar State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periedically update
the address and phone number of the resident's
legal reprasentative or interested family member,

This REQUIREMENT is not met as evidenced
by:

Based on interview, record raview, and facillty
policy review, it was determined the faciiity falled
to nolify the family member for one (1) of thirty
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F 157 |1. For residant #18 Liconsed Practical Nurse (LPN) #2
unsuccessfully attempted to contact interested family
member, Foster, on 1/19/15 at 5A to nolify them

that resident #18 was being senl lo PMC ER. This Is
evidenced by a Physician's Order on 1/19M5.
Regident #18 deceased an 1/19/15 at hosptial.

2, An audlt of all resldent's cherts was completed on
4/24/15 by the Chief Nurse Executiva, Asslstant
Adminletrator, Quality Assurance Director, Med|cal
Racords Director, Unit Manager, Director of Nursing,
Reglonel Nurss Consultant, Soclal Services Directer,
or Raglonal Vica Prasident to ensure compliance of
Federal and State Regulations ralated to proper
naolification.

Chart audit Included, but was not limited (o: Physiclan
Onders, SBARS, Progress Notas, History and
Physlcals, Labs,Soclal Services Notes, Dletary Motes,
Nurse's Notes,and Cara Plans. No concams were
identified,

3. Education on the change of resident status pallcy
and procedure, to Include MD/POA noliflcation was
Initiated for licensed staff on 5/13/15 by the

Regional Nurse Consultent, Director of Nursing, Staff
Deavelepment Coordinator, Adminlstralor,Unlt Manager
or Reglonal Vice President. The education will he
compleled by 5/20/15. Education providad contains
the policy for Change In Resldenl’s Conditlon/MD
Notificallon. Emphasis was pfaced on notifylng the r
esident’s physician of changes In a resident's madical
condition and the requirement to notify the resident's
physician when a need to significantiy alter the
resident’s medical treatment was identified.

4. The Unlt Manager, Director of Nurslng, ADON, Staff
Development Coordinator will audit all Physiclan
orders completed dally M-F during the clinlcal meeting
lo ensure Physiclan/RP/POA/Interaated Family
Member are notlfied of Change in Condition or and
notification of the resident's physician when a need to
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(30) sampled residents (Resident #18) when the
resideni had a significant change In condition.
Review of the medical record for Resident #18
ravealed the resident was sent to the hospital on
01/1815, at 5:25 AM with Cardliopuimonary
Resuscitation (CPR) In progress. However, there
was no svidence the family was notified that
Resident #18 required CPR prior ta leaving the
facility.

The findings include:

Review of the facility's policy titled "Change in a
Rasldent's Condition or Status,” with a revision
date of October 2013, revealed the facility would
notify a resident’s representative promptly with
any changes in the resident's medical or mental
condition.

Review of the medical record for Resident #18
ravealed the facllity admitted the resident on
01/05/15, with diagnoses that included End Stage
Chronic Obslructive Pulmonary Disease (COPD),
Atrial Fibrillation, Pulmonary Hypertenslon, and
Chronic Respiratary Failure. Review of the
Nurse's Notes for Residant #18 dated 01/19/15,
at 4:30 AM, revealed the resident's oxygen
saturation level was documented as being
eighty-six percent (B6%) with a normal range
being ninety-five {95) to one hundred (100)
percent. The Nurse's Notes statad the resident
agreed for the facility tc send him/her to the acuts
care hospital. According to the medical recard,
the resident's son was listed as the resident's
responsible party. Review of a Nurse's Note
dated 01/19/15, at 5:00 AM, revealed the nurse
notified the resldent's physician and the family of
the change in the resident's condition that
occurred at that time. The Nurse's Notes

oX4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
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significantly alter the resident’s medical treatment is
F 157 | Contlnued From page 2 F 157 | identified. These audits weare initiated on 5/11/15 and

will continue for four{4) weeks,

Findings of the above stated sudits will be
discussed In the Quallty Assurance mesting monthly
for three months for recommendallons to changs
fraquency and duration and furiher follow up as
Indicated. Members of the Quallly

Assuranca Commiltee include but are nol limited io:
Medical Direclor, Administralor, Director of Nursing,
Unit Managers, Soclal Services Director, Dietary
Manager, Human Resource Director, Maintenance
Director, and Quality of Life Director.

§. Date of Compliance: May 30, 2015
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Continued From page 3

revealed on 01/19/15, at 5:25 AM, the nurse was
called to Resident #18's room where the resident
was unresponsive, CPR was initiated
immediately, the ambulance service arrived, and
the resident was sent to the acute care hospital.
Howaver, there was no documented evidence the
family was notified of this further change in
condition that required CPR prier to the resident
baing transferred to the hospital.

Interview with Resident #18's family member on
04/17/15, at 9:45 AM, revealed he had not been
nolified that CPR had been initiatad on Resident
#18 at the facility. Further Interview revealed the
acute cars hospital natified the resident's family
mamber, aftar the resident explired at
approximately 7:00 AM, that CPR had been
initiated at the nursing facllity.

Several unsuccessful attempts were made to
contact the nurse, Licensed Practical Nurse
(LPN}) #2, who was assigned to care for Resident
#18 on 01/19/15. Calla were made on 04/18/15
at 11:.00 AM, 04/116/15 at 2:30 PM, and on
0471715 ai 4:30 PM.

Interview with the Director of Nursing (DON) on
0472018, al 2:35 PM, revealed steff was required
to notify a resident's family with any change in the
resident's condition. The DON stated Resident
#18's family should have been notified regarding
CPR being performed at the facility immediately
foltowing the resident leaving the facility.
483,13{c) DEVELOP/IMPLMENT
ABUSE/NEGLECT, ETC POLICIES

The facility muat develop and implement written
policies and procedures that prohibit

F 157

F 228/ F-226

1. Registered Nurse (RN} #2 is no longer emplayed
by the facility and was nat at the time of the survey.
2. A 100% Audil of all stakeholders personnel filas
was completed on 5/13/15 by the Human Resources

63015
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Director to ensure roference checks are prasent,
F 226 | Continued From page 4 F 226| 3. Education wag performed on the Human Resourceq
mistreatment, neglect, and abuse of residents Director on 5/1315 by the Special Projecis
and misappropriation of resident property. Administralor. Educalion included the Abuse, Naglect,
and Misappropriation Policy with an emphasls on
conducting interviaws and reference checks on all
now hires.
This REQUIREMENT Is not met as evidenced Educatlon was provided on 5/12/15 by Todd
by: : Bryant, LCSW, LNHA to the Administrator, Director
Based on interview, personne! record review, of Nursing, ADON, Unit Maneger, Staff Development
and raview of the facility’s policies and Coordinator, MDS Coordinalors, Director of Dining
procedures, It was delermined the facility falled to Sorvices, Businesa Office Manager, Quallly of Life
ensure the past employment work history or Diractor, Malntenance Director, Marketing and
reference checks were completed upon hire for Admisslona Coordinator, Rehab Services Manager,
one (1) of five (5) personnel records reviewed Medical Records Dicactor, Human Resourcas
(Registersd Nurse #2). Dirsctor, and Asslstanl Adminlstrator. Education
\ Inctuded Abuse, Neglect, and Misappropriation Pollcy
[ S aalc e and deflnitlons of abuse, Types of Abuse, Resldents
Review of the facility's policy, "Abuse, Neglect, at risk of Abuse, Components of an effective abuss
and Misappropriation," revised March 2013, prevention program, Dealing with aggressive and/or
revealed interviews and reference checks would catantmphlc reactions of resldents, Reporting
ba conducted on all employees and volunteers. allegatlons of abuse, signs of burnout, and
invastigating and reporling ebusa.
Review of the perscnnel record on 04/15/15 at Education was inltiated on 5112/15 for facllity
3:00 PM for RN #2 revealed the employse's hire stakeholdera by the Speclal Projects Adminlstrator,
date was 08/26/14. However, the facility failed to Asslstant Adminlstralor, Divector of Nursing, Staff
check the past employment work history or Development Coordinator, ADON, Unil Manager,
personal refarence checks to ensure the Housekeeping Supervisor, Director of Dining
employee did not have a history of abuse, Servicas, Rehab Services Mansger, Business Office
neglect, or mistreatment of individuals. Manager, or Quallty of Life Director, Education
. Intluded Abuse, Neglect, and Misappropriation Polley
Interview with the Administrator on 04/15/15 at and definitions of abuse, Typas of Abuse, Regidents
3:30 PM, revealed all new hires should have at risk of Abuse, Cormponents of ah effective abuse
reference checks completed, Further interview prevention program, Deallng with aggressive and/or
revealed the Human Resources Director was calastrophic reactions of residents, Reporting
responsible for completing reference checks;
hawever, this persan was no longer employed by allegations of abuse, signs of burnout, and
the fcity. s el e
" ) compl
F 278 | 483.20(g) - (j) ASSESSMENT e Abuse Post Test and achieve a 100% score. Tests wil
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be completed by 5/28/201S.
F 278 | Continued From page 5 E 278 4. A new hira checklist was implemented on 5/1/15
§8=D | ACCURACY/COORDINATION/CERTIFIED io Include ensuring the reference checks are prasant
in all new hire personnel {ile.
The assessment must accurgtely raflact the The Speclal Projecis Adminisirator, Administrator,
resident's stafus. Asslatant Adminlsfrator,or Reglonal Vice Prasidant
wlll review all new hires on a weeldy besis to ensure
A registered nurse must conduct or coordinate the raference check is completed and preseni. This
each assessment with the appropriate process was Initlated on 5/1/15 and will confinue for
participation of health professionals. four(4) weeks and lhen be reviewed by the QAPI
Committes to determine ongoing frequancy end
A registered nurse must sign and cenlify that the dursilan.
assessment is completed, ‘The QAP Director will review 20% of all new hires
on a monthly basis io ansure the reference check Is
Each individual who completes a portion of the complatad and prasent, This process will continus for
tahs sess";ent T;sl sign and certify the accuracy of three (3) months and then reviewed by the QAPI
at portion of the assessment. Commities to delermina engolng frequency and
Under Medicare and Medicaid, an individual who e B S A L L DL X )
willfully and knowingly certifies a material and discuseed In the Qualtty Assurance mealing menthly
false statement in a resident assessment |s for thres monfha for recommendations and further
subject to a civil money panalty of not more than follow up as Indicaled. Members of the Quality
$1,000 for each assessment; or an Individual who Assurance Commiites include but ara not limited to:
willfully and knowingly causea anather individual Medical Director, Administrator, Director of Nursing,
1o certify a material and false statementin a Unit Managers, Soclal Services Director, Diatary
resident assessment is subject to a civil money Manager, Human Resource Director, Maintenance
penalty of not more than $5,000 for each Director.
assessment. 5. May 30, 2015
F278 5/30/15
Clinlcal disagresment does not constltute a 1.Residents #6 Quarterly Assessment dated 4/14/115
material and false statemeant. codad the use of a restrainl. The Resldents Quarterly
MODS assessment dated 1/16/15 has bean corrected
: on 5-13-15 to aceurately reflact the use of a restraint.
:h's REQUIREMENT s not met as evidenced 2.0n /1115 and 512115 the Reglonal Cinical
y: Reimburgement Speciallst reviewed the most recent
Based on abservation, Interview, and record OBRA assassmenis on all resldenis to ensure
review it was determined the facllity falled to flact the resident's status with
ensure assessments coded on the Minimum Data bl A
Set (MDS) accurately reflecied the status for one emphasls on sactlon P. Any Concerns Idantlfied were
{1} of thirty (30) sampled residents (Rasident #6).
Raview of Resident #8's MDS assessments
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Immediately addressed.
F 278 | Continuad From page & F 278/ 3.The Regional Clinical Ralmbursement Spaclallst

revealed the assessment did not accurately
reflect the resident's use of a lap beli restraint.

The findings Include;

Interview with the Administrator on 04/20/15 at
1:39 PM, revealed the facility did not have a
written policy related to accurately completing the
MDS assessment. Continued interview with the
Administrator revealed the facility followad the
MDS 3.0 Manual for completing MDS
assessments.

Observation of Resident #3 on 04/1415 at 3:10
PM, and on 04/15/15 at 8:40 AM, revaaled the
resident was up In hisfher wheelchair with a lap
belt restraint being utilized.

Review of Resident #5's medical record revealad
the facility admitted the resident on 11/13/13, with
diagnoses that included Dementig, Insomnia,
Dalusions/Hallucinations, and Muscle Weakness.
Further review of Resident #6's medical record
ravealad a Physician's Order dated 05/09/14, for
the resident to utilize a self-releass belt with a
built-in alarm to promote safety while in a
wheelchair.

Review of Resident #5's Comprehsnzive Care
Plan dated 05/09/14 revealed the resident
required a physical restraint to protect him/her
from harm. Review of the Quarterly MDS
assessment dated 01/16/16 and the Annual MDS
assessment dated 10/16/14 ravealed the facility
assessed Resldent #5 to use no physical
restraints. Review of the most recent Quarterly
MDS dated 01/16/15 revealed the facility was
unable to determine the Brief Interview for Mental
Status (BIMS) score for Resident #6 becausa the

educaled MDS and the Nurse Administrative Team on
MDS Assessment accuracy with emphasia on section
P on 5/11/15 and 5/42/15. Tha Licenssd Nuraing Stafl
will be educated on MDS accuracy by the Staff
Davelopmant Coordinator, Dirsctor of Nursing, MGS
Coordinalors, Quallty Assurance Nurse, or Assistant
Diractor of Nursing to be completed by 5/29/15. The
documentation by the Nursing Staff of any resldent
with a change of status will be reviewad daily In Am
Clinlcal mesting Monday thru Friday to ensure
documentalion accurately reflacis the resident's slatug
4.The Quality Assurance Nurss, Director of Nursing,
Reglonal Nurse Consultant, or Reglonal Giinleal
Raimbursement Spacialist will raview 5 MDS
assessments X 2 woeks then 3 assessments X 2
woeks then 10 assassments per quarter thersaRer to
ensure assessments accurately reflect the residenls
status baglnning 51 1/15. The above audits will be
brought lo the monthly Quality Assurance Mesting In
which analysis with the tracking and trending will be
raviewed by the commitiee members In order to
provide feedback, or evaluaie for further nead of
aducation or intervention as well as need for further
plans. The Team members cansist of but not limited o
The Adminlstrator, Diractor of Nursing, Quallly
Agsurance Nurse, Medical Director, Rehab Services
Manager, Restorative Nursa Manager, Dietary
Manager and Soclal Servica Direclor.

5. May 30, 2015
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resident could not be intarviewed due to severe
cognitive impairment.

Interview with the Director of Nursing {DON) on
04/20/15 at 3:05 PM revezled the facility's MDS
Coordinator attended the Qualily Assurance
Meeting svery moming. Further interview with
the DON revealed the MDS Coordinator should
be notified of any changes related to a resident's
cara.

Interview with the MDS Coordinator on 04/20/15
at 3:19 PM revealed she had not assessed
Resident #6 to have a restraint on the Quarterly
MDS asseasment or on the Annual MDS
assessment due to lack of evidence in the
resident's medical record to indicate restraint use.
However, continued Interview with the MDS
Coordinator revealed Resident #6 should have
bean assessed to have a restraint on the
Quarterly and Annual MDS assessments.
483.20(d), 483.20(k){1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

The facility must develop a comprehensive care
plan for each resldent that includes measurable
objectives and timetables to meet a residant's
medical, nursing, and mental and psychosacial
neads that are identified in the comprehensive
assessment,

The care plan must describe the services that are
to be furnished to attain or maintaln the resident's
highest practicable physical, mental, and

F278

F 279

£279

1.Resldents #2 and #14 Comprehensive Care Plans
and Nurse Ald care plans updated o address toanall
care on /11715 and 5/43/15. Resldent #14 recelved
toenail care on 4-14-15 by Nursing Steff. Resident #2
was avaluated and treated by the In house Podiatrist
on 5-12-18.

2,All residents Comprehenelve Cara Plans were
reviewed lor updales and accuracy with emphasls on
toenall care, by the Chief Nurse Executive, Reglonal
Nurse Consultant, Director of Nursing, Quality
Assurance Nurse, Medical Records Director,

Unit Manager or Adminlstrator on 4-20-15.

Any concemns were addressed immediately,

3.The MDS Coordinator and Adminisirative Nurses
ware re-educated on Comprehensive Care Plan
accuracy and updaling by the Clinlcal Relmbursement

bra0Ns
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psychosoclal well-being as required under
§483.25; and any services that would otherwise
be required under §483,25 but are not provided
dus to the resident's exarcise of rights under
§483.10, including the right to refuse treatment
under §483.10(b}X4).

This REQUIREMENT s not met as evidencad
by:

Based on observation, interview, record review,
and facility policy review it was determined the
facllity failed to ensure a8 comprehensive plan of
care was developed that addressed the care
needs relatad to toenall care for two (2) of thirty
(30) sampled residents (Resident #2 and
Resident #14), The facility assessed Resldent
#14 and Resident #2 to require extensive
assistance from staff members related to
petsonal hygiene. However, review of Resident
#2's and #14's Comprehensive Cara Plans
ravealed toenail care was not addrassed.

The findings includa:

Review of the facility's pollcy titled “Care Planning
- Interdisciplinary Team," with a revision date of
October 2013, revealed the facility's Care
Planning/intardisciplinary Team was responsible
for the davelopment of an individual
comprehensive care plan for each resident.
Further review of the facility's policy revealed the
care plan was based on the resident's
camprehensive asseasment and was developed
by a Care Planning/Interdisciplinary Team,

1. Observation of Resident #14 on 04/17/15 at
10:03 AM revealed the residant to have long,
untdmmed toenails on bath fast.

accuracy and updating of Care Plans and Nurse Ald
Care Plans by tha Reglonal Nurse Consultant,
Director of Nursing, Quality Assurance Nurse, Staff
Development Nurse, Asslstant Diractor of Nursing or
MDS coordinator by May 29, 2015. Nurses will update
care plans and nurse aid cars plans dally with any
changas. All changes of conditlon, physician orders,
care plans and nurse aid care plans will be reviewed
dally Monday thru Friday by but not limited to the
Dirsclor of Nursing, Asslstant Director of Nurelng,
Quality Assurance Nurse, Staff Developmant Nurse,
MDS§ coordinator or Unit Manager in AM Chnical
mesting lo ensure It reflects the Residenlts condition
and care plans updaled accurately. MDS caordinator
completes/updates came plan/nurse ald care plans on
any Quarterly, change of condition or comprahensive
assassments. Quartery, change of condition and
comprehensive assessments will be reviewad during
Interdisciplinary care plan mesting &t least quarterdy.
4.An audlt of 10% Comprehensive Care Plans and
Nurse Ald cara plans wilt be reviewed by the Directar
of Nursing, Assistant Director of Nursing, Quakty
Asgsurance Nurse, Unlt Manager or Stail Developmant
Nurse Monthly for 3 months. The Audits will be
brought to the Monthly Quality Assurance meeting for
review, Iin which analysis with the tracking and trending
will be reviewed by the commiitee mamber In order to
provide feedback, or evaluata for further need of
education or intervention as well as need for further
plana,

5, May 30, 2015
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Specialist or Regional Nurse Consultant on 5-11-15
F 279 | Continued From page 8 F 279 | and 5-12-15. Nursing Staff were re-sducated on
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_| Review of Resident #14's medical record

revaaled the facllity admilted the resident on
02/24/18 with diagnoses that included Multiple
Sclerosis and Seizure Disorder. Review of
Resident #14's Admission Minimum Data Set
(MDS) assessment dated 03/03/15, revealed the
facility assassed the resident to have & Brisf
Interview for Mental Status (BIMS) scare of 3,
which indicated the residant was seversly
cognitively impaired. Continued raview of
Resident #14's Admission MDS assessment
ravealed the facility assessed the resident to
require exlensive assistance with the support of
at least two (2) staff persons related to personal
hygiene.

Review of Resident #14's Comprehensive Care
plan dated 03/29/15 revealed the resident had an
Aclivities of Daily Living (ADL) self-care deficit.
Howsaver, toenail care was not addressed on the
Comprehensive Care Plan. Review of Resident
#14's Nurse Alde care plan dated March 2015
revealed toenall care was not addressed.

Interview with State Registered Nurse Alde
(SRNA) #7 on 04/20/16 at 2:03 PM revealed
resident nail care should be performed as
needed. She stated Resldant #14 had
confractures of the feet and if toenzails were not
trimmed, they could "stab” him/har, SRNA#7
stated she had trimmed Resldent #14's toenails
on 04/16/15,

Intarview with Registerad Nurse (RN) #1 on
04/20/15 at 2:10 PM revealed she was assigned
to care for Resident #14 on 04/20/15. RN #1
stated that SRNAs were responsible for resident
nail care unless the resident had a diagnosis of
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Diabates. She statad nurses were to perform nail
care on diahetic residents. Continued interview
with RN #1 revesled she conducted walking
rounds to ensure resident nail cara had been
performed, RN #1 stated even though she made
daily walking rounds, she had not identified
concerns with toenail care not being performed,

2. Observation of Resident #2 during a skin
assesament conductsd with RN #4 and Kentucky
Madication Aide (KMA) #1 on 04/15/15 at 9:50
AM, revealed the resident's toenails on both fest
were long, thick, dark In color, and In need of
trimming/grooming.

Review of the medical record revealed the facility
admitted Reslident #2 on 01/05/15 with diagnoses
that included VWesakness, Cellulitis, and Diabetes
Mellitus. Review of the Quarterly MDS
asysessment dated 04/15/15, revealed the facility
assessed Resident #2 to require the axtensive
assistance of two (2) or more persons with
personal hygiene and bathing, Review of the
Comprehensive Care Plan dated 03/24/15,
revealed the facility failed to develop a plan of
care in self-care deficit that included keeping the
resident's nails clean and groomed. According fo
the CNA's care plan (g guide used by the nursing
assistants for providing resident care needs), the
resident's nail care needs would be provided by
the nurse(s).

interview conducted with RN #4 on 04/20/15, at
1:20 PM revealed the nurses did nail care on
diabelic patients, as was noted on this resident’s
care plan,

Interview with the Director of Nursing (DON) on
04/20/15 at 1:32 PM and 2:45 PM revealed

F 278
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F 279 | Continued From page 11 F 279
resident nall cars should be performed as neaded
for all residents and nail care should have been
performed for Resident #14 and Residant #2.
The DON stated that resident care plans were
developed by the MDS Coordinator using the
resident's MDS assessment and other
documents In the resident's medical record.
Interview with the MDS Coordinator on 04/20/15
at 3:54 PM revealed nalil care shouid have bean
addressed on Resident #14's and Resident #2's
Comprehensive Cere Plans. Continued Interview
with the MDS Coordinator revealed when care
plans were developed Information was obtained
from the resident's MDS assessments and
reviewed for accuracy. The MDS Coordinator
stated it was an oversight that Resident #14's
care plan and Resident #2's care plan did nat
address nall care, F-282 530115
F 282 | 483.20(k}3)(il) SERVICES BY QUALIFIED F 282 Thae Physician and Power of Atlornay (POA)
$5=K | PERSONS/PER CARE PLAN for Residanta #11, #16, #18, and #17
ware nollfied Immedlately upon ideniiflcation of
The services provided or Frranged by the facility potential medicatlon errors by the Adminlstrator,
must be provided by qualified persons in Director of Nursing (DON), Assistant Diractar of
::tr::rdanca with each resident's written plan of Nursing (ADON), Staff Davelopment
’ Coordinator (SDC), Qualily Assurancas
{QA}Nurse, Nursing Supervisor, Medical
This REQUIREMENT is not met as evidanced Records Nurse o Reglonal Nurse Conaullant o
by: 04/20/15. Residenta #11, #15, #16,
Based on observation, interview, record review and #17 were assessed by the ADONs or QA
and raview of the facility’s policy it was Nurse on 04/20/15 for any signs and symploms of
determined the facility failed to provide care and adversa reactions, with no issues identifled.
services in accordance with the written plan of Leboratory levels were drawn on all four (4)
care for four (4) of thirty (30) sampled residents resldents, the physiclan was notified of the
(Residents #11, #15, #16, and #17) and ona (1) resulls, and the resldents' care plans were
unsampled resident (ResidentA). Review of the updated, as neaded. All four (4) residents'
plan of care for Resident #11 revealed the medlcations were counled and a medicslion
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reconclllation was compleled for accuracy and a
F 282 | Continued From page 12 F 282 | current count was placed on each Individual pill

resident had inferventions in place that included
giving medications as ordered for the treatment of
cardiovascular problems including atrial fibrillation
(an irregular, rapid heart rate).

Review of the plans of care for seizure activity or
at risk for seizures for Residents #15, #18, and
#17 revealed the residents had interventions in
place that included administering medications as
ordered. The facility documented on the
residents' Medication Administration Records
{MAR}) that the residents' medications were
administered according to Physician's Orders.
Howevar, observation of Resldent #15's
medication and review of Resldents #11, #18,
and #17'a pharmacy medication dispensing
records revealed the facility failed to administer
the residents' medications as ordered by the
resldents' physicians. Resident #11's fourteen
(14) day supply of Digoxin {(medication to treat an
abnormal heart beat) was not reordered for up to
thirty-seven (37) days; Resident #17's thirty (30)
day supply of Primidone {anti-seizure medication)
waent up to sixty-five (85) days between refills and
up to forly-three (43) days between refills fora
thirty (30) day supply of Depakote (medication to
prevent seizures and treat some psychiatric
disorders); and Resident #16's fifteen (15) day
supply of Depakote went up to twenty-five (25)
days between refills (refer to F333, F425, F490,
and F514).

Review of the plan of cars for Resident A
revealed interventions to provide wound care
according to the Physiclan's Order. Resident A
requested that a new dressing be applied to

packel andfor boltle of liquid medicine on

04/20/15 by the DON, ADONs, SDC, QA Nurse,
Medical Records Nurse or Reglonal Nurse Consultant
Resident A was assessed and trealment was
completed by the Waund Care Nurse at 2pm on
4-18-15. There waa no decline in the Status of the
wound.The allagation was immadiately reported to the
Director of Nursing on 4-16-15 and Licensed Practical
Nurse #3 was immediately suspended pending
Investigation. Befora Licensed Praclical Nursa #3 was
sliowed to return to work she was counseled and readticated
by the Director of Nursing that each regldent

must recslve and the facllity mus! provide the neces

care and services to attaln or maintain the highest
practicable physlcal, mental, and psychosocial wellbeipg,

In accordance with the comprehensive assessmant
and plan of care. Llcensed Practicat Nurse #3

was also re-educaled on Signalures Polley and
Procedura on Pressure Ulcers/Skin Breakdown-Clinicdl
Protocel which Includes immediately addressing any
concemn whh a residents wound or treatment.

2. All resldenis’ medicatlons were auditad by tha
DON, ADON, SDC, Nursing Supervisor, Medlcat
Record’s Nurse or Regfonal Nurse Consultant, on
04120/15, 1o ensura that the current medications,
compared lo the current Physlclan Order Shest,
ware present and the quantity of medication was
counted, the quantity was placed on the

medication container along with the date/time
completed and Initialad by the Nurse Manager
completing the validation/counl process. A new
bottle of medications were requested and placed
into service on 04/22/16 for the liquid medicailons
thet could not be counted, duse to opacily of

histher faot on the moming of 04/16/15 at ——
approximately 5:00 AM. However, nursing staff
failed to provide the wound care and dressing
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according to the plan of care.

The facility's failure to have an effective system in
place to ensure care and services were provided
a3 per the resident's plan of care was likely to
cause serious injury, harm, impairment, or death.
linmediate Jeopardy was determined to exist on
04/02/15 at A2 CFR 483.20 Resident Assessment
{F282), 42 CFR 483.25 Quality of Care {F333),
42 CFR 463.60 Pharmacy Services {(F425), and
42 CFR 483.75 Administration {F490 and F514).
The facility was notified of the Immediate
Jeopardy on 04/20/15.

An accepiable Allagation of Compliance was
raceived on 04/23/15, which alleged removal of
the Immediate Jeopardy on 04/23/15. An
extended survey was conducted on 04/24/185,
The State Survey Agency determined the
Immediate Jeopardy was removed on 04/23/15,
which lowered the Scope and Severity to an "E"
al 42 CFR 483.20 Resident Assessment (F282),
42 GFR 483.25 Quality of Care (F333), 42 CFR
483.60 Pharmacy Services (F425), and, 42 CFR
483.75 Administration (F480 and F&14) while the
facllity monitors the effectiveness of systemic
changes and quality assurance acfivitias,

The findings include;

Review of the facility's policy, tited “Using the
Care Plan,” not dated, revealed the care plan
shall be used in developing the resident's daily
care routines and will be available for staff
personnel who have responsibility for providing
care or services o the resident. The pollcy
further revealed the documentation must be
conslstent with the resident's care plan.

ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Suparvisor, Admissions, Social Services
Diractor, Quality of life, Dietary Manager,

Chaplain, Madical Records or Reglonal Nurse
Consuitant by 04/22/15 1o ansure all resident care
plang reflected the cumrent resldent care needs.
Skin assessments ware completed on all residents
by 5/16/15 to ensure residents had the appropriate
{reatments In place as In accordanca with the
comprehensive assssament and plan of care,

3. Education was provided to the Administrator,

HR, Med Recard's Nursa, BOM, Quallty of Life,
Admlssions, Assistant Administrator, Plant Ops,
Food Service Directar, SSD, Cantral Supply,
Housekeeping Suparvisor, DON, ADONs, SDC,
MOS Coordlnalors, and Nursing Suparvisors on
04/20/15 by the Reglonal Nurse Consullant
regarding the facility's medication adminiatration
policy and procedurs which Included medication
reconcliiaion. The care plan policy and the
procedure included following the care plan,
adminlstaring care lo ensure highest praciical
physical, mental, end psychosocial well-being of
each resident, and maintain clinlcal records in
acceplable professiona! standards and practicasa
that were complete, accuralely documented,

readily accessible and systematically organized.
Education was initiated for licensed staff,Kentucky
Modication Aldes (KMAs} and StaleReglsiared Nurse
Aldes (SRNAs) on 04/20/15 by the Adminlstrator,
Asslstant Administrator, Reglonal Nurse Consultant,
DON, ADONSs or the SDC regarding the Medication
Administration Policy and Procedure which Included
medication reconciliation, cars plan policy and the
procadure to Include following the care plan,
adminlstering care o ensure highest practical physicail
mental, and psychosocial well-being of each residant
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All residents’ cara plans wera audited by the
F 282 | Continued From page 13 F 282 | Adminlstrator, Assistent Administrator, DON,
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1. Review of Resident #11'a medical record
revealed the facllity admitted the resident on
10/04/13, with diagnoses that Included atrial
fibrillation (an irregular, often rapid heart rate that
commaonly causes peor bload flow),

Review of Resident #11's actualipotantial
cardiovascular problems care plan, revised date
12/19/14, revealed the resident had an
intervention in place to give medications as
ordered.

Review of Resident #11's April 2015 Physiclan's
Orders revealad the resldent had an order for
staff to administer Digoxin {a medication used to
slow the heart rate of patients with atrial
fibrillation) 125 mcg (micrograms) per day. The
medication was [nitially orderad on 08/17/14,

Raview of the Pharmacy Medication Dispensing
Records, dated 12/01/14 through 04/17/15,
revesaled Residant #11's Digoxin was dispensed
with fourtaen (14} tablets per medication card and
had been dispensed seven (7) times from
12/10/14 to 04/15/15 (dispensed on 12/10/14,
12/21/14, 01/28/15, 02/11/16, 02/25M15, 03/25/15,
and 04/15/15). Durng the {imaframe reviewed
{12/10/14 through 04/15/15) the pharmacy
dispensed ninety-sight (98) Digoxin tablets;
however, a total of one hundred twanty-eight
{128) tablets were neaded for staff to be able lo
administer the resident's Digoxin as it was
ordered, per the Physician's Ordars,

Review of Resident #11's Digoxin laboratory level
obtained on 01/05/15 and 04/03/15 revealed the
rasident's Digoxin level was subtherapsutic.

2. Review of Resldent #17's medical racord
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and maintain clinlcal records In acceptable
F 282 Continued From pege 14 F 282 |professlonal stsndards and pracilces that were

complete, accurately documented, readlly accesalble
and systematically onganlzad. All clinical staff
completed or will complete a post-tes! and score
100% to enaure understanding of education/tralning
provided., If 100% is not obtainad than tha staff
member will be re-educated and a post-test
re-administered untll the stafl member obtains 100%
acore o ensure understanding of the materal
covered. Clinical staff was not allowed to work prlor to
racelving the above stated educatlon. Thosa clinical
staff membera that wara on Famlly Madical Leave Act
(FMLA), leave or work "as needed® (PRN) were sent
a ceriiflad lettar and were nol allowed to work untll the
aducation had been recelved and a post-tast
completed with100% score abtained. As of 05/29/15
all education was completed and any PRN or staff who
had not comploted the education recelved a certlited
latter and will not be allowed to retum to work untll
the aducation has besn completad and verified. Onca
educalion has been provided, sach licensed nurae will
complete a medication administration observation
pass with the DON, ADONs, SDC, Nuraing
Supervisor, or Reglonal Nurse Consultant.

Educatlon regarding medication adminlistration

policy and procedure, care plan pollcy and

procedure, administrative oversight, and

complete and accurate clinlcal racords wers

included in the new hire orlentatlon.

4. A new process was Inltlated on 04/22/15 for
medication reconclllation of residents’

medlcations, The process [e as follows:

a. One random nurss par day, per shift, will

complete & medication pass observation with tha
DON, ADONs, SDC, Medical Records Nurse,

MDS Coordinators, Nursing Supervisor or
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Regional Nurse Cansultant to ensure compilanca
F 282 ] Continued From page 15 F 282 lwith madication sdministration, the resident’s

revealed the facility admitted the resident on
10/23/98. Tha resident had diaghoses that
included Seizure Disorder.

Review of Resldent #17's Seizure Activity/At Risk
for Selzures care plan, revised 12/17/14, revealed
the resident had an intervention to administer
medications as ordered.

Review of Resident #17's April 2015 Physician's
Orders revealed the resident had an order for
staff to administer Primidone (anti-seizure
medication) 250 mg (milligrams) every morning
{initially ordered 12/16/14} and two {2) capsules
of Depakete 125 mg {(generic name Is Valproic
Acid - anti-seizure medication) twice daily {initially
ordered on 08/05/14).

Review of the Pharmacy Medication Dispensing
Records for Resident #17, dated 12/01/14
through 04/17/15, revealed the pharmacy
dispensed thirty (30) capsules of Primidone 250
mg (a 30-day supply) twice from 12/18/14 through
04/04/15 (on 12/18/14 and 01/28/15), for & total of
sixty (60} capsules. However, for staff to ba able
to administer the resident’s medications as
physician ordered in order to foilow the plan of
cara, ona hundred seven (107) capsules wara
required. There was na explanation or
documented evidence to account for the
forty-seven (47) tablets that were needed in order
for staff to administer the medication as physician
ordered to follow tha plan of care.

Further review of the Pharmacy Medication
Dispensing Records revealed the pharmacy
dispensed one hundred twanty {120} capsules of
Depakate 125 mg, which was a thirty (30) day
supply, on 02/20/15. Howsaver, the medication

care plan was being followed and accurate along

with completad documentation was noted. This was
reviewed at the QAP| Meeting on 4/27/15 and facllity
continued with a medication pass observation for one
random nurse per day, per shifL To be raviewed ai the
next QAPI Meeting In one waek.

This waa reviewed again on 5/4/15 at tha QAPI
|Maeting and It was determined by the committes that
the facility would raduce the medication paas
abservations to ona random nurae per day, To be
reviawed at the next QAPI Meeling in one weak.

This was reviewed on 5/11/16 and the QAPI
Committee determined to reduce the audlis o
medicallon pass absarvations on thres random nurses
per week for four (4) weska. To be reviewed at the
next QAP!| Meeling o delermine frequency and duratioh.
b. Nurses/KMAs racsived aducation on 04/21/15 by
the Regional Nurse Consultant, DON, ADONs,SDC,
or Nursing Supervisor on placing the discarded pill
packets/bottfea in the bottam drawer of the medication
cart when packet/boitle was finished.

c. The DON, ADONs, SDC, Medical Recorde Nurse,
MDS Coordinators, Nursing Supervieer, or Raglonal
Nurse Consultant wilt sudit five (5) discarded
packets/boltiea per slde compared to packetis/botlias
that were put into servica to recenclle medications,
confirm recrder process and that the madicalions are
being given per the physiclan's ordera and the plan of
cara Manday through Friday for four{4) weeks, The
results of these audiis wlll be carried through the QAPI
Meating at that ima to delermine ongoing monitoring
frequency and duratlon.

d. Nurses/KMAs placed tho dateftime and thelr

Inltials on the slde of any new medication packet/bottle
placed Into service to ensure an accurate dais which
will allow for accurate reconciliation, Those liquid
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was not dispansed to the facility again until
04/05/15, forty-four (44) days later. There was no
explanation or documented evidence to account
for the medication that was needed for
administration for approximately fourteen (14)
days ta ensure the medication was given per the
plan of care.

The SSA's Pharmacist Consultant conducted a
post stirvey review of the facility's pharmacy
dispensing records. Review of Resident #17's
medication orders dated 04/01/15, revealed the
resident was ordered to receive Primidone 250
mg, one tablet each morning and evening, which
had bsen in effect since 12/16/15; the dosage
was verified via post survey phone interview with
the Advanced Registeted Nurse Practitioner on
05/01/15, as the physician was unavallabla, In
the Initiat cltation narrative, the State Survey
Agency’s Surveyor stated the resident's
Primidone was {o be given only once daily {in the
moming) when, In fact, the dosage was two (2)
tablets per day. It was noted, basad on the
pharmacy's dispensing records, that Resident
#17 had been provided two refills each of 30
tablets {on 12/18/14 again on 01/28/15) during
tha review pariod. It was noted that each 30
tablet quantity was a 30-day supply when, In fact,
the refills ware anly fiteen {(15)-day supplies. The
surveyor further noted that, from 12/18/14
through 04/34/15, the resident would have
required a total of one-hundred and seven (107)
1ablets to achieve the required dosage
requirement for that {ime period. Howsvar,
because the daily dosage called for two (2}
{ablets per day, the required number of tablets for
that lime period would have called for twice that
amount, or up to two-hundred end fourtesn {214)
tablets. Sinca only sixty (60) tablets had been

4 ID SUMMARY STATEMENT OF DEFIGIENGIES T3] PROVIDER'S PLAN OF CORRECTION &5
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medications, a total of twenty-one (21), that could not
F 282 | Continued From page 16 F 282 | be counted, dus to opacity of contalner, a new bottle

was oblalned and placed In service by 04/22/115.

e. Reorder process below will continue:

i) A nurse re-ordered medications via the ezMAR
alert systam when three (3) 1o four (4) days of
medication wers laft to administer,

1} A nurse then placed, on the current medication
bubble pack, the date of reorder, and their initiala.

1Ii} The DON and/or ADONE ran the “Refill

Reminder Report* from the a2MAR aystem,

Monday - Friday, and valldatad that all

medlcations due to ba reordered, had actually

besn reordared,

This was reviewed at the QAP| Meeling on 4/27/15,
§/4/15, and 5/11/15 where no changas wers made to
the monltoring. This process will continwe for four
additlonal weeks and be reviewed during the QAPI
Mesting to delermine further monitoring duration and
frequency.

Iv) Facillty Formulary Nurae, ADONs, SDC, QA
Nures, or Nursing Supervisors reconciled the

Refill Reminder Report with the nightly medicatlon
manifest report with the actual medicetion packst

on the cart or storad In overflow to enaura
medications that were raordered hava actually
arrived at facillty Monday Through Frday.

This process and monltoring was reviswaed at the
QAPI Meeling on 4/27/15, 514115, and 5111115 where
no changaé were made to the manitoring at thia time.
Current process will continue for an addltional four
waeks and then be reviewed by the QAPI Committee
to determine ongoing monitoring and the frequency
and duration.

f. Nurses and KMAs were educated/rained on

{he medication administration pellcy and

procedurs ta include documantaticn along with

tha scopa of practice of the KMA. KMAs will not
administer or document administering any
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dispensed to Resident #17 during that time
period, there would have been a shortage of
approximatsly one-hundred and fifty-six (156)
tablets during that time period.

3. Review of Resident #16's medical recard
revesgled the facility admitted the resident on
09/05/14. The resident had dlagnoses that
included Seizure Disorder and Psychosls.

Review of Residant #16's seizure activity/at risk
for selzure activity care plan, revised 02/03/15,
revealed the resident had an intervention in place
to administer medications as ordered,

Review of Resident #18's Physiclan's orders
dated 09/05/14, revealed an order for Valproic
Acld (brand name is Depakete, anti-selzure
medication and used for some psychiatric
disorders) 250 mg/5 mt {(milliliters), 5 mi twice
daily.

Revlew of Phammacy Medication Dispensing
Records for Resident #18, dated 12/01/14
through 04/17/15, revealed the pharmacy
dispensed a 150-m! boltle (a 15-day supply) of
Depakote on 01/24/115. However, the medication
was not refilled again untll 02718715,
approximataly twenty-six (26) days later. There
was no documented evidence or explanation for
tha madication that was needed for the eleven
(11} days to ensure the medication was given per
the Physician's Order, per the plan of care.

Review of the Vaiproic Acid laboratory values for
Resident #16 revealed the Valprolc Acld level was

timas weekly, stacting 04/20/15 by the DON, ADONS,
SDC, Madical Records Nuree, QA Nurse,

Nursing Supervisar, Reglonal Nurse Consullant or
Chlef Nuraing Executive, lo ensure reordar procesa
system was Intact and withln compliance along with
ensuring rasldents medications were adminislared ag
ordered. Thls process will continue for two (2) woeks
and rasulis will be reviewed In a waekly QAPI
meeting, The QAPI commitiee will determine
ongoing frequency of resldant medication
raconciliation at that fime.

This was raviewed al the QAPI Meeling on 4/27/16
and no changes were made to the monitoring. To be
reviewad at tha next weekly QAPI Meeting to
delermine ongoing frequency.

The process was reviewed at the 5/4/15 QAPI
Meeting end it was determined to make no changes
to the monlioring at this ime, Reviaw In one week at
the QAPI Mesting 1o detarmine ongoing frequancy.
This process was reviewed again at the §11/15 QAPI
Meeting where the GAP] Commitiae delermined It was|
appropriate to reduce the full medicalion reconclilation
on all residents to ence (1) weekly for one week. The
QAP| Committae will raview the findings at this time
{o detarmine the ongoing frequency of monltoring.
Medlcatlon pass audits were complated by

the DON, ADON, SDC, Medical Records Nurse,

or Reglonal Nurse Consultant for all nurses and
KMAs by 04/22/15 to ensure that medications

were administered without significant medication
arrar. Nursaes or KMAs who had not completed a
madication pass abservation wera not allowed to
work untll the madicetion pass observalions hed
been campleted for shifts scheduled after

04/22/16. As of 04124115, 76% of all nurses and
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medicationa other than by mouth (PO) or topleal.
F 282 | Continued From page 17 F 282 | All residents madications were reconciled two (2)

sub-therapeutic on 04/03/15.
KMAas had completed a medicatlon pass
4, Review of Resident #15's medical record L Lhc s
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revealed the facllity admitted the resident on
10/18/13 and readmitted the resident on
03/20/15, after a hospital stay. The resident had
a diagnosis of Seizure Disorder.

Review of Resident #15's Seizure Activity/at risk
for Selzuras Care Plan, revision date of 02/22/15,
revealed the resident had an intervention in place
to administer medications as ordered.

Review of Resident #15's April 2015 Physician's
Orders revealed an order initially dated 03/19/15
for Keppra (anti-seizure medication) 100 mg/ml.
Staff was to administer 5 ml of Keppra every
morning and 7.5 ml of Keppra at bedtime.

Review of the Pharmacy Medication Dispensing
Records for Residant #15 revealed 473 ml of
Kappra was dispensed to the facility on 03/20/15,

Observation on 04/17/15 at 2:20 PM, of Resident
#15's Keppra botila from the facility's medication
cart revealed the medication was dated as
opaned on 03/21/15, one day after the resident
was readmilted to the facilily. Obsservation
revealed the Keppra boltle contalned 150 m! of
medication. According to the resident's
Physician's Order, 342.5 m! of medication should
have been administered to the resident, leaving
130.5 ml remaining in the bottle. However,
review of Resident #15's MAR for 03/20/15
through 04/17/15 revealed staff documented they
administered Keppra to Resident #15 as orderad
by the resident's physician,

Interview on 04/15M5 at 4:00 PM with the
Phamacy Director revealed no additional
medlcation had been dispensed to the faclllty as
they would not be able to reorder the medication

o410 BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION oLy
PREFIX {EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLENON
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4, The Administrator, Asslstant Administrator,
F 282 | Continued From page 18 F 282

Special Projects, DON, Chief Operating Offlcer,

Chief Nurse Executive or Reglonal Nurse

Consultani audited compliance of the above

slated audits/observations twice weekly for four {4)
weeks and reporled findings during weekly QA for fou
(d)woeks, for recommendations and further

follow-up 83 Indicated.

The QAPI Commitlee reviewed the above at the QAP
Mesling on 4/27/15, 5/415, 511115 and no changes
were made to the monHoring at this time. This will be
reviewed agaln at lhe weekly QAP) Meeting to report
any finding and determine ongoing frequency and
duration of complance audits.

A Quallly Assurance meating will be held weekly for
four (4) weaks, then monthly for recommendationa and
further follow up regarding the above stated plan,
QAPI Meellngs wera held on 4/27/15, 5/4115, and
5H 116 o discuss the findings of the audils and adjus]
the plan as necessary. QAP| Commlites will review at
the next Weekly QAPI Meeting o review any findings.
Waekly QAP| Mestings will continue for an additlonal
four weeks and to be raviewed st that time to
delermine ongolng frequancy of Weekly QAPI Meeling.
Once lhe weekly QAPI meetings frequency is
discontinued, the QAP Commilites will review and
evaluate the plan monthly during the normally scheduled
Quality Assurance meeling.
§.) May 30, 2015
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Continued From page 18

until they were out of the medication, or on the
last dose of medicatlon.

Interview with RN #1 on 04/14/15 at 5:03 PM,
with Licensed Practical Nurse {LPN) #5 an
04/16/15 at 11:55 PM, with RN #6 on 04/16/15 at
12:14 PM, with Kentucky Medication Alde {KMA)
#1 on 04/17/15 at 1:27 PM, and with LPN #8 on
04717115 at 3,20 PM, revesled that the resident's
medications were adminlstered per the
Physician's Orders and the intarventions on the
resident's plan of care were followed.

Interview on 04/14/15 at 6:07 PM with the
Diractor of Nursing {DON) revealed facility staff
should follow the plan of care for a resident. The
interview further revealed residents' medications
should be administerad per Physlcian's Orders
and per the care plan interventions.

5. Review of the medical record for Resident A
revealed the facility admitted the resident on
04/07/15, with diagnoses that included
Guillain-Barre Syndrome, Coronary Artery
Disease, Osteomyelitis, End Staga Renal
Disease, Diabetes with Neuropathy, and
Cerebrovascutar Accident.

Review of the "Weekly Skin Integrity Review"
dated 04/08/15, revealed the resident had a
diabetic ulcer to the right foot located rear the
last digit.

Review of the "Interim Plan of Care" dated
04/15/15, revealed the resident had a disruption
of skin surface not refated to pressure with tha
wound type being an open lesion located on the
right outer dorsal foot. Further raview revesled
the Plan of Care stated, "Wound care as ordered;

F 282
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see current treatment record and physician's
orders; monitor effectiveness offresponse fo the
treatment as ordared."

Review of Resident A's Physiclan's Order, dated
04/15/15 at 6:30 PM, revealed wound care orders
wera to cleanse the right outer dorsal foot with
ane-quarier strength Dakin's solutlon, apply an
Opticell Ag (type of wound dressing) cut fo fit, and
apply Sure-prep and border gauze every three (3)
days and as nesded {PRN).

Review of the five-day final report of the facility's
Investigation, dated 04/16/15, revealed Resident
A had requested on 04/18/15 at 5:00 AM for LPN
#3 to replace the dressing that had fallen off
during the night. Further review of the
Investigation revealed LPN #3 did not replace the
dressing and had Instructed the resident the
dressing change would not be complated until the
wound care nurses arrivad at 8:00 AM.

Interview with LPN #3 on 04/20/15 at 4:30 PM
revealed the resident had requested the dressing
be replaced; however, it was not done. The LPN
stated she did not follow the resident's care plan.
She stated she should have checked and
followed the care plan.

Interview with the DON on 04/20/15 at 2:37 PM
revealed staft shauld follaw the residents’ care

plans, She stated wound care should be done

according to the care plan,

Interview with the Administrator on 04/20/15 at
1:30 PM, revealed LPN #3 should have followed
the resident's plan of care and replaced the
resident's dressing.
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**The facility provided an acceptable Allegation of
Compliance (AOC) on 04/23/15. The facility
implemanted the following actions to remove the
Immediate Jeopardy:

1) The Physician and Power of Attomey (FOA)
for Resldents #11, #13, #14, #15, #16, and #17
were notified immediately upon identification of
polenttal medication errors by the Administrator,
Director of Nursing (DON), Assistant Director of
Nursing (ADONSs), Staff Development
Coordinator {SDC), Quality Assurances
{QA)Nurse, Nursing Supervisor, Medical
Records Nurse or Regional Nurse Consultant on
04/20/15. Residents #11, #13, #14, #15, #16,
and #17 were assessed by the ADONs or QA
Nursg on 04/20/15 for any signs and symptoms of
adverse reactlons, with no issues !dentified.
Laboratory levels were drawn on all six (6)
rasidents, the physician was notified of the
results, and the residents’ care plans were
updated, as needed. All six (6) residents'
medications were counted and a medication
reconciliation was completed for accuracy and a
current count was placed on each individual pill
packet and/or bottle of liquid medicine on
04/20/15 by the DON, ADONSs, SDC, QA Nurse,
Medical Records Nurse or Ragional Nurse
Conaultant.

2) Tha physician and POAs for Residents #11,
#16, #16, and #17 were notified immediately upon
identification of inappropriate documentation by
the Administrator, DON, ADONs, SDC, QA
Nurse, Nursing Supervisor, Medical Record's
Nurss, or Regional Nurse Consultant on
04/20/15. Residents #11, #15, #16, and #17 were
re-assessed by the ADONs or QA Nurse, on
04/20/15, for any signs and symptoms of adverse

F 282
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Continued From page 22
reactions, with no issues identifled.

3) All rasldents' medications were audited by the
DON, ADON, SDC, Nursing Supervisor, Medical
Record's Nurse or Regional Nurss Consultant, on
04720115, to ensure that the current medications,
compared to the current Physician Order Sheet,
waere present and the quantity of medication was
counted, the quantity was placed on the
medication container along with the date/time
completed and initialed by the Nurse Manager
completing the validation/count process. A new
bottle of medications wera requestad and placed
Into service on 04/22/15 for the liquid medications
that could not be counted, dus to opacity of
container,

4) All residents’ charts were audited by the
Administrator, Assistant Administrator, DON,
ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Soclal Services
Diractor, Quality of Life, Dietary Manager,
Chaplain, Medical Record's Nurse or Regicnali
Nurse Consultant by 04/22/15 for accuracy of the
clinical records and that the records were
complete and accurately documented. The
following issues were identified and corrected:

4. Social Services Quarterly Notes were not
within compiiance- for three (3) residents

b, Activity Quarterly Notes nat within
compliance-three (3) residents

c. Care plan updates-two (2) residents

d. Behavior Management care plan updates-two
{2) residents

5) All residents' care plans were audited by the
Administrator, Assistant Administrator, DON,
ADONSs, SDC, QA Nurse, MDS Coordinators,
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Nursing Supervisor, Admissions, Social Services
Director, Quality of life, Dietary Manager,
Chaplain, Medical Recorda or Regional Nurse
Consultant by 04/22/15 to ensure all resident care
plans reflected the current resident care needs.

&) Education was provided to the Administrator,
HR, Med Record's Nurse, BOM, Quality of Life,
Admissions, Assistant Administrator, Plant Ops,
Food Service Diractor, SSD, Central Supply,
Housekeeping Supervisor, DON, ADONs, SDC,
MDS Coordinators, and Nursing Supervisors on
04/20/15 by the Regional Nurse Consultant
regarding the facllity's medication administration
policy and procedurs which included medication
reconcifiation. The care plan policy and the
procedure included following the care plan,
administering care to ensure highest practical
physical, mental, and psychosocial well-being of
each resident, and maintain clinical records in
acceptable professional standards and practices
that were complete, accurately documented,
readily accessible and systematically organized.

7} Education was initiated for licensed staff,
Kentucky Medication Aides (KMAs) and State
Registered Nurse Aides (SRNAs) on 04/20/15 by
the Administrator, Assistant Adminlstrator,
Regional Nurss Consultant, DON, ADONSs or the
SDC regarding the Medication Administration

) Policy and Pracedure which included medication
reconciliation, care plan policy and the procedura
to include following the care plan, administering
care to ensure highest practical physical, mental,
and psychosoclal well-being of each resident, end
maintain clinical records In acceptable
professlonal standards and practices that were
complete, accurately documented, readily
accessible and systematically organized. All
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clinical staff completad or will complete a
post-test and score 100% to ensure
understanding of education/training provided. if
100% is not obtained then the staff membaer will
be re-educated and a post-test re-administerad
until the staff member obtalns 100% score to
ensure understanding of the materlal covered.
Clinical staff was nat allowed to work prior to
receiving the above stated education. Those
clinical staff members that wers on Family
Medicsal Leave Act (FMLA), leave or wark "as
neaded” (PRN) were sant a certified [etter and
were not allowed to work until the education had
been recelved and a posi-test completed with
100% score obtained, As of 04/23/15, 60% of all
licensed staff and clinical staff had been educated
with post-test completed and 100% scors
obtained; 15% have been contacted by phons,
provided aducation and notified that they cannot
work unfil 1:1 education with post-test was
completed, and, 100% score obtained. The
remaining 25% were in the process of being
contacted and will not be allowed to work untll
education with post-test has been completed and
100% score obtained. Once education has been
provided, sach licensed nurse will complete a
medication administration observation pass with
the DON, ADONSs, SDC, Nursing Supervisor, or
Regilonal Nurse Consultant.

8) Education regarding medication administration
policy and procedurs, care plan policy and
procedure, adminiatrative oversight, and
complete and accurate clinical records were
included In the new hire orientation,

9) A new process was Initiated on 04/22/15 for
medication reconciliation of residents’'
medications, The process is as follows:
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a. One random nurse per day, per shift, will
complete a medication pass cbservation with the
DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor or
Regional Nursae Consuitant to ensure compllance
with medication administratian, the resident's
care plan was being followed and accurate along
with completed documentation was noted,

b. DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Superviser, or
Regional Nurse Consuttant reconclled the
medications of four (4) randomly salaected
residents dally to ensure compliance with
medication administration. This process was
continued until immediacy was lifted.

¢. Nurses/KMAs received education on 04/21/15
by the Regicnal Nurse Consultant, DON, ADONS,
§DC, or Nursing Supervisor on placing the
discarded pill packets/bottias in the bottom
drawer of the medicaticn cart when packet/botile
was finished. The DON, ADONs, SDC, Medical
Records Nurse, MDS Coordinators, Nursing
Supervisor or Regional Nurse Consultant audited,
dally, ten (10) discarded packets/bottles per side
compared to packets/bottles that were put into
service to econcile medications, confirm reorder
process and that the medications wera being
given per the physician’s orders and the plan of
care. Tha process continued until immediacy
was lifted.

d. Nuraes/KMAs placed the dateftime and their
Initials on the side of any naw madication
packet/bottle placed into service to enaure an
accurate date which will aliow for accurate
raconclliation. Those liquid medications, a totsl of
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twenty-one (21), that could not be counted, due to
opacity of container, a new bottle was obtalned
and placed in service by 04/22/15.

8. Reorder pracess below will continue until
immediacy was lifted;

i) A nurse re-ordered medications via the ezMAR
alert systam when thres {3) to four (4) days of
medication were left to administer.

fi} A nurse then placed, on the current medication
bubble pack, the date of rearder, and their initials.

liiy The DON and/or ADONs ran the "Refill
Reminder Report" from the ezMAR system,
Menday - Friday, and validatad that all
medications due to be reorderad, had actually
been reordered.

iv) Facllity Formulary Nurse, ADONs, SDC, QA
Nurse, or Nursing Supervisors reconclled ths
Refill Reminder Report with the nightly medication
manifest report with the actual medication packst
on the cart or stored in overflow to ensure
medications that were reordered have aclually
arrived at facility.

f. Nurses and KMAs were educated/irained on
the medication administration policy and
procedure to Include documentation along with
the scape of practice of the KMA. KMAs will not
administer or document administering any
medications other than by mouth (PO) or topical.

10} All residents medications were reconclled
two (2) times weekly, starting 04/20/15 by the
DON, ADONs, SDC, Medical Records Nurse, QA
Nurse, Nursing Supervisor, Regional Nurse
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process will continue

12) Medication pass

KMAs by 04/22/15 to

observation,
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Consultant ar Chlef Nursing Executive, to ensure
reorder process system was Intact and within
compliance along with ensuring residents
medications were administerad as ordered. This

for two (2) weeks and

results will be reviewed in a weekly QAP1
meeling. The QAPI committes will determine
ongofng frequency of resident medication
reconcliliation at that time.,

11) Education was provided for Licensed Nursing
Staff by the Administrator, Assistant
Administrator, DON, ADON, the SDC, or the
Regional Nurse Consultant regarding the above
sltated plan by 04/21/15,

audils were completed by

the DON, ADON, SDC, Madical Records Nurss,
or Regional Nurse Consultant for all nurses and

ensure that medications

were administered without significant medication
error. Nurses or KMAs who had not completsd a
medication pass observation were not allowed to
work until the medication pass observations had
been completed for shifts scheduled aftar
04722115, As of 04/24/15, 75% of all nurses and
KMAs had completed a medication pass

13) Administrative oversight of the facility was
complated by the Spacial Projects Administrator,
the Regional Vice Prasident of Operations, or the
Chief Operating Officer dally until removal of
immediacy, weekly for four (4) weeks after
removal of immediacy, then monthly,

14) The Administrator, Assistant Administrator,
Speclal Projects, DON, Chief Operating Officer,
Chief Nurse Executive or Reglonal Nurse
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Consultant audited compliance of the above
slated audits/observations daily until removal of
Immediacy, then twice weekly for four (4) weeks
and reported findings during weekly QA for four
(4)weeks, for recommendations and further
follow-up as indicated.

15} A Quality Assurance meeting was held on
04/17/15, and again on 04/20/15 for further
recommendations regarding the plan for removal
of Immediate Jeopardy. A Quality Assurance
mesting will be held weekly for four (4) weeks,
then monthly for recommendations and further
follow up regarding the abova stated plan.

**The State Survey Agency validated the
Immediate Jeopardy was removed as follows:

1) Review of the medical records of Residents
#11, #13, #14, #15, #16, and #17 revealad the
rasidents’ physlcians and POAs wera notified of
the potential medication errors by the
administrative staff. Further review of the
medical records revealed Residants #11, #13,
#14, #15, #18, and #17 were assessed by the
ADONs ar the QA Nurse, on 04/20/15, for any
signs and symptoms of adverse reactions from
potential medication errors, with no Issues
identified. The facility obtained !aboratory levels
on all six (8) residents, the physician was notified
of the results, and the residents’ care plans were
updated as needed. The residents' laboratory
results were obtained on the following days by the
facility: Resident#11 on 04/03/15, 04/06/15, and
04/20M5, Resident #13 on 04/03/15 and
04/19/15, Resident #14 on 04/17/15, 0411715
and 04/19/15, Resident #15 on 04/03/15 and
04/20/15, Residant #16 on 04/03/15 and 04/17/45
and Resident #17 on 04/20/15. The
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Administretive Staff counted all six (6) residents’
medications and a medication reconciliation was
completed for accuracy and a current count was
placed on each individual pill packet and/for botile
of liquid medicine on 04/20/15 by the DON,
ADONSs, SDC, QA Nurse, Medical Records Nurse
or Regional Nurse Consultant.

2} Review of the medical record revealsd the
physiclans and POAs for Residents #11, #15,
#18, and #17 were notified immediately upon
identification of Inappropriate documentation by
the Administrator, DON, ADONs, SDC, QA
Nurse, Nursing Supervisor, Medical Record's
Nurse, or Regional Nurse Consultant on
04/20/18. Further review of the medical records
revealed Residents #11, #15§, #16, and #17 wers
re-assessed by the ADONSs or QA Nurse, on
04/20/15, for any signs and symptoms of adverse
reactions, with no Issues identified,

3) Review of the medication audits revealed the
audits were complated by the DON, ADON, SDC,
Nursing Suparvisor, Madical Record's Nurse or
Regional Nurse Consuitant, on 04/20/15, and
ensured that the currant medications, compared
to the current Physiclan Order Shest, were
present and the quantity of medication was
counted, the quantity was placed on medication
container along with the date/time completed and
initialed by the Nurse Manager completing the
validation/count process. Observations, on
04/24/15 revealed new bottles of medication ware
placed Into service on 04/2215,

4) Review of the facility's audits revealed all
residents' charts were audited by the
Administrator, Assistant Administrator, DON,
ADONSs, SDC, QA Nurse, MDS Coordinators,
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Nursing Supervisor, Admissions, Soclal Services
Director (SSD), Quality of Life, Dietary Manager,
Chaplain, Medical Record's Nurse or Regional
Nurse Consultant by 04/22/15 for accuracy of the
clinical records and that the records were
complete and accurately documented, The
audits revealed Issues Identified were corrected
by the facility staff.

5) Review of the facility's audits on 04/24/15,
revealed alt residents care plans were audited by
the Adminlstrator, Assistant Administrator, DON,
ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Social Services
Director, Quality of fife, Dietary Manager,
Chaplain, Medlcal Records or Regional Nurse
Consultant by 04/22/15 to ensure all residents’
care plans reflected the current resident care
needs,

6) Review of the facility’s in-services revealed
education was provided to the Administrator, HR,
Medical Record's Nurse, BOM, Quality of Life,
Admissions, Assistant Administrator, Plant Ops,
Food Service Director, SSD, Central Supply,
Housekesping Supervisor, DON, ADONs, SDC,
MDS Coordinators, and Nursing Supervisors on
04/20/15 by the Regional Nurse Consultant. The
educatlon provided included the medication
administration pollcy and procedurs to Include
medication reconcillation, care plan policy, and
the procedure to include following the care plan,
administering care 10 ensure highest practical
physlcal, mental, and psychosocial well-being of
each resident, and maintaln clinlcal records In
acceptable professional standards and practices
that were complete, accurately documented,
readily accessible and systematically organized.
Interviews conducted on 04/24/15, with the
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Administrator, HR, Med Record's Nurse, BOM,
Quality of Life, Admissions, Assistant
Administrater, Plant Ops, Food Service Directar,
SSD, Central Supply, Housekeeping Supervisor,
DON, ADONs, SDC, MDS Coardinators, and
Nursing Superviscrs revealed the staff was
educated on 04/20/15 on care plans, the
medication administration policy &nd procedura
and accurate medical records.

7) Review of the facility's in-services ravealed
education was initlated for licensed staff, KMAs
and SRNAs on 04/20/15 by the Administrator,
Assistant Administrator, Regional Nurse
Consultant, DON, ADONSs or the SOC regarding
the medication administration policy and
procedure to include medication raconciliation,
care plan policy and the procedure to include
following the care plan, administering care to
ensure highest practical physlcal, mental, and
psychosocial well-being of each resident, and
maintain clinical records In acceptable
professional standards and practices that were
complete, accurately documented, readily
accessible and systematically organized.
Interviews on 04/24/15 with licensed staff, KMAs,
and SRNAs revealed the facility provided staff
education that included Information on the
medication adminisiration policy, medical record
documentation, care planning and following the
care plan and medication reconclliation. Review
of the post-tests revealed staff {(with the exception
of staff who was on medical leaave or who worked
"88 needed") had completed the post-test with a
100% score,

8) Review of new employes orsntallon revealed
newly hired staff would recsive education
regarding medication administration policy and
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procedure, care plan policy and procedure,
administrative oversight, and complete and
accurate clinical records and that the information
was added to the new hire orientation. Interviews
on 04/24/15, with newly hired staff revealed the
staff had been provided information on
medication administraticn policy and procedure,
cara plan policy and procedurs, administrative
oversight, and complets and accurate clinical
records.

9) Review of the new process for medication
reconciliation of residents' medications revealed
the process was initiated on 04/22/15. The
process was as follows:

a, Review of the facillty audits revealed ong
random nurse per day, per shift completed a
madication pass observation with tha DON,
ADONs, SDC, Medical Record's Nurse, MDS
Coordinators, Nursing Supervisor or Regional
Nurse Consultant to ensure compliance with
medication administration, the resident's care
plan was balng followed and accurate, and to
ensure documentation was completed.

b. Review of the facllity's audits revealed the
DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor or
Reglonal Nurse Consultant reconciled the
medications of four {(4) randomly selected
residents daily to ensure compliance with
medication administration. The eudits revealed
the process was ongoing on 04/24/15.

¢. Review of the facility's in-services revealed the
nursesfKMAs recsived education on 04/21/15 by
the Regional Nurse Consultant, DON, ADONs,
SDC, or Nursing Supervisor on placing the
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discarded pill packets/botties in the botiom
drawer of the medication cart when the
packet/botlle was finished, Review of the facility's
audits revealed the DON, ADONs, SDC, Medical
Records Nurse, MDS Coordinators, Nursing
Suparviser or Reglonal Nurse Consultant audited
ten {10) discarded packels/bottles per unit dally
and compered them to packets/bottles that were
put into service to reconcile medications, confim
the reorder process and that the medications
were belng given per the physictan's orders and
the plan of care. Review of tha facility’s audits
and an observation of the medication cart an
04/24/15, revealed the pracess was ongoing on
04724115..

d. Observations of the medication carts on
04/24/15 revealed the nurses/KMAs had placed
the dateftime and their initials on the side of new
medication packet/bottie. Further ohservations of
the medication carts revealed liquid medications
were dated 04/22/15.

©. Review of the medication re-order procass
revealed the following process was in place

i) Interviews, on 04/24/15, with nursing staff
revealed a nurse reordsred medications via the
azMAR alert system when three (3) to four (4)
days of a medication was left to adminisier.

ii) Observations on 04/24/15, and interviews with
nursing staff, on 04/24/15, revesled a nurse
placed the date of reorder and their initials on the
current medication bubble packags.

i) Inlerviews, on 04/24/15, with the DON and
ADONSs revealed the administrative staff ran the
“Refill Reminder Repori” from the ezMAR system,
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Monday -Friday, and validated that all
medications due to be reordered, had actually
been reardered.

iv) Interviews on 04/24/15, with the Facility
Formulary Nurse, ADONs, SDC, QA Nurss, and
Nursing Supervisors revealed the staff reconciled
the Refill Reminder Report with the nighlly
medication manifest report and the actual
medication packel on the cart or storad in
overflow to ensure medications that were
reordered had actually arrived at the facility.

f. Review of the facllity in-services revealed
nurses and KMAs ware educated/trained on the
medication administration policy and procedure to
include documentation alfong with the scope of
practica of the KMA. Intarviews, on 04/24/15,
with nurses and KMAs revealed the staff had
bean trained on documentatlon practices and
scope of practice for the KMA.

10) Review of the facllity's audits revealed all
residents' medications were reconciled two (2)
times weekly, starting on 04/20/15 by the DON,
ADONs, SDC, Medical Records Nurss, QA
Nurse, Nursing Supervisor, Regional Nurse
Consultant or Chlef Nursing Executive,
Interviews on 04/24/15 with the DON, ADONs,
SDC, Medical Records Nurse, QA Nurse, Nursing
Supervisor, Reglonal Nurse Consuliant and Chlef
Nursing Executive ravealed ali residents’
medications were reconciled two (2) times weekly
with no Issues identified,

11) Review of the facility's in-services revealed
education was provided for Licensad Nursing
Staff by the Administrator, Asslstant
Administrator, DON ADONs SDC, or the Regional
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Nurse Consultant regarding the above stated plan
by 04/21/15. Interviews on 04/24/15 with the
Administrator, DON, ADON, SDC, and the
Regional Nurse Consultant revealed licensed
nursing staff was provided education regarding all
areas of the corrective plan.

12) Raview of medication pass audits revealed
the audits wera complated by the DON, ADON,
SDC, Medical Records Nursa, or Regional Nursa
Consultant for all nursas and KMA by 04/22/15,
Interviews on 04/24/15 with the DON, ADON,
SOC, Medical Records Nurse and Regional
Nurse Consultant revealed a medlcation pass
had been completed with all nurses and KMAs by
04/22115.

13} Interviews on 04/24/15 with the Special
Projects Administrator, the Regional Vice
President of Operations, and the Chief Operating
Officer revealed adminlstrative aversight of the
facility was completed by the Special Projects
Administrator, the Reglonal Vice President of
Operations, or the Chief Operating Officer dally.

14) Review of the audits and interviews on
04/24/15 with the Administrator, Assistant
Administrator, Special Projects, DON, Chief
Operating Officar, Chief Nurse Exsecutive or
Reglonal Nuree Consultant revealed the
administrative staff audited the compliance of the
abave stated audits/observations dally.

15) Review of the Quality Assurance meeting
minutes revealed a meeting was held on 04/17/15
and again on 04/20/15.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

F 282
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1) Resldent A was assessed and traatment was
F 308} Continued From page 36 F 300 complated by tha Wound Care Nuree at 2pm on

Each resident must recelve and the facllity must
provide the necessary care and services to attaln
or maintain the highest practicable physical,
mental, end psychosoclal well-bsing, In
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidencad
by:

Based on observatlon, interview, record raview,
review of the facility's investigation, and facility
policy review it was determined the facility failed
to provide necessary care and services io attain
or maintain the highast practicable physical,
mental, and psychosacial well-being related to
wound care for one (1) of two (2) unsampled
residents (Resident A). Resident A had a
Physician's Order and a care plan for wound care
to be complated on the resident's right foot every
thres (3) days and as needed (PRN). Review of
the facility’s investigation, datad 04/16/15,
revaaled Resident A requested that Licensed
Practical Nurse (LPN) #3 replace a wound
dressing at approximately 5:00 AM on 04/16/15,
However, the LPN failed to replace the dressing
and instructed the resldent to walt for the wound
care nurses to arrive later in the day. Resldent
A's wound care was not completed until 04/16/15
at approximately 2:00 PM.

The findings include;
Reviaw of the facility's policy, "Presaure

Ulcers/Skin Breakdown-Clinical Protocol,”
revision date October 2013, revealed the

4-16-15. There was no declina in the Statua of the
wound.The allegation was immediately raportod to the|
Director of Nureing on 4-18-15 and Llcensed Practieal
Nurse #3 was immedialely suspended pending

invastigation. Before Licensed Practical Nurse #3 was

ellowed to return to work she was counseled and readpcated

by tha Director of Nursing that each resldent
must recelve and the faclllly must provide the necessayy
care and services to allaln or maintaln the highest
practicabla physical, mantsl, and psychosocial walibelhg,
In accordance with the comprehensive assessment
and plan of care. Licensed Practical Nurse #3

was also re-aducated on Signatures Pollcy and
Procadure on Pressure Ulcers/Skin Breakdown-Clinicgt
Protocol which includes Immedlately addressing any
concern with a residents wound or freatment,

2) Skin assessments wers completad on all resldents
by 6/15/15 to ensure resldents had the appropriate
treatmenta In place as In accordance with the
comprehensiva assessment and plan of care,

3) Licensed Staff will be re- educated on Signatures
Policy and Procedure on Pressure Ulcers/Skin
Breakdown-Clinleal Protecal, and praviding cars in
accordance with the comprehensive assessment and
plan of care by the Director of Nursing, Aasistant
Diractor of Nursing, Quallty Assurance Nurse,

Staff Development Coordinator, Reglonal Wound
Certlfied Nurse, Reglonal Nurse Consultant or Unit
Manager by May 28, 2015.

4} A random 5 residenis who receive wound care
treatments will be absarved to ensura the trsatment Is
In place and In accordance wilth the comprehansive
assessment and plan of care, by the Diractor of
Nursing, Assistant Director of Nursing, Unit Managers
Staff Development Coordinator, Quality Assurance
Nursa, Indepandent nurse consultant, or Reglonal
Nurse Consultant waekly x4 weeks, then 3 residents
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eekly x4 waeks then 1 resident weekly x 4 weeks to
F 309 | Continued From page 37 F 309 [ensure residents are recelving care and services for

physician will authorize pertinent orders related to
wound treatments, including wound cleansing
and debridement approaches, drassing
(occlusive, absorptive, atc.), and application of
topical agents if indicated for the type of skin
alteration.

Reaview of the medical record for Resident A
revealed the facility admitted the resident on
04/07/15 with diagnoses that included
Guillaln-Barre Syndrome, Coronary Artery
Disease, Ostoomyelitls, End Stage Renal
Disease, Diabetes with Neuropathy, and
Cerebrovascular Accident, Further review of the
medication record revealed the facllity had not
completed the Admission Minirmum Data Set
(MDS) assessment. Interview with the
Adminlstrator on 04/20/15 at 1:30 PM revealed
Resident A made his/her needs known and was
interviewable.

Review of the "Weekly Skin Integrity Review"
dated 04/08/15, raveeled tha residant had a
diabetic ulcer to the right foot located near the
last digit.

Observation on 04/24/15 at 10:45 AM revealed
the resident had a nicke!-sized diabetic ulcer on
the right dorsal side of his/her right foot.

Review of Resident A's Physician's Order datad
04/1515 at 6:30 PM, revealed wound care arders
as follows: cleanse the right auter dorsal foot
with one-quarter strength Dakin's solution, apply
an Opticell Ag (wound dressing) cut to fit, and
apply Sureprep (product to ald dressings to
adhere to skin) and border gauze for protection
every three (3} days and as neaded (PRN).

highest wellbelng. The above sudits will be brought lo
the monthly qualily assurance meeting in which

tracking and trending will be reviewed by lhe committeg
members In order fo provide feedback, or evaluate for
further need of aducation or intervention as wall as neegd
'or further plans.
5) May 30, 2015
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Review of the facility’s investigation, dated
04/18/15, revealed Resident A reported on
04/16/15 al approximately 2:00 PM to the facllity
wound care nurses that he/she had requested for
LPN #3 to replace the dressing on his/her foot on
04/16/15 at 5:00 AM. Further review of the
investigation revealed LPN #3 had informed the
resident the wound care would be completed
when the Wound Care Nurse arrived at 8:00 AM.

Interview with Resident A on 04/19/15 at 1:20 PM
revealed hefshe made LPN #3 aware the wound
dressing had come off during the night and
requested that the nurse replaca the dressing.
The resident stated the dressing was not
replaced until the afternoon when the wound care
nurses wera called into the resident's room by the
resident's spousa,

Interview with LPN #3 on 04/20/15 at 4:30 PM
revealed Resident A requested that his/her
dressing be replaced on 04/16/15; however, LPN
#3 did not change the dressing., The LPN stated
that she did not check the Physiclan's Orders or
pass the request on in report to the next shift.
LPN #3 stated she assumed the dressing was off
for a reason and she forgot to share the
information in shift report. Further interview with
the LPN revealed, "I guess | should have done
something."

Interview with Registered Nurse (RN) #3 on
04/17/15 at 3:55 PM revealed she was a wound
cars nurse in the facility. RN #3 stated she
received new wound care orders for Resident A
on the evening of 04/15/15. RN #3 stated
Resldent A's wound was cleaned and dressed
according to the Physician's Omder on 04/16/15 at
approximately 6:00 PM. Further interview
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revealad she was not made aware of the need for
Resident A's dressing to be replaced uniil the
afterncon of 04/18/15.
Interview with the Directar of Nursing (DON) on
04/20/16 at 2:37 PM revealed when a "dressing
comes off, becomes soiled, or needs to be
replaced the nurse should change the dressing.”
The DON further stated that the facllity had PRN
{as nesded) orders for that purpose.
Interview with the Administrator on 04/20/15 at
1:30 PM, revealed the nurse should have met the
resident's Immediate need and replaced the
dressing whan the resident requested the
dressing to be applied,
F 312 | 483.25(e){3) ADL CARE PROVIDED FOR F312|ra2 530H5
ss=p | DEPENDENT RESIDENTS 1.Residents #2 and #14 Comprehenslve Cars Plans

A rasldent wha Is unable to carry out activities of
deily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygisne.

This REQUIREMENT Is not met as evidenced
by:

Based on observatian, interview, record review,
and facility policy review, it was determined the
facliity failed to ensure necessary services were
provided to maintain grooming and personal
hygiene for two (2) of thirty (30) sampled
residents (Resident #2 and Resldent #14). The
facllity assessed Resident #2 and Resldent #14
1o require the extansive assistance from staff for
care. However, the facllity falled to ensure tosnail
care was provided for the residents, The

and Nurse Ald care plans wara updatad to address
toenall care on 6-11-16 and 5-13-15. Resldent #14
recsived loenall care on 4-14-15 by Nursing Staff.
Resident #2 was evaluated and treated by the in housg
Padiatrist on 5-12-15.
2.A 100% observation was completed on 5/7/15 by the
DON, ADQN, QA nuree, unit manager, facility
formulary nuree, and weekend shift supervisor nurse
to ensurs sll resident's fingsmells and losnalis ware
trimmead. Residents Identiflad with needs that were
not able lo be met by the DON, ADON, unit manager,
facllity farmulary nurse, or weekend shift suparvisor
nurse wera communicated {o the soclal sarvices
director and placed on the facility list for the Padiatriat
to examlne. All resldents Comprahansive Care Plans L
woera reviewed for updates and accuracy with emphas
on {oenail care, by the Chlef Nurse Execuilve,
Raglonal Nurse Consultant, Diractor of Nursing,
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Quallty Assurance Nuras, Medlcal Records Diractor,
F 312 | Continued Frem page 40 F 392 | Unit Manager or Administralor on 4-20-15.

resldents were obsarvad with long unkempt
toenails.

The findings Include:

Review of the facility's policy dated December
2010 and titled "Nail Care," ravealed the nursing
staff would provide observation and cara of nsils
for all residents daily and as necessary and that
nall care would be performed by a licensad nurse
if the resident had a diagnosis of Diabsles or
circulatory diseass.

1, Review of the medical record revealed the
facility admitted Resident #2 on 01/06/15, wilh
diagnoses that included Weakness, Cellulitis, and
Diabetes Mallitus. Review of the Quarterly
Minimum Data Set (MDS) assessment dated
04/15/15, revealed the facility assessed Resident
#2 to require the extenslve assistance of two (2)
or more persons wilh personal hyglene and
bathing.

Reaview of the Comprahensive Care Plan for
Resident #2 dated 03/24/15, revesled the facility
falled to develop a plan of care related to
self-cara deficit that included personal hyglene
and keeping the resident's nails clean and
groomed. According to the CNA's care plan (a
guids used by the nursing assisiants for providing
resldent care needs), Resident #2's nafl care
would be provided by the nurse(s).

Observations conducted during a skin
assessment on 04/1515 at 9:30 AM, with
Registered Nurse (RN) #4 and Kentucky
Medication Aide (KMA} #1 revealed Residant #2's
tosnalls on both feet to be long, thick, dark In
color, and in need of trimming/grooming.

Any concems wera addrassed (mmediately.
3.Educatlon on Signaturas Policy and Procedures on
fingerall care and Foot care {(which includes toanall
care) will be provided by the DON, ADON, SDC, QA
nurse, unit manager, facllity formulary nurss, or
weekend shifl supervisor for licenged nursing staff and|
certilied nursing assistants to be completed by May 29
2015,

The MDS Coordinator and Adminisirative Nurses we
re-educaled on Comprehensive Care Plan accuracy N]
and updating by the Clinical Reimbursemant Specialis
or Reglonal Nurse Conauliant on 5-11-15 and 5-12-15
Nursing Staff were re-aducaled on accuracy and
updating of Care Plans and Nurse Aid Care Plans by
the Reglonal Nurse Consultant, Director of Nursing,
Quality Assuranca Nurse, Staff Development Nurse,
Assistant Director of Nurelng or MDS coordinator by
May 28, 2015. Nurses wiil update cara plans and nurse
ald care plans dally with any changes. All chengea of
condition, physiclan orders, care plans and nurse ald
cara plans will be reviewad dally Monday thru Friday
by but not limited o the Director of Nursing, Assistant
Dlrector of Nursing, Quallly Assurance Nurse, Staff
Devetopment Nuree, MDS coordinator or Unit
Manager In AM Clinical mesting to ansure it reflacts
the Residents condition and care plans updaled
accurately. MDS coordinator completes/updatss care
plan/nuree aid care plane on any Quarlerly, change of
conditlon or comprehenslve assessments, Quarierly,
change of condltion and comprehenslve assessments
will be reviewed during Interdisciplinary cara plan
moeting &t least quarierty.

Certifled nursing essistants and/or licensed nuraing
staff will provids nall care as neaded to residents
{exciuding thoss who have a dlagnosis of diabatas
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and/or clrculatory disease) on thelr scheduled
F 312 | Continued From pags 41 F 312 |shawer/bath days. Nall care performed will be

Interview with Certified Nurse Alda (CNA) #5 on
04/20/16 at 1:15 PM revealed she was
responsibie for the care of Resident #2. CNA#5
stated she had not seen the resident's toenails in
a while because the resident was trying to groom
himseiffherself. She said she had previously
noficed the resldant's toenails were long;
however, the nurses wera responsible for
grooming the resident's tosnalls because the
resident was diabetic. The CNA stated she
assumed the nurse was aware of the condition of
Resident #2's toenalis; however, she had not
reported this to the nurse.

Interview with Licensed Practical Nurse (LPN) #1
on 04/20/15 at 1:27 PM, revealed she was the
Charge Nurse on the North Hall and was
responsibla for ensuring nall care was provided
by either the nurse or the CNA routinely by doing
walking rounds, LPN #1 stated the CNAs should
repori any concerns related to nail care for the
residents to the nurses. The LPN stated she had
not observed Resident #2's toenalls and was not

aware the resident's tosnails were long, thick, and

discolored,

Interview with RN #4 on 04/20/15, at 1:20 PM,
revealed she was responasible for the nall care for
the diabetic residents, but Resldent #2's toenails
were too thick to cut. RN #4 stated if nursing
staff was unable to provide the care, they would
tel! Soclal Services, who then puts the names of
the residents needing Podiatry care on a list. RN
#4 stated she did not know if Resident #2's name
was on the Podiatry List or not.

Review of tha Podiatry List revealed Resident #2
was listed for a podiatry consultation on the April

docurnentad on the resident's CNA Skin Care Alert
{shawer) form. Charge Nursas will reviaw the Skin
Care Alert aheets prior to the end of the Certified
Nurse Asslstants ehift to ensura Residents nall care
is being performed as neadad,

Resldents who need or request the podiatrist for
loenall care will be placed on the in house Podlatrist
list as needed. If the Resldent neads to be seen
before the In house Podlatrist vish, the Resident will be
schaduled for an cutpatient visit to ensure the
Residents needs are met The DON, ADON, SDC, QA
nurse, unit manager, faclity formulary nuree, or
weekend shiit supervisor will bring the completed
CNA Skin Care Alert {shower) forms from the prior
day(s) to the Clinical Meeling Monday-Friday for
raview by the Interdisciplinary Team. Nurses will
inspact residents’ nalls during weekly skin
assessments to ensure loenalls are clean and trimmed
Identifled concemaftesues will be addressed and
documentad al the time of the aseeasment.

The weekly skin assessmants wil ba brought to the
am clinical maeling for raviaw dally Monday thru
Friday by the Interdisciplinary Team

4. The DON, ADON, SDC, QA nursa, unit manager,
facility formulary nurse, or weekend shilt supervisor
wil perform a random sudit of 5 residenis’ nalt care
weskly x 4 weeks, then 3 resldents x 4 weeka, then 1
resklent x4 weeks. An audi of 10%

Comprehensive Cara Plans and Nurss Ald cara plans
wiil be reviewed by the Directar of Nursing, Assistent
Director of Nursing, Quality Assurance Nurse, Unit
Manager or Staff Development Nursa Monthly for 3
months. Findings of the abave stated audlis will be
discussed in the Quallly Assurance mesting monthly
for review, in which analysis whh the tracking and
trending will be reviewed by the commlitee membera
in order to provide feedback, or avaluate for further
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need of education or intervention as well as need for
F 312 Continued From page 42 F 312 jfurther plans. Membars of the Quality Assurance
2015 list. Howaver, there was no documented commitise include but not limlted to: the Medical
evidence Resident #2 was seen by the Podiatrist Director, Adminlstrator, Director of Nursing, Assistant
in April 2015. Director of Nursing, Uni Manager, Facllity Formulary
Nurse, Soclal Services Direclor, Food Services
2. Obssrvation of Resident #14 on 0417115 at Director, Human Resaurces Director, Plant
10:03 AM revealed the resident to have long, Operations Director, Quality of Life Diractor,
untrimmed toenails on both fest. Business Office Manager, Quablly Assurance Nurse,
Stalf Davelopment Coordinator, MDS Caardinator,
Review of Resident #14's medical record Chaplaln, Rehabitation Sarvices Manager, Medical
revealed the facllity admitied the resident on Records Diractar, Central Supply Director, and
02/24/15 with diagnoses that included Multiple Marketing/Admissions Direcor.
Sclerosis and Seizure Disordar. Review of 5) May 30, 2016
Resident #14's Admission MDS asseasment
dated 03/03/15, revealed the facility assessed the
resident to have a Brief Interview for Mental
Status (BIMS) score of 3, which indicated the
resident was severely cognitively impalred.
Continued review of Resident #14's Admission
MDS assassment revealad the facility asaessed
the resident to require extensive assistance, with
the support of at least two (2) staff persons
related to personal hygiene.
Review of Resldent #14's Comprehensive Care
plan dated 03/29/15 revealed the resident had an
Aclivilles of Daily Llving (ADL) salf-cam deficit.
Howaver, toenail care was not addressed on the
Comprehensive Care Plan. Review of Resident
#14's Nurse Alde cars plan dated March 2015
revealed toenall care was not addressed,
Interview with State Registered Nurse Aide
{SRNA) #7 on 04/20/15 at 2:03 PM ravealed
resident naif care should be performed as
needad. SRNA#7 stated she had trimmed
Resident #14's toenalia on 04/15/15. Continuad
interview with SRNA #7 revealed Resident #14
had joint contractures and If hisher toenalils were
not timmed, they couid "stab" him/her.
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Continued From page 43

[ntarview with Registered Nurse {RN) #1 on
04/20/15 at 2:10 PM, revealed SRNAs were
responsible for resident nail care unless the
resident had a diagnosis of Diabates. RN #1
stated nurses were to parform nail care on the
diabetic resldents. Continued interview with RN
#1 revealed to ensure resident nail care had been
performed she conducted daily walking rounds;
however, she had not identified concerns with
toenall care not belng parformed.

Interview with LPN #1, the Narth Hall Unit
Manager, on 04/20/15 at 1:27 PM revealed she
was responsible to ensure nail care was provided
by either the nursa or the SRNA. Further
inferview with LPN #1 revealed she routinely
conducted walking rounds to ensure resident nall
care was being performed. LPN #1 stated the
CNAs should report any concerns related to nall
care for the resldents to the nurses, Continued
interview with LPN #1 revealed she was not
aware of Resident #14 having long, untdmmed
toenalls,

Interview with the Director of Nursing (DON) on
04/20/15 a1 2:45 PM, revealed resident nail cara
ghould be performed as needed for all residents
and nail care should have been performed for
Residants #2 and #14,

483.25(m)(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
any significant medication errors.

F 312

F 333|F333

Director of Nursing (DON), Assistan

1) The Physiclan and Powar of Attomay (POA)
for Residents #11, #13, #14, #15, #18, and #17
wera nolifled Immediately upon Identification of
potential medication errors by the Administrator,

Nursing {ADONs), Staff Development Coordinator
(SDC), Quality Assurances(QA)Nurse, Nureing

530156

t Diractor of
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This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and review of
medical records, pharmacy medication
dispensing records, and the facility's policies, it
was determined the facllity failed to ensure five
(5) of thirty {30) sampled residents (Residents
#11, #13, #15, #18, and #17) were free of
significant medication errors. Review of the
residents' Medication Administration Records
{MAR) revealed documentation that the residents’
medications were administered according to
Physician’s Orders. However, observation of
Resldent #15's medication and review of
Resldents #11, #13, #16, and #17's pharmacy
medication dispensing records revealed the
facility failed to administer the residents'
medications as orderad by the residents’
physicians.

Review of pharmacy dispensing records dated
12/01/14 thru 04/47/15 and review of Physician’s
Orders revealed the facility failed to administer
Digoxin (a medication used to slow the heart rate
of patients with atrial fibrillation) as ordered to
Resident #11; falled to administer Primidone and
Depakote (anti-seizure medications) as ordered
to Resident #17; failed to administer Keppra
{anti-seizure medication) as ordered to Resident
#13; and falled to administer Valprolc Acid {a
medication used to prevent selzures) twice daily
to Resident #16.

In addition, cbservation on 04/17/15, revealed
Residant #15's Keppra medication bottle
contained 150 milliliters {mi) of liquid; however,
since the resident was readmitted to the facility
on 03/20/15, only 130.5 ml should have bean

#16,and #17 wers assssgad by the ADONs or QA
Nurse on 04/20/15 for any signs and symptome of
adverse reaclions, with no lesues identified.
Laboratory lavels ware drawn on all six (6}
residents, the physician was notlfled of the
results, end the residents' care plans were
updated, as neaded. All six (6) residents'
medications were counted and a medication
raconcliiation was completed for accuracy and a
current counl wag placed on each Individual plii
packet end/or bottle of Aquid medicine an
04/20/15 by the DON, ADONs, SDC, QA Nurse,
Medlcal Records Nurse or Reglonal Nurse
Consultant.

2)All residents’ madications were audited by the
DON, ADON, SDC, Nursing Supervisor, Medical
Record'a Nurse or Raglonal Nurse Consultant, on
04/20/15, to ensure thal the current medicatlons,
comparad to lhe current Physician Grder Sheet,
were present and the quantity of medication was
counted, the quantity waa placed on the
medication contalner along with the date/time
completed and Initlaled by the Nurse Manager
completing the valldation/count process. A new
bottls of medications ware requested and placad
Into service on 04/22/15 for the liquid madications
that could not be counted, due to opacity of
contalner.

3) Educatlon was provided lo the Adminlsirator,
HR, Mad Racord's Nurse, BOM, Quallly of Life,
Admissions, Assistant Administrator, Plant Ops,
Food Service Director, SSD, Central Supply,
Housekeaping Supervisor, DON, ADONs, SDC,
MDS Coordinators, and Nursing Supervisors on
04720/15 by the Regional Nurse Consultant
regarding the faclity’s medicatlon administration
policy and procadure which Included medication

o4 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION )
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Supervisor, Medical Records Nurse or Reglonal Nurse
F 333 | Continued From page 44 F 333 | Consultant on 04/20/15. Realdents #11, #13, #14, #15,
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reconcillation. The care plan policy and the
F 333 | Continued From page 45 F 333 | procedure Included following the cars plan,
present if the medication had been administered adminlstering care to ensure highest practical
per physician's order (Refer to F282, F425, F480, physical, mantai, and psychosoclal wel-being of
and F514), aach resident, and mzintain clinical records in
acceplable professional slandardy and practices
The facllity's failure to have an effective sysiem in that were complete, accuratsly documented, readily
placs to ensure cara and services were provided accessible and systemstically organtzed,
as per the resident’s plan of care was likely to Education was Inilated for Heansed staff,
cause serious injury, harmm, impairment, or death, Keniucky Medication Aldes (KMAs) and State
Immediats Jeopardy was determined to exist on Reglstared Nurse Aldes (SRNAs) on 04/20/15 by the
04/02/15 at 42 CFR 483.20 Resident Assessment Administrator, Asslstant Adminiatrator, Reglonal Nurse|
(F262), 42 CFR 483.25 Quality of Cara (F333), Consultant, DON, ADONs or the SDC regarding the
42 CFR 483.60 Pharmacy Services (F425), and Medication Administration Policy and Pracedure which
42 CFR 483,75 Administration (F490 and F514). included madication reconciliation, care plan pollcy ang
The facfiity was notified of the Inmediate the procsdurs to Include following the care plan,
Jeapardy on 04/20/15. administering care to ensure highest practlcal physical
mentai, and psychosocial well-bsing of each resident,
An acceptable Allegation of Compliance was and maintain dinical recards in acceptiable professiond|
received on 04/23/15, which alleged removal of
the Immediate Jeopardy on 04/23/15. An standards and practices that were complete, accurate!
extended survey was conducted on 04/24/15. dacumented, readlly accessible and systamalically
The State Survey Agency determined the organized. All clinlcal staff complated or will complete g
immediate Jeopardy was ramoved on D4/23/15, post-test and score 100% to ensure understanding of
which lowered the Scope and Severity to an "E" educallonftraining provided. If 100% Is not obtained
at 42 CFR 483,20 Resldant Assessmant (F282), then the staff member will be ra-aducated and e postiast
42 CFR 483.25 Quality of Care (F333), 42 CFR re-administered untll the staff mamber chtalns
483.80 Phamacy Services (F426), and, 42 CFR 100% score to ensure understanding of the malerlal
483.75 Administration (F480 and F614) while the covered. Clinical staff was nat allowed to work prior lo
facility monitors the effactiveness of systemic racelving the above stated education. Those clinlcal
changss and quality assurance activities. staff members that were on Family Medical Leave Act
{FMLA), leave or work "as needad” (PRN) wera sent aj
The findings include: cartified lelter and were not allowed to work unilt the
. education had been received and a post-test
Review of the facility's poli?y titled “Medication completed with 100% score obtained, As of 05/29/15
Administration General Guidelines,” dated all educstion was completed and any PRN or slaff whd
Decamber 2012, revea!ed medications were had not completed the education received a certified
‘tahdmlnlstered as prescribed in accardance with letier and will not be allowed to retum to work untll
& manufacturar's specifications, good nursing
principles and practices, and only by persons the educalicn has bean completed and verified. Once
legally authorized to do so. aducation has baan provided, each lleensed nurse will
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F 333 | Continued From page 48

Review of the facility's pollcy tilled "Medication
Administration - Medication Discrepancles,” dated
Dscember 2008, revealed medication
discrepancles wera documented and reparted to
the resldent's atiending physician, Director of
Nursing, responsible party, and the Performance
Improvement Committze. The policy defined
medication discrepancy as an omission of
medication due to a prescribing, dispensing, or
administering error. The policy further revealed
when a medication discrepancy occurred
immadiate action should be taken lo protect the
patient's safety and welfare. Continued review of
the policy revealed the attending physician was
notified of the arror or significant medication
discrapancy and the patient was to be monitored
closely for 24 to 72 hours or as diracted by the
physician. The policy stated a medication
discrepancy/errorfincldent report was to be
completad.

Review of the facility's procedure for reordering
medication, not dated, revealed staff should
reorder medications when there was a three (3)
day supply of medication remaining.

1. Review of Resident #11's medical record
revealed the facility admitted the resident on
10/04/13, with diagnhoses that Included atral
fibrillation {an Irregular, often rapid heart rate that
commonly causes poor blood flow).

Review of Resident #11's April 2015 Physician's
Orders reveaied an order for staff to administer
Digoxin 125 mcg {micrograms) per day. The
medication was initially ordered 08/17/14.

Record review and review of the facility's

F 333 [with the DON, ADONs, SDC, Nuralng Supervisor,

complete a madication adminlstratlon cbservation pas:

of Raglonal Nurse Consultant,
Education regarding medicallon administration
policy and procedura, care plan policy and
procedure, adminisirative oversight, and
completa end accurate clinlcal records were
inciuded in the new hire orientation.
1A new process was initlated on 04/22/15 far
medication reconciliation of residents'
medicatlons. The process |s as follows:
a. Onae random nurse per day, per shift, will
complate a medication pass observation with the
DON, ADONs, 8DC, Medical Recorda Nurss,
|MDS Coordinators, Nursing Supervisar or
Regional Nurse Cansultant to ensure complianca
with medication administration, the rasident's
care plan was belng followed and accurate along
with completed documentation was noted, This was
reviewad at the QAP] Mesting on 4/27/15 and facllity
continued with a medication pass observation for one
random nurse per day, par ghift, To be raviewead at the
next QAP| Meeling In one week.

is was reviewad again on 5/4/15 at the QAPI
Maeting and it was determined by the commilites that
the facility would reduce the medication pass
observations to one random nurse per day. To be
reviewed at the next QAPI| Meeling in ane week.
This was reviewed on 5/11/18 and the QAPI
Commitlee detarmined to raduce the audits to
medicatlon pass obsarvations on three random nurses
per week for 4 weeks To be reviewed at the next
QAP! Meeling to determine frequency and duration.
b. Nurses/KMAs recelved education on 04/21/15 by
the Regional Nurse Consultant, DON, ADONs,SDC,
or Nursing Supservisor on placing the discardad pfll
peckets/botties in the bottom drawer of tha medication
cart when packel/bottie was finlshed. The DON,
IADONSs, SDC, Medical Records Nurse,
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MDS Coordinators, Nursing Supervisor or Reglonal
F 333 | Continued From page 47 F 333 |Nurse Consuliant audiied,dally, 1en {10) discarded
investigation relaled to Resident #11, dated packets/bottles per side compared to packeta/botties
04/07/15, revealed on 04/01/15, Resident #11's that were put into service to raconclle medicatiens,
Digoxin medication card dated 03/24/15 (the data conftm reordar process and that the medications were
the medication card was recalived by the facility being glven per the physiclan's orders and the plan of
for use) revealad only four (4) tablets had been care.
dispensed from the card leaving ten {10} tablats This was raviewsad during the 4/27/15 QAP| Meeting
remaining on the medication card, The facllity and the QAPI Commitias determined to raduce the
audited the medication card again on 04/03/15, audit to fen{10) discarded packsts/boltlas per side
ptior to the morning medication pass (the Monday through Friday. To be reviewed at the next
medication was ordered to be administered every QAP Mesting.
moming). Atthat tjme. Resldent #11's Digoxin This was raviewed during the 5/4/15 QAP Meeling
medication card stil had ten (10) tablets and the QAPI Committes determined to reduce the
remalning on the card. Review of the Medication audit Io fiva (5) discarded packsts/botties per side
Administration Record (MAR) revealed staff Manday through Friday. To be reviewed at the next
documented the medication had been
QAR Meating.
administered on 04/02/15. There was no
Thie was revliewed again during the 5/11/15 QAPI
documented evidance the medication had not Mealing and the QAPI Commities made no changes
been held or refused the previous day. to the monlioring of five (5) discarded packetsi/botlies
Review of the Pharmacy's Medication Dispensing per side Monday through Friday. Will be ongoing for
Records, dated 12/01/14 through 04/17/15, four {4} weeeks and then to be reviewed at
ravealed Resident #11's Digaxin was dispensed the next QAP| Meeling to determine ongoing
wilh fourtsan (14) tablets per medication card. monitoring frequency end duratlon.
This medication was dispensead seven (7) times c. Nurses/KMAs placed the date/time and thelr
since 12/10/M14 (dispensed on 12/10/14, 12/21/14, Initlals on the sida of any new medicatlon packet/boitle
01/28M15, 02/11/15, 02/25/15, 03/25/15, and placed Into service to ensum an accurate dale which
04/15M15). During the timeframe reviewed will allow for accurate reconcillation. Those liquid
{12/10/14 through Q4/18/15), the pharmacy madicationa, a tolal of twenty-one (21), that could not
dispensed ninety-eight (88) Digoxin tablets; be counied, due lo opacity of contalner, a new boltle
however, one hundred twenty-eight (128) lablets was oblained and placed In service by 04/22/15,
were required for the siaff to be able to administer d. Reorder process below will continus:
the resldent's Digoxin per the Physiclan's Orders. i) A nurse ra-ordered medications via the ezMAR
alert system when thres (3) lo four (4) days of
Review of Resldent #11's Digoxin laboratary level Il agn’“nmr ) days
obtained on 01/05/15 revealed the level was not il) A nurse then placed, on the current medication
therapeutic at 0,80 ng/ml {nanograms/milliliter)
bubble pack, the date of raorder, and their initlals,
(therapeutic range Is 0.9 to 2.0 ngiml}. Further i1y The DON andior ADON the "Refil
review of Resident #11's Digoxin lavel dated }The :'; e e
04/03/15 revealed the resident's medication was Reminder Report” fram the azMAR system,
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also not therapeutic at 0.5 ng/ml.

2. Review of Resident #17's medical racord
revealed the facility admitied the resident on
10/23/98. The rasident had diagnoses that
included Seizure Disorder,

Review of Resident #17's April 2015 Physiclan's
Orders revealed an order for staff to adminlister
Primidone (antl-seizure medication) 250 mg evary
mormning (inltially ordered 12/16/14) and two (2}
capsulea of Depakote (antl-sefzure medication)
125 mg twice daily (inltially ordered on 08/05/14).

Review of the Pharmmacy Medication Dispensing
Records dated 12/01/14 through 04/17/15,
revealed the pharmacy dispansed thirty (30)
capsules of Primidone 250 mg (a 30-day supply)
twice from 12/18/14 through D4/04/15 {(on
12/18/14 and 01/28/15), for a total of sixty (80)
capsules. However, one hundred seven {107)
capsules were required for the staff to be able to
administer the rasident's Primidone, per the
Physictan's Orders.

Further review of the Pharmacy Medication
Dispensing Records revealed the pharmacy
dispensed one hundrad twenty (120) capsules of
Depakote 125 mg (a 30-day supply) on 02/20/15.
Hawever, the medication was not dispansed to
the facllity again until 04/05/15, approximatsly
forty-four (44) days later.

Review of Resident #17's MAR for 12/01114
through 04/04/15 revealed staff omitted ane (1)
dose of Primidone for the resident on 01/05/15.
Staff documented all other doses wera
administared per Physician's Onders. Further
review revealed staff omitted one dose of

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
Monday - Friday, and valldated that all
F 333 | Continued From page 48 F 333 | medications due lo be reordered, had actually

besn reordered.

This was reviewed at the QAP| Meating on 4/27/15,
5/4/15, and 5/11/15 where no changea wers mede to
tha monliaring. Thie process wiil continue for four
additienal weeks and be reviewed during the QAP!
Meeting lo determine further monlitoring duration and
frequency.

iv} Facility Formulary Nurse, ADONs, SDC, QA
Nurse, or Nursing Suparvisors reconclled the

Relill Reminder Report with the nightly medication
mantifest rapor with the actual medication packet

on the cart or stared in overilow lo ensure
medlcations that were reordered have aclually
arrived at facllity Monday Through Friday.

This process and monitoring wes reviewed st the
QAPI Meeting on 4/2715, 5/4/15, and 5/11/116 where
no changes ware made to the monltoring at this lime.
Current process wil continue for an addilfonal four
wesks and then be reviewed by the QAPt Committee
o determine ongoing monlioring and the frequency
and duration.

All residenta medications wera reconclled two (2)
timas weeldy, starling 04/20/15 by the DON, ADONs,
SDC, Medlcal Records Nurse, QA Nurse,

Nursing Supervisor, Regional Nurse Consultant or
Chiaf Nursing Exacutive, to ensure reorder process
systemn was intact and within compliance along with
ensuring residenis medications were adminisiered as
ordered. This procass will continue for two (2) weeks
and results wi! be reviewed in a waekly QAPI
meating. The QAPI commitiae will delermine
ongaing frequency of resident medicstion
reconcilation at that time.

This was reviewed at the QAP| Meeting on 4/27/15
and no changes were made to the monitoring. To be
revlewed at the next weekly QAPI Meeting to
determine ongolng fraquency.
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The process was reviewad at the 5/4/15 QAPI
F 333 | Continued From page 49 F 333 | Meeting and it was determinad to make no changes
Depakate on 04/04/15. Registered Nurse (RN) to the monltoring at this time. Review in one week at
#1 dacumented that thres (3) evening doses of the QAP Meeting fo determine ongolng fraquency,
Depakote were not administered to Resident #17 This process was reviewed agaln at tha 5/11/16 QAPI
on 03/08/15, 03/18/15, and 03/23/15 because the Mesting where the QAP| Committes determined it wasg
resident's blood pressure or pulse was too low. appropriate lo raduce the full medication reconciliation
On 03/17M15, RN #1 documented the resident on all residents fo once (1) weekly for one week, The
refused the evening dose; and on 03/22/15 RN QAP! Commitise will review the findings et this ime
#1 documentad Depzkote was net administered to determine the ongolng frequency of monitoring.
bacause the resident had no insulin coverage. Education was provided for Licensad Nursing
Staif by the Administrator, Assislant
On 04/19/15 at 1:20 PM, after reviewing Resident Administrator, DON, ADON, the SDC, or tha
#17's MAR, interview with RN #1 revealed she Reglonel Nuree Consultant regarding the sbave
administered the resident's rpedlcatlons as stated plan by 04/21/15.
ordered. She stated the resident did not refuse Medilcatlon pass sudits were complated by
medications and the documentation on the the DON, ADON, SDC, Medical Recards Nurse,
resident's MAR was inaccurate because It was
sasy to enler the wrong code on the electronic or Reglonal Nurae Consultant for ail nurses and
MAR. KMAs by 04/22/15 to ensure that medicstions
wara administered without significant medication
Review of Resident #17's laboratory levels e
revealed on 04/03/15, the resident's Valproic Acld medication pass observation were not allowed to
(Depakote) level was sub-therapeutic at fess than work unt the medication pase observations had
10 mecg/ml (therapeutic range Is 50 - 100 been completed for shifls scheduled after
meg/ml). Further review of Resident #17's lab 04/22/18. As of 04/24/15, 75% of all nurses and
levels revealed on 03/16/15, the resident’s KMAs had completed s medication pass
Primidone lavel was sub-therapeutic at less than observation.
2.5 meg/mi (therapeutic range Is 5-12 mcg/ml). 4) A Quality Assurance meellng will be held weekly fo
On 02/18/15, the resident's Primidone level had four (4) waeks, then menthly for recommendations anj
increased lo 9.1 meg/mi, further follow up regarding the above staled plan,
QAPI Maestings ware held on 4/27/15, 5/415, and
The 8SA's Pharmacy Consultant conducted a 5/11/16 to discugs the findings of the audits and adjusy
post survey r?vlaw. This review revealed the plan as necessary. QAP| Committea wili review at
Resident #17's Physician Orders for April 2015 the next Weekly QAPI Meeting to review any findings.
had concurrent erders for the Primidone 250 mg; Weekly QAP! Meetings will continue for an additional
one order in which the resident was to be given four waeks and o be reviewsd at that time 1o
ona tablat (250 mg} each moming (Inkiated determine ongoing fraquency of Weekly QAPI Meating
08/19/14), and a second order in which the
resident was also to be given one tablet (250 mg) L e e
sach evening (Initiated 12/16/14), for a total of Ll ol L AR L
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two (2) tablets per day. During a past survey
phone Interview with the Advanced Registered
Nurse Practitionar on 06/01/15, she
acknowledged the resident was to receive 250
myg each morning and each evening. From
12/08/14 through 04/04/15, the resident would
heve needed a total of one-hundred and seven
{107) tablets of Frimidone 250 mg to meet the
dosage required for the time peariced, if the order
was for once a day. However, only sixty (60)
tablets had been dispensed and delivered for the
resident during that time period, as validated by
the pharmacy's Dellvery Manifest Record {aka,
the pharmacy dispensing record). Record review
revealed the resident was actually ordered to
raceive two (2) tablets per day of the Primidone
during that time. The resident would have
needed approximately twice that amount,
betwsen 210-214 tablets, to achieve the dosage
that was ordered.

3. Review of Resident #13's medlcal record
revealed the faclity admitted the resldent on
08/10/13, and the resident had diagnases that
included Setzure Disarder.

Review of Resident #13's Physiclan's Orders for
April 2015 revealed an order for staff to
administer Keppra (antl-seizura medication) 5 m!
(100 mg/1 ml} twice dally.

Review of the Pharmacy Medication Dispensing
Records dated 12/01/14 through 04/17/15,
revealad the pharmacy dispensed 300 ml {a
30-day supply) of Keppra liquid medication three
(3) times from 12/03/14 through 03/18/15, for a
total of 900 ml. However, 1,050 ml of Keppra
was required to administer the medication per
Physician's Crders.

avaluata the plan monthly during the normally schedulgd
F 333 | Quallty Assurance mesting.
§) May 30, 2015
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Review of Resident #13's MARSs for January
through March 2015 revealed staff documented
the resident's Keppra medication was
administered as ordered.

Review of the Keppra medication laboratory
results revealed on 12/01/15, the resident's
Keppra level was 23 mcg/m! which was
therapeutic {normal range is § - 83 meg/ml). On
03/02/15, the resident's Keppra level was
sub-therapeutic at 2.0 meg/ml. Further review of
Resident #13's laboratory resulis revealed on
04/03/15 the resident's Keppra lavel was glso
sub-therapeutic at 2.9 mcg/ml,

The SSA's Pharmacy Consultant conducted a
post survay review of the facility's pharmacy
dispensing records. Review of Resident #13's
MARs for January through April 2015 revealed no
documented avidence {staff did not sign off as
having been administered) staff administered the
Keppra liquid medication as ardersd; two (2)
doses were omitted In January 2015, one (1)
dose In February 2016, and two (2) doses in Agpril
2015 for a total of five (5) doses (50 ml) missed.

4, Review of Resident #16's medical record
revealed the facility admitted the resident on
09/05/14. The resident had diagnoses that
included Seizure Disorder and Psychosis.

Review of Resident #16's Physiclan's Orders
dated 09/05/14, revealed an order for Valproic
Acid (250 mg/5 ml} 5 ml iwica dally.

Raview of the Pharmacy Madication Dispensing
Records dated 12/01/14 through 04/17/15, for
Resident #16 revealed the phammacy dispensed &

F 333
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150-ml botlls (a 15-day supply) of Depakote on
01/24/15. However, the medication was not
refllled again until 02/18/15, twenty-six (26) days
later.

Review of Resident #16's MAR for 12/01/14
through 01/31/15 revealed staff omitied the
resident's moming dose of Valproic Acid on
01/05/15. Staff documented the medication was
administered as ordered for all other doses
during these months.

Howaver, reviow of Resident #16's Valproic Acid
iaboratory level dated 04/03/15, revealed the
resident's Valproic Acid level was sub-therapeutic
at 20.8 mecg/m| (therapeutic range Is 50 - 100
meg/ml).

5. Review of Resident #15's medlcal record
revealed the facility admitted the resident on
10/18/13 and readmitted the resident on
03/20M15, after a hospltal stay. The resident had
a diagnosis of Seizure Disorder.

Review of Reaident #15's April 2015 Physiclan'a
Orders ravealed an order initiaily dated 03/19/16
for staff to administer Keppra {(anti-seizure
medication) 5 ml every morning and 7.5 ml at
bedtime.

Review of the Pharmacy Medication Dispensing
Records for Resident #15 revealed 473 ml of
Keppra was dispensed fo the facility on 03/20M15.

Observation on 04/17/15 at 2:20 PM of Resident
#15's Keppra bottle from the facility’s medication
cart revealed the medication was dated as
opened on 03/21/15, one (1) day afier the
resident was readmittad {o the facility.
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Observation revealed the Keppra bottle contained
150 ml of liquld madication. However, according
to the resldent's Physician's Order, 342.5 ml of
medication should have been administered to the
resident, leaving 130.5 ml remaining in the bottle.
Review of Resident #15's MAR fram 03/20/15
through 04/17/15 revealed staff documented they
administered Keppra to Resident #15 as ordered
by the resident's physician,

Interview with the Pharmacy Director on 04/16/15
at 4:00 PM, reveeled residents’ medications were
sent back to the pharmacy when the resident was
out of the facllity, The medications were
re-dispensed when the resident retumed to the
facility.

Review of Resident #15's laboratory results for
Keppra revealed on 01/20/15, the resident's level
was 8.0 mcg/ml (therapeutic range is 5 - 83
meg/ml), However, on 04/03/15, the resident's
level had decreased to 5.0 meg/ml.

Review of the facility's "Status Change" document
that listed residents who had been admitied,
transferred, or discharged from December 2014
through April 2015 revealed Residents #11, #13,
#15, #18, and #17 had not been discharged or
transfarred from the facllity during the times when
thera were discrepancies identified with their
medications.

Interview with RN #1 on 04/14/15 at 5:03 PM,
with Licensed Practical Nurse (LPN) #5 on
04/18/45 at 11:55 PM, with RN #8 on 04/16/15 et
12:14 PM, with Kentucky Medication Aida (KMA)
#1 on 04117715 at 1:27 PM, and with LPN #8 on
04/17115 at 3:20 PM, revealed that If staff
documented on the resident's MAR that thelr
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medication was administered, than the
medication was administared per the physician's
orders. The interviews further revealed the
residenis’ medications had to be re-ordered by
the nursing staff from the pharmacy when the
resident's medication card had two (2) to seven
(7) days remaining in the card. The nurses stated
the facility did not have a system in place to
determine when a med|cation card was placed in
use after It was dispensed from the pharmacy.

interview on 04/15/15 at 400 PM with the
Pharmacy Director revealed the phammacy sends
a dispensing repor to the facility that lists the
quantity of the medication and the date the
medication was sent to the facllity. Continued
Intarviaw revealed tha facility notified the
pharmacy when a resident was sent out to the
hospital and the resident's madications were sent
back to the pharmacy. The Pharmacy Director
stated the facllity notified the pharmacy of new
admissions or readmissions. When the
resident's orders were received by the pharmacy,
the medications were sent to the facility, The
interview revealed the facility's nurses recrder
residents' medications when the supply gets low.
Per Interview, the pharmacy did not have a way to
know if the facllity was reordering medication
when needed and administering the medication
according to Physician's Orders.

Interview on 04/14/15 at 6:07 PM, with the
Director of Nursing (DON) revealed she did a
random medication cart audit on 04/01/15 after
the morning medication pass. She stated
Resident #11's Digoxin raised a "red flag"
because the medication card iabel was dated
03/24/15 and only four {4} tablets had been
administered from the medication card leaving

F 333
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ten (10) tablets on the card. The DON stated she
reviewed Resldent #11's MAR and no doses (no
documented avidence) had been held or refused.
The DON revealed she immediately initiated an
investigation, which included aasessments of all
residents on the hall where Resident #11 resided.
The investigation included obtaining laboratory
levels for all rasidents that lived on that hall, that
were on medications that required therapautic
monitoring, and Interviewing staff and alert and
oriented residents. Continued inlerview revealed
the assessments had not revealed any abnormal
findings and the laboratory results had not
revealed a pattern or a trend because some
residents' laboratory levels were sub-therapeutic,
some were normal, and some were elevated.
The DON stated reviews of the pharmacy
dispensing records were not evaluated as part of
the investigation.

Further interview with the DON revealed the
administrative staff reviewed the investigation and
did not feel there was encugh concrate gvidence
to say Resident #11 did not receive his/her
medications as ordered by the facility. She stated
the only concrete Information she had was a
quantity of medication that was possibly more
than she felt should have besan in the resident’s
drawar; however, all the nurses Interviewed
revealed Resident #11's medlcations were
administered as ordered. The DON further
revealed the facility dld not have a system to
know how much of a particular medication the
resident had In the medication cart at a given
time,

**The facllity provided an acceptable Allegation of
Compliance (AOC) on 04/23/15. The facllity
implementad the following actlons te remove the

F 333
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Immediate Jeopardy:

1) The Physlclan and Power of Attorney (POA)
for Residents #11, #13, #14, #15, #18, and #17
waera nolified immediately upon ldentification of
potential medication errors by the Administrator,
Director of Nursing (DON), Assistant Director of
Nursing (ADONs), Staff Development
Coordinator (SDC), Quality Assurances
{QA)Nurse, Nursing Supervisor, Medical
Records Nurse or Reglonal Nurse Consultant on
04/20115. Residents #11, #13, #14, #15, #18,
and #17 were assessed by the ADONs or QA
Nursa on 04/20/15 for any signs and symptoms of
adversa reaclions, with no Issues identified.
Laboratory levels were drawn on all six (6)
residents, the physician was notified of the
results, and the residents' care plans were
updated, as needed. All six (8) residents’
medications were counted and a medication
raconciliation was completed for accuracy and a
current count was placed on each individual pill
packet and/or bottle of liquid medicine on
04/20/15 by the DON, ADONs, SOC, QA Nurse,
Medical Records Nurse or Regional Nurse
Caonsultant.

2) The physician and POAs for Residents #11,
#15, #16, and #17 were nofified immediately upon
identification of inappropriate documentation by
the Administrator, DON, ADONs, SDC, QA
Nurse, Nursing Supservisor, Medical Record's
MNurse, or Regional Nurse Consultant on
04/20/15. Reasidents #11, #15, #16, and #17 wera
re-assessed by the ADONs or QA Nurse, on
04/20/15, for any signs and symptoms of adversa
reactions, with no issues identified.

3) All resldents’ medications were audited by the
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DON, ADON, SDC, Nursing Supervisor, Medical
Record's Nurse or Regional Nurse Consultant, on
04/20/15, to ensure that the current medicatlons,
compared to the current Physician Order Sheet,
were present and the quantity of medlication was
counted, the quantity was placed on the
medication container along with the date/time
completed and initialed by the Nurse Manager
completing the validation/count process. A new
botile of medications were requestsd and placed
Into service on 04/22/15 for the liquid medications
that could not be counted, due to opacity of
container.

4} All residents' charts were audited by the
Administrator, Assistant Administrator, DON,
ADONSs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Soclal Services
Director, Quality of Life, Dietary Manager,
Chaplain, Medical Record's Nurse or Reglonal
Nurse Consultant by 04/22/15 for accuracy of the
clinical records and that the racords were
complete and accurately documented, The
following issues were identifiad and corrected:

a. Social Services Quarterly Notes were not
within compliance- for three (3) residents

b. Activity Quarterly Notes not within
compliance-three (3) residents

¢. Care plan updates-two (2} residents

d. Behavior Management care plan updates-two
(2) residents

5) All residenls' care plans were audiied by the
Administrator, Assistant Administrator, DON,
ADONSs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admisslong, Social Services
Director, Quality of life, Distary Manager,
Chaplaln, Medical Records or Regional Nurse
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Consultant by 04/22/15 to ensure all resident care
pians reflected the curmrent resident care needs.

6) Education was provided to the Administrator,
HR, Med Record's Nurse, BOM, Quality of Life,
Admissions, Assistant Administrator, Plant Ops,
Food Service Director, SSD, Central Supply,
Housekeaping Supervisor, DON, ADONSs, SDC,
MDS Ceordinators, and Nursing Supervisors on
04120115 by the Regional Nurse Consultant
regarding the facility’s medication administration
policy and procedure which included medication
reconciliation. The care plan policy and the
procadure included following the care plan,
administaring care to ensure highest practicai
physical, mental, and psychosocial well-being of
each resident, and maintain clinical records in
acceptable professional standards and practices
that were complete, accurately documented,
readily accessible and systematically organized.

7) Education was initiated for licansed staff,
Kentucly Medication Aides {KMAs) and State
Registared Nurse Aldes (SRNAs) on 04/20/15 by
the Administrator, Assistant Administrator,
Regional Nurse Consuitant, DON, ADONSs or the
SDC regarding the Medication Administration
Policy and Procadure which Included medication
reconciliation, care plan policy and the procedure
to include fotlowing the care plan, administering
cara to ensure highest practical physical, mental,
and psychosocial well-being of each resident, and
maintaln clinical records in acceptable
professional standards and praclices that were
complete, accuralely documented, readily
accessible and systematically organized. All
clinical staff completed or will complete a
post-test and score 100% to ensure
understanding of educationftraining provided. If
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100% Is not obtained then the staff member will
be re-educated and a post-test ra-administered
until the staff member obtains 100% score to
ensure understanding of the material covered.
Clinical staff was not allowed to work prior to
receiving the above stated education. Those
clinical staff members that were on Familly
Medical Leave Act (FMLA), leave of work "as
needed" (PFRN) were sent a certified letter and
were not allowed to work until the education had
been raceived and a post-lest completed with
1009 score obtained. As of 04/23/15, 60% of ali
licensed staff and clinical ataff had been aducated
with post-test completed and 100% score
obtained; 15% have been contacted by phons,
provided aducation and notified that they cannot
work untll 1:1 education with post-test was
completad, and, 100% scare obtained. The
remaining 25% wers In the process of being
contacted and will not be allowed to work until
education with post-test has been completed and
100% score obtained, Once education has been
provided, each licensed nurse will complete a
medication administration cbservation pass with
the DON, ADONSs, SDC, Nursing Supervisor, or
Regional Nurse Consultant.

8) Education regarding medication administration
policy and procedura, care plan policy and
procedure, administrative oversight, and
complete and accurate clinical records were
included In the new hire orlentation,

9) A new process was inilated on 04/22/15 for
medicaticn reconciliation of residents’
medications. The process is as follows:

a. One random nurse per day, per shift, will
complete a medication pass observation with the
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DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor or
Regional Nurse Consultant to ensure compliance
with medication administration, the resident's
care plan was belng followed and accurats along
with completed documentation was noted,

b. DON, ADONSs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor, or
Regional Nursae Constltant recongiled the
medications of four (4) randomly selected
residents daily to ensure compliance with
medication administration, This process was
continued untll immediacy was lifted,

. Nurses/KMAs recelved aducation on 04/21/115
by the Regional Nurse Consultant, DON, ADONSs,
SDC, or Nursing Supervisor on placing the
discarded pill packets/botiles in the bottom
drawer of the medication cart when packet/bottle
was finished, The DON, ADONs, SDC, Medical
Records Nurse, MDS Coordinators, Nursing
Supervisor or Regional Nurse Consultant audited,
daily, ten {10) discarded packets/bottles per side
compared 1o packets/bottles that wera put into
service to reconcile medications, confirm reorder
procass and that the medications were being
given per the physician's orders and the plan of
cere. The process continued until immediacy
was lifted.

d. Nurses/KMAs placed the dateftime and their
Initials on the side of any new medication
packet/bottle placed into service to ensure an
accurate date which will allow for accurate
reconciliation. Those liquid medications, a total of
twenty-one (21), that could not be counted, due to
opacity of container, a new bottle was obtained
and placed in service by 04/22/15.
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e, Reorder process below will continue until
immediacy was lifted:

i) A nurse ra-ordered medications via the ezMAR
alert system when three (3) to four (4) days of
medication were left to administer.

iiy A nurse then placed, on tha current medication
bubble pack, the date of recrder, and their initlals.

lily The DON andfor ADONS ran the "Refill
Reminder Report” from the ezMAR system,
Monday - Friday, and validated that all
medications due to be reardered, had actually
been reordered.

Iv) Facitity Formulary Nurse, ADONs, SDC, QA
Nurse, or Nursing Supervisors reconciled the
Refilll Reminder Report with the nightly medication
manifest report with the actual medication packst
on the cart or stored In overflow to ensure
medications that were reordered have actually
arrived at facllity.

f. Nurses and KMAs were educatedfrained on
the medication adminisiration policy end
procedure te Include documentation along with
the scope of practice of the KMA. KMAs will not
administer or document adminlistering any
medications other than by mouth (PO) or {opical.

10) All residents medications were reconciled
two (2) imes waekly, starling 04/20/15 by the
DON, ADONs, SDC, Medica! Records Nurse, QA
Nurse, Nursing Supervisor, Reglonal Nurse
Consultant or Chief Nursing Executive, to ensure
reordar process system was intact and within
compllance along with ensuring residentis
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medications were administered as orderad. This
pracess will centinue for two (2) weeks and
results will be reviewed in a weekly QAP|
meeting. The QAP| committee wili determine
ongolng frequency of resident medication
raconciliation at that time.

11} Education was provided for Licensed Nursing
Stafi by the Administrator, Assistant
Administrator, DON, ADON, the SDC, or the
Regicnal Nurse Consuitant regarding the above
stated ptan by 04/24/15.

12) Medication pass audits were completed by
the DON, ADON, SDC, Medical Records Nurse,
or Reglional Nurse Consultant for all nurses and
KMAs by 04/22/15 to ensure that medications
ware administered without significant medication
error. Nurses or KMAs who had not completed a
med|cation pass obsarvation wera not allowed to
waork unfil the medication pass observations had
been completed for shifts scheduled after
04/22/15. As of 04/24/15, 75% of all nurses and
KMAsz had completed a medication pass
observation,

13) Administrative oversight of the facllity was
completed by the Special Projects Administrator,
the Reglonal Vice President of Operations, or the
Chief Operating Officer dally until removal of
Immediacy, weekly for four (4) weeks after
removal of immediacy, then monthly.

14) The Administrator, Assistant Administrator,
Special Projects, DON, Chief Operating Officer,
Chisf Nurss Executive or Reglonal Nurse
Consultant audited compliance of the above
stated audits/observations daily until removal of
immediacy, then twice weekly for four (4) weeks
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and reported findings during weekly QA for four
{4)weeks, for racommendations and further
follow-up as [ndicatad.

15} A Quality Assurance meeting was held on
04/17M5, and agaln on 04/20/15 for further
racommendstions regarding the plan for removal
of Immediate Jeopardy. A Quality Assurance
meeting will be held weekly for four (4) weeks,
then monthly for recommendations and further
follow up regarding the above stated ptan,

**The State Survey Agancy validated the
Immediate Jeopardy was removed as follows:

1} Review cf the medical racords of Residents
#11, #13, #14, #15, #16, and #17 revealed the
residents’ physicians and POAs wera notified of
the potential medication errors by the
administrative staff, Further review of the
medical records revealed Residents #11, #13,
#14, #15, #18, and #17 were assessed by the
ADONs or the QA Nurse, on 04/20/15, for any
signs and symptoms of adverse reactions from
potertial medication errors, with no Isaues
identified. The facility obtained laboratory levels
on ali six (6) resldents, the physiclan was notified
of the results, and the residents' care plans wera
updated as needed. The residents' laboratory
results were cbtained on the following days by the
facility: Resident #11 on 04/03/15, 04/06/15, and
04/20/15, Resident #13 on 04/03/16 and
04/19/15, Resident #14 on 0411715, 0411715
and 04/19/15, Resident #15 on 04/03/15 and
04/20/15, Resident #16 on 04/03/15 and 04/17/15
and Resident #17 on 04/20/15. The
Administrative Staff counted all six (6) residents’
medications and a medication reconciliation was
completed for accuracy and a current count was
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placad on each individual pill packet and/or bottle
of liguid medicine on 04/20/15 by the DON,
ADONSs, SDC, QA Nurse, Medical Records Nurse
or Regional Nurse Consultant.

2) Review of the medical record revealed the
physicians and POAs for Residents #11, #15,
#18, and #17 were notified immediately upon
identification of inappropriate documentation by
the Adminlistrator, DON, ADONs, SDC, QA
Nurse, Nursing Supervisor, Medlcal Racard's
MNurse, or Regional Nurse Consultant on
04720115, Further review of the medical records
revealed Residents #11, #15, #16, and #17 were
re-assessed by the ADONs or QA Nurse, on
04720115, for any signs and symptomns of adverse
reactions, with no issues identified.

3) Review of the medication audits revealed the
audits were completed by the DON, ADON, SDC,
Nurzlng Supervisor, Medical Record's Nurse or
Regional Nurse Consultant, on 04/20/15, and
ensured that the current medications, compared
to the current Physician Order Sheet, were
present and the quantity of medication was
counted, the quantity was placed on medication
contalner along with the date/time completed arnd
initialed by the Nurse Manager completing the
validation/count process. Observations, on
04/24/15 revealed new bottles of medicalion were
placed into service on 04/22/15.

4) Raview of the facility's audits revealed all
residents' charis wera audited by the
Administrator, Assistant Administrator, DON,
ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Social Services
Director (8SD), Quality of Life, Distary Manager,
Chaplain, Medical Record's Nurse or Reglonal
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Nurse Consultant by 04/22/15 for accuracy of the
clinical records and that the records were
complete and accurately documented. The
audits revealed issues identified were comrected
by the facility staff.

5) Review of the facility's audits on 04/24/15,
revealed all residents cara plans were audited by
the Administrator, Assistant Adminlstrator, DON,
ADONS, SDC, QA Nurse, MDS Coordinators,
Mursing Supervisor, Admissions, Social Services
Director, Quality of lifa, Dletary Manager,
Chaplaln, Medical Records or Regional Nurse
Consultant by 04/22/15 to ensura ali residents’
care plans refiected the current resident care
needs,

B) Review of the facility's in-services revealed
education was provided to the Administrator, HR,
Medical Record's Nuras, BOM, Quality of Life,
Admissions, Assistant Administrator, Plant Ops,
Food Service Director, SSD, Central Supply,
Housekeeping Supservisor, DON, ADONSs, SDC,
MDS Coordinators, and Nursing Supervisors on
04/20/16 by the Reglonal Nurse Consultanl. The
education provided included the medication
administration policy and procedure to include
medication recondiliation, care plan policy, and
the procedure to Include fellowing the care plan,
administering care to ensure highest practical
physical, mental, and paychosocial well-being of
each resldent, and maintain clinical records in
accepiable professional standards and practices
that were complets, accurately documented,
readily accessible and systematically organized.
Interviews cenducted on 04/24/15, with the
Administrator, HR, Med Record's Nurse, BOM,
Quality of Life, Admissions, Assistant
Administrator, Plant Ops, Food Service Director,
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§SD, Central Supply, Housekeeping Supervisar,
DON, ADONs, SOC, MDS Coordinators, and
Numsing Supervisors revealed the staff was
educated on 04/20/15 on care plans, the
medication administration policy and procedure
and accurate medical records.

7) Review of the facility's in-services revealed
education was initiated for licensed staff, KMAs
and SRNAs on 04/20/15 by the Adminlstrator,
Assistant Administrator, Regional Nurse
Consultant, DON, ADONg or the SDC regarding
the medication admlnistration policy and
procedure to include madication reconclliation,
care plan policy and the procedure to include
following the care ptan, administering care to
ensure highest practical physical, mental, and
psychosoctal well-being of each resident, and
maintain clinical records in acceptable
professional standards and practices that were
complete, accurately documented, readily
accessible and systematically organized.
Intarviews on 04/24/15 with licensed staff, KMAs,
and SRNAs revealed the facility provided staff
educatlon that included information on the
medication adminlstration palicy, medical record
documentation, care planning and following the
care plan and medication reconclliation. Review
of the post-tests revealed staff (with the exception
of siaff who was on medical leave or who worked
"ag needed") had completed the post-test with a
100% score.

8) Review of new smployee orientation revealed
newly hired staff would raceive education
regarding medication administration policy and
procadure, care plan policy and procedure,
administrative eversight, and complete and
accurate clinical records and that the information

%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5y
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was added to the new hire oriantation. Interviews
on 04/24/15, with newly hired staff revealed the
staff had been provided information on
medication administration policy and procedurs,
care plan policy and procedurs, administrative
oversight, and complete and accurats clinical
records.

8) Review of the new process for medication
reconciliation of residents' medications revealed
the process was initiated on 04/22/15. The
procass was as follows:

a. Review of the facllity audits revealed one
random nurse per day, per shift completed a
medication pase observation with the DON,
ADONs, SDC, Medical Record's Nurse, MDS
Coordinators, Nursing Supervisor or Regional
Nurse Consultant to ensure compliance with
medication administration, the resident's care
plan was belng followed and accurats, and to
ensure docurnentation was completed.

b. Review of the facllity’s audits revealed the
DON, ADONSs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor or
Regional Nurse Consuitant reconciled the
medications of four (4) randomly selected
residents daily ta ensure compliance with
medlcation administration. The audils revealed
the process was ongoing on 04/24/15,

. Review of the facllity's in-services revealed the
nurses/KMASs recsived education on 04/21/16 by
the Regional Nurse Consultant, DON, ADONs,
SDC, or Nursing Supervisor on placing the
discarded pill packets/botties in the bottom
drawer of the medication cart when the
packst/boltle was finished. Review of the facility's

Fa3z
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audits revealed the DON, ADONs, SDC, Medical
Records Nurse, MDS Coordinators, Nursing
Supervisor or Regional Nurse Consultant audited
ten (10} discarded packets/bottles per unit daily
and compared them to packeta/botties that wers
put Into service to reconcile medications, confirm
the reorder process and that the medications
were being given per the physician's orders and
the plan of care. Review of the facility's audits
and an cbservation of the medication cart on
04/24/16, revealed the process was ongoing on
04/24/15.

d. Observations of the medication carts on
04/24/15 revealed the nursas/KMAs had placed
tha dateftime and their Initials on the side of new
madication packet/bottia. Further observations of
the medication carts revealed liquid medications
were dated 04/22/15.

8. Raview of the medication re-order process
revealed the following process was in place

1) Interviews, on 04/24/15, with nursing staff
revealed a nurse reordered medications via the
ezMAR alert system when three (3) to four (4)
days of a medication was left to administer.

ii) Observations on 04/24/15, and interviews with
nursing staff, on 04/24/15, revealed a nurse
placed the dale of reorder and their initialg on the
current medication bubble package.

jii) Interviews, on 04/24/15, with the DON and
ADONSs revealed the adminisirative staff ran the
"Refill Reminder Report" from the ezMAR syslem,
Monday -Friday, and validated that all
medicatlons due to be reordered, had actually
been recrdered.

F333
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iv) Interviews on 04/24/15, with the Facility
Formulary Nurse, ADONs, SDC, QA Nurse, and
Nursing Supervisors revealed the staff reconclled
the Refill Reminder Report with the nightly
medication manifest report and the actual
medication packet an the cart or stored in
overflow to ensure medications that were
reordared had actually arrived at the facility.

f. Review of the facility in-services revealed
nurses and KMAs were educated/trained on the
madication administration policy and procedure to
include documentatlon along with the scope of
praclice of the KMA. Interviews, on 04/24/15,
with nurses and KMAs revealed the staff had
been trained on decumentation practices and
scops of practice for the KMA.

10) Review of the facility's audits revealed all
residents' medications were reconciled two (2)
times weekly, starting on 04/20/15 by the DON,
ADONSs, SDC, Madical Records Nurss, QA
Nurse, Nursing Supetvisor, Regional Nurse
Consultant or Chief Nursing Executive.

Intarviews on 04/24/15 with the DON, ADONs,
SDC, Medical Records Nurse, QA Nurse, Nursing
Suparvisor, Regional Nurse Consultant and Chief
Nursing Executive ravealed &ll residents’
medications were reconciled two (2} times weekly
with no issues identified.

11} Review of the facility's in-services ravealed
education was provided for Licensed Nursing
Staff by the Administrator, Assistant
Administrator, DON ADCNs S0C, or the Regional
Nurse Cansuitant regarding the above stated plan
by 04/21/15. Interviews on 04/24/15 with the
Administrator, DON, ADON, SDC, and the

F 333
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Regional Nurse Consuitant revealed licensed
nursing staff was provided education regarding all
areas of the corrective plan,
12} Review of medication pass audits revealed
the audits were completed by the DON, ADON,
SDC, Medical Records Nurse, or Regional Nurse
Cansultant for all nurses and KMA by 04/22/15,
Interviews on 04/24/15 with the DON, ADON,
SDC, Medical Records Nurse and Reglonal
Nurse Consultant revealed a medication pass
had been completed with all nurses and KMAS by v
04/22/15.
13) Inferviews on 04/24/15 with the Speclal
Projects Administrator, the Regional Vice
President of Operations, and the Chief Opearating
Officer revealed administrative oversight of the Far 510116
facility was completed by the Speclal Projects 4.The one botlle of steak sauce, the jar of ranch dip,
Alelll‘l|Sll‘Blor, the Reg(ona' Vica President of the ’ar of ham basa, tha twoe baxes of cream chgasal
Operations, or the Chlef Operating Officer daily. and botlle of while substance wers immediately
14) Review of the audiis and interviews an T P s o s
The white pan was removed Immedfataly and tha
04/24/15 with the Administrator, Assistant
Administrator, Special Projects, DON, Chief Buracs wasImmedaiely santized upon [denticstion
gperating el O JE e 2)A kitchan sanitation audlt was conductad by the
eglonal Nurse Consultant revealed the
administrative staff audited the compliance of the Distary Manager on 4/14/15 to identify any additional
above stated audits/observations dally. undated food ltems and saniiation lasues. No other
lasues wers ideniifled.
15) Review of the Quality Assurance meeting 3)A dietary stall was sducated by he Kitchen
minutes revealed a meeting was held on 04/17/15 Manager on April 28, 2015 regarding the purchasing,
and again on 04/20/15. recsiving, storing of food items using the FIFO
F 371 ] 483,35(i) FOOD PROCURE, F 371 | {First In-First Qut) Policy and Procedure, and the
ss=€ | STORE/PREPARE/SERVE - SANITARY Sanltation Policy and Procedura Including to follow
the daily cleaning schedules and weekly sanitation
The facility must - check ist.
(1) Procure food from sources approved or
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The Kitchan Manager or lead cook will conduct a
F 371 | Continued From page 71 F 371 | dally sanitation check. Findings related to checks on
considerad satisfactory by Federal, Stata or local dates of food ltems and sanHation wil be coracted
authoritles; and immediately, These daily sanitation and date audits
(2) Store, prepare, distribute and serve food staried on 4/28/15 and will coniinue through 5/26/15
under sanitary conditions The Dielary Manager, Dietary Consultant, or Quallty
Assurance Coordinator will conduct & monthly audit
of kitchen o identify any open and undated items and
sanitailon.
4} The Dietary Manager will report ta the
QAP| Commiites monthly the results and findings of
the above audits related fo open and undated liams
:h.ls REQUIREMENT ls not met as evidenced and sanltation for three montha then quarterly theraaftgr.
Byajlsed on abservailon, interview, record review, Any changes to the frequency of audits will be
. . determined by the QAP Commities. Members of the
and review of the faciilty's policy, it was Quallty Assurance Commiltee [nclude but are not
detarmined the facility failed to store, prapare,
and serve food under sanitary conditions for limited to: Medicat Director, Admintstrator, Diractor of
eighty-six (88) of ninety-six (98) residents who Nuraing, Unit Managers, Social Services Dirsctor,
received a food tray. Observations on 04/14/15 Distary Manager, Human Resource Diractor,
revealed unlabeled and undated foods In a white Maintenance Direcior, and Quality of Lifs Director.
storage pan with a tan liquid substance in the 5) May 30, 2015
bottorn of the pan sitting on a table with clean
equipment. [n addition, a dirty pan solled with
grease and food pleces was also observed to be
sitting on the table with the clean aquipment.
The findings Include:
Review of the facility's policy titled
"Sanitation/Infection Control," undated, revealed
the Dietary Manager was responsible for
supervising ali sanitation and housekeeping
procedures within the Dletary Department. The
policy stated all leftaver faods wauld be labelad
and dated prior to placing the items In the
refrigeratar, In addition, the policy stated the
Dietary Manager was responsible for ensuring
staff used proper sanitation procedures for
storing, preparing, and serving foods.
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Observations on 04/14/15, at 1:10 PM, revealed
one botile of steak sauce, a jar of ranch dip, a jar
of ham base, two boxes of cream cheess, and a
bottle contalning a white substance were opened,
unlabaled, and undated. These food ltams were
in a while storage pan with a tan liquid substance
in the bottom of the pan. The white pan along
with a pan observed to be soiled with grease and
food pieces were placed on a table with clean
silverware, a slicer, and two mixars. The whits
storage pan was observed to be placed cn the
table from the reirigeratar by the Distary
Manager.

Interview conducted with the Distary Manager on
04/14/15, at 1:20 PM, revealed she was
responsible for snsuring the kitchen was sanliary.
The Dietary Manager staled all foods were
required to be labeled and dated prior to being
placed In the refrigerator. Further interview
revealed she had not identified the unlabeled and
undated foods, and had not identified the tan
substance in the bottam of the white pan. She
stated the pans should not have been placed on
the table with the clean equipment.

Interview conducted with the Registered Dietitian
{RD) on 04/24/15, at 11:45 AM, revealed she was
required to do a monthly audit of the kitchen, and
she had not identified any concerns with
sanitation. The RD stated the dirty pans should
not have been placed on the table with the clean
equipment and sliverware, The RD also stated all
foods should be labeled and dated when opened
and should not have been in a dirty pan.
483,60(a),(b) PHARMACEUTICAL SVG -
ACCURATE PROCEDURES, RPH

Farn

F 425
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The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described In
§483,75(h) of this part. The facility may permit
unlicensed pergonnel to administer drugs if Stats
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acquiring, racelving, dispensing, and
administering of all drugs and biclogicals) to mest
the needs of each resident.

The faclity must employ or obtain the services af
a licensed pharmacist who provides consultation
on all aspects of the provision of pharmacy
services In the facility.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and review of the facility's policy, it was
determined the facility failed to provide
pharmaceutical services to meet the needs of
four {4) of thirty (30) sampled residents
(Resldents #11, #13, #16, and #17). The facllity
failed o have an effective system to reorder
residents' medications timely to ensure the
residents received their medications as physician
ordered. Review of Pharmacy Medication
Dispensing Records revealed Resident #11's
Digoxin (medication to treat an abnormal
heartbeat) was dispensed to the facifity in a
fourteen (14) day supply. However, this
medication went up to thity-seven (37) days

1) The Physlician and Power of Attomey (POA)
for Residents #11, #13, #16, and #17

wera nofified Immediately upon tdentification of
patential medicatlon errors by the Administrator,
Director of Murslng (DON), Assistant Diractor of
Nursing ({ADONs), Staff Development
Coordinstor (SDC), Quality Assurances
{QA)Nurse, Nursing Supervisor, Medicai

Racords Nurse or Reglonal Nurse Consultant on
04/20/15. Residents #11, #13, #16,

and #17 were assassad by the ADONs or QA
Nurse on 04/20/15 for any signs and symptoms of
ndversa reactlons, with no lssues idenlified,
Laboratory levels wera drawn on all six {8)
residenis, the physiclan was notlfled of the
rasulls, and the rasidents’ care plans were
updated, ae needed. All four (4) residents’
medications wers countad and a medication
raconciliation was complated for accuracy and a
current count wes placad on each indlvidual pil
packel andfor bottle of liquid medicine on
04/20/15 by the DON, ADONs, SDC, QA Nurse,
Medical Records Nurse or Reglonal Nurse
Consuliant.

2) All residents’ medications were audited hy the
DON, ADON, SDC, Nursing Supervisor, Medlcal
Record's Nurse or Reglonal Nursa Consultant, on
04/20/15, to ansure that the current medications,
compeared to the current Physiclan Order Sheet,
were presant and the quanlity of medicatlon was
counted, the quantity was placed on the
medicatlon container along with the date/time
complated and initlaled by the Nurse Manager
completing the validation/count process. A new
bottle of medications were requested and placed
into servica on 04/22/15 for the Hquid medications
that could not ba counted, dua to opactly of cantainer
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between rafills. Resident#17's Primidone
{anti-selzure medication) went up to sixty-five (65)
days between refills of a thirty (30) day supply
and up to forty-three {43) days batween refills for
a thirty (30) day supply of Depakote {medication
to prevent ssizures and treat some psychiatric
disorders). Thera was a forty-seven (47) day
span between refills for a thirty (30) day supply of
Residsnt #13's Keppra (medication to prevent
selzures); and up to fwenty-five (25) days
between refills of a fiftean (15) day supply for
Resident #16's Depakote. Laboratory tests
revealed the residents’ labs values for these
medications that required monitoring were
sub-therapeutic {refer to F282, F333, F490, and
F514).

The facility's fallure to have an effective aystem in
place to ensure care and services were provided
as per the resident’s plan of care was likely to
causge serlous injury, harm, impalrment, or death.
Immediate Jeopardy wes determined to exist on
04/02/15 at 42 CFR 483,20 Resldent Assassment
(F282), 42 CFR 483.25 Quallty of Care (F333),
42 CFR 483.60 Pharmacy Services (F425), and
42 CFR 483.75 Administration (F480 and F514).
The facllity was notified of the Immediate
Jeapardy on 04/20/15,

An acceptabla Allegation of Compliance was
received on 04/23/15, which alleged removal of
the Immediate Jeopardy on 04/23/15, An
extended survey was conducted on 04/24/16.
The State Survey Agency determined the
Immediate Jeopardy was removed on 04/23/5,
which lowered the Scope and Severity to an "E”
at 42 CFR 483.20 Resldent Assessment (F282),
42 CFR 483.25 Quality of Care (F333), 42 CFR
483,60 Pharrmacy Services (F425), and, 42 CFR

Admisslons, Assistant Administrator, Plant Ops,
Food Service Dlrector, SSD, Central Supply,
Housekeeping Supervisor, DON, ADONs, SDC,
MDS Coordinatars, and Nursing Supervisors an
04/20/15 by the Regional Nurse Consullant
regarding the facility’s medication adminlstration
polley and procedurs which Included medication
reconcliation.

Education waa Initiated for licensed staff,
Kantucky Med|catlon Aldes {KMAsg) and Stale
Reglslered Nurse Aldes (SRNAs) on 04/20/15 by
the Administrator, Asslstant Adminlstrator,
Reglonal Nurse Consultant, DON, ADONs or lhe
SDC regarding the Medication Admiplsiration
Policy and Procedure which included medication
raconciifailon, care plan policy and the procedurs
to Inciude followlng the care plan, administering
care to ensure highest practical physlical, mental,
and psychasocial well-belng of each reslident,
All dlinical stafl completed or will complete a
post-test and scors 100% to ensure
understanding of aducationfiraining provided. if
100% ia nol cbtained then the stafl member will
be re-educated and a post-test re-administered
until the staff member obtains 100% score to
ansure understanding of the material covered.
Clinical steff was not allowed to work pror to
racelving the sbove stated education. Those
dlinlcal staff members that ware on Family
Medical Leave Act {(FMLA), leave or work “as
needad" {PRN) were sent a certlfied lelter and
were not allowed to work until the education had
been recalvad and a post-test completed with
100% score oblained. As of 05/28/15
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3) Education was provided to the Aémlnlalrator.
F 425 | Continued From page 74 F 425|HR, Mad Record's Nurse, BOM, Quality of Life,
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all education was completad and any PRN or staff wha
F 425 | Continued From page 75 F 425 | had not compleled the education raceived a cartiled
483.75 Administration (F490 and F514) while the letter and will not be allowed to retumn to work until
facility monitors the effectiveness of systemic the education has been complated and verified.
changes and quality assurance activities. Once education has been
providad, each llcensed nurse will complete a
The findings Include: medication administration absarvation pess with
the DON, ADONSs, SDC, Nursing Supervisor, or
Review of the facillty'.a pelicy titled “Medication Regional Nurse Consultant.
Ordering and Receiving From the Pharmacy Education regarding medication administration
Provjder (Ord:;rlng and Receiving Non-Controlled policy and procadure, care plan policy and
Medicaticns)," dated September 2010, revealad procedura, adminlstrative oversight, and
medications and related products were received complete and accurate clinical recards were
from the providar pharmacy on a timely basis. Included In the new hira orlantation
The policy stated that the facility maintained )
accurate records of madication erder and recaipt. filiew peocass was Intiaad on 04122‘115 for
Alicensed nurse or appropriate personnel e e O L
racelved madications delivered to the facility from medicalians. The procoss 8 as fallows:
the pharmacy and documentad on the medication a. One random nurse per day, per shif, wil
delivery recelpt/manifest. The policy stated that complets a medication pass chservation with tha
facility staff re-ordered medications by writing the DON, ADONs, SDC, Medical Records Nurse,
medication name and prescription number or MDS Coordinators, Nureing Suparvisor or
applying the peel-off bar coded labal from the Regional Nursa Consultant to ensure compHiance
prescription labal on the reorder sheet and faxing with medication adminlstration, the resident's
or otherwise transmitting the order to the cara plan was belng followed and accurate along
phamnacy. with completed documentation was noted, This was
raviewed at the QAPI Meeling on 4/27115 and facillty
Interview with Registered Nurse (RN) #1 an continued with a medication pasa ohservation for ona
04/14/15 at 5:03 PM, Licensed Practical Nurse random nurse per day, per shift. To ba raviawed at the
{LPN) #5 on 04/16/15 at 11:55 AM, RN #6 on next QAP| Maafing in one week.
04/18/15 at 12:14 PM, Kentucky Medication Alde This was reviewed again on 5/4/15 al the QAP
(KA} #1 on .04”7” 5 at 1:27 PM, and LPN #6 on Meeling and it was delermined by the commitiee that
04/17/15 at 3:29 PM ravealed medications could the facilty would raduce the medicaion pess
also be orderad on the computer from the obsarvations to one random nures per day, To ba
resident's Electronic Medication Administration ’
Record (e-MAR) by using the re-order tab on the raviewed at the next QAP| Meeting In one week.
SCreen. This was reviewed on §/11/16 and the QAPI
Committes determined to reduce the sudils to
1. Review of Resident #11's medical record medication pass observations an three mndom nursea|
revealed the facility admitted the resident on
10/04/13. The resident had diagnoses that
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per waek fof four (4) weeks, To be reviewed at the
F 426 | Continued From page 76 F 425 |next QAPI Meeting to determine frequancy and duration
included Atrial Fibrillation (an irregular, often rapld b. Nurses/KiMAs racalved educalion on 04/21/15 by
heart rate that commonly causas poor blood the Reglonal Nurse Consultant, DON, ADDONs,SDC,
flow). or Nursing Supervisor on placing the discarded piil
packets/boltles in the boltom drawer of the medicatlon
Review of Resident #11's April 2015 Physician's cart when packetihottle was finished. The DON,
Orders revealed an order (Initially dated 08/17/14) ADONB, SDC, Medical Records Nurse,
for Digoxin 125 mcg (micrograms) per day. MDS Coordinatars, Nursing Supervisor or Regional
Nurse Consultant eudltad,dally, ten (10} discardad
Review of the phammacy's Medication Dispensing packals/bottles per side compared lo packelis/boliles
Records, dated 12/01/14 through 04/17/15, that were putinto service to reconcile medications,
revealed Resident #11's Digoxin was dispensed confirm reorder procass and that tha medications were
with fourteen (14) tablets per medication card and being glven per the physiclan's orders and the plan of
was dispensed seven (7) times since 12/10/14. care.
The medication was dispensed on 12/10/14, This was reviewed during the 4/27/15 QAP) Meeting
12/21/14, 01/28/15, 02/11/15, 02/25/15, 03/25118, and the QAP Commities determined to reduce the
?1“:’;’0'}10:';:‘ z L:'h 2:;‘1"59“‘2;9 t‘r'::;’;aa'r":acy audit to ten(10) discarded packets/botiles per side
dispensed ninety-elght (88) Digoxin tablets. g:;‘::::lnnfh Friday. To be reviewed at the next
e AUICEE LTS B e This was reviewsd during the 5/4/15 QAPI Mesting
medications as prescribed by the physician, one
hundred twenty-eight (128) tablots were required and the QAP Commiites determined to reduce the
for the staff to be able to administer the resident's audk to five (5) discarded packata/bolties per side
Digoxin. Monday through rFrlday. To be reviewed at the next
QAP| Mesting.
2. Review of Resident #17's medical record This was reviewad again during the 5/11/16 QAPI
revealed the facility admitted the resident on Meeting and the QAPI Commiltee mada no changea
10/23/88. The resident had diagnoses that to the manitaring of fiva (5) discarded packels/bottles
included $eizure Disarder. per side Monday through Friday. This will continue for
four (4) weeks and then to be reviewed at the next
Review of Resident #17's Aprit 2015 Physician's QAPI Meeting to determine ongoing monitaring
Orders revealed an order for Primidone 250 mg frequency and duration.
(miligrams) every morning initlally orderad ¢. Nursos/KMAa placed the dateftime and thelr
12/16/14 and two (2) capsules of Depakote 125 inltials on the side of any new medication packet/boitle
mg which was Initially ordered on 0B/05/14. placed into servica to ensure an accurate date which
. , will allow for accurals reconciiation. Those liquid
g:;frgsor:\r::af:dalmag:n?l:cc’;cglﬂs;“el?sisezatrfﬁ:tnyg madications, a lotal of Iwenty-one (21), that could not
(30) capsules of Primidona 250 mg (a 30-day ba counted, due to opacity of containar, a new boltle
supply) twice from 12/18/14 through 04/04/16 (on was oblained and placed In service by 04/22/15.
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d. Reorder process below will continue:

F 425 Continued From page 77 F 425} A nurse re-ordered medications via the ezMAR
12/18/14 and 01/28/15), for a total of sixty (60) alert systsm when three (3) to four (4) days of
capsules. However, one hundred seven {107) medication wers left to administer.
capsules were requirad for the staff to be able to ) A nurse then piaced, on the currant medication
administer the resident's Primidone per the bubble pack, the date of reorder, and their inltials.
Physiclan's Orders. ity The DON and/or ADONS ran the "Refill

Reminder Report” from the ezMAR system,
Further review of the pharmacy Medlcation Monday - Friday, and validated that afl
Dispensing Records revealed the pharmacy madications dus o be reotdered, had aciually
dispensed one hundred twenty (120) capsules of bean reordered,
Depakote 125 mg (a 30-day supply) on 02/20/15. This was reviewed at the QAP Meeting on 4/27/15,
However, the medication was not dispensed to 54115, and 5/11/15 whera no changes were mada lo
the facliity agaln until 04/05/15, forty-four (44) the manioring. This process will continue for four
days later. additional weeks and be reviewsd during the QAP)
Meeting lo datermina further monltoring duration and

The S5A's Pharmacy Consultant conducted post frequency.
survey review of the facllity's pharmacy's Iv) Facility Formulary Nurse, ADONs, SDC, QA
dispensing records. Review of the Physician Nurss, of Nursing Supervisora reconclied the
Orders ravealed Resident # 17 to have
concurrent orders for Primidone; one order in Rofll Reminder Report with the nightly medication
which the resident waa to be given 250 mg each manlfest report with the actual madieation packet
moming (Initiated on 09/18/14), and a second palthelcartionstored In/overiiow) o enistre
order in which tha resident was to bs given 250 medications that were reordered have actually
mg each evening (initiated 12/16/14). Thus, the O L A e LI EL
resident had been ordared two (2) tablets per day This process and monitoring was reviewed at the
of the Primidana 150 mg since 12/18M4. The QAPI Meeting on 4/27/15, 5/415, and 5/11/15 where
dosage of 250 mg twice daily was validated on no changes wera made to the monitoring at this time.
08/01/15 during & post survey phone Interview Current process will continue for an additional four
with the Advanced Registered Nurse Pracfitioner. weeks and then be raviewed by the QAPI Committae
Resident #17 would have required a total of to determine ongaing monitoring and the frequency
one-hundred and seven {107) tablels of and duratlon.
Primidone to meet the dosage requirement from Al residents medications were reconclied two (2)
12/08/14 through 04/04/185, if the order was for times weakly, starling 04/20/15 by tha DON, ADON,
once a day. However, only sixty (€0) tablets had SDC, Medical Records Nurss, QA Nurse,
been dispensed for the resident during that Nuraing Supervisor, Reglonal Nurse Consultant or
period. Based on the fact the resident was Chief Nursing Execulive, to ansurs reorder process
:c:;:au? ord;rﬂed I::? be Laceiving two (2) tablets system was intact and within compilance along with

ally of the Primidone during that peried, the ansuring residents medications ware adminislered as
resident would have needed approximately twice
that amount {between 204-244) tablets to achiave ordered. This procesa will continus for two (2) woeks
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the dosage requirement as the physiclan had
ordered.

3. Review of Resident #13's medical record
revealed the facility admitted the resident on
06/10/13 with diagnosas that inciuded Seizure
Disorder.

Revilew of Resident #13's Physician's Orders for
Aprit 2015 revealed an order for Keppra 5 ml
{milliliters) twice daily to be administered by staff.

Review of the Pharmaey's Madication Dispensing
Records for Resident #13 revealed the pharmacy
dispensed 300 ml (& 30-day supply) of Keppra
liguid medication three (3) times from 12/03/14
through 03/18/15 (there were 47 days befween
fwo of the refills), for a total of 900 ml. Howaever,
1,050 ml of Keppra was required to administer
the medication, per Physician's Orders,

During the SSA's post survay review, tha SSA's
Consultant Pharmacist reviewed the pharmacy's
Delivery Manifest Reports (aka, dispensing
records) for 12/01/14 through 04/04/15. This
review revealed Resident #13 received four (4)
refilla for a 30-day supply (300 ml) of Keppra
Liquid (12/03/14, 01/08/15, 02/24/15, and
03/10/16).

Further review revealed there was a twenty-three
(23) day time span between two (2)of Resident
#13's Keppra refills. Spacifically, the resident
raceivad 300 mi (30 day supply) on 12/03/14,
then received a subsequent refill of 300 mi on
01/08/15. The subsequent refill should have
bean recelved approximately thirly (30} days
later, (from 12/03/14) or onfabout 01/02/15.
Thus, the refill was approximately six (6) days

ongolng frequency of resident medication
reconciliation at that time,

Thig wes reviewed at the QAP| Mesling on 4/27/15
and no changes were mads to the moniloring. To be
reviewed at the next weekly QAPI Meeting to
determine angolng frequency.

The process was reviewed at the 5/4/15 QAPI

Meeting and It wae detarminad to make no changes

to the maniloring al Lhis lims. Review In one week at
the QAPI Meeting to determine ongoing fraquency.,
This process was reviewed again at the 5/11/15 QAPI
Meeting where the QAP| Commities determined it was)
appropriate 1o raduce the full medication raconchlation
on all residents to once (1) weekly for one week. The
QAPI Commities will review ths findings at this time

to determine tha angoing frequency of monitoring.
Education was provided for Licensed Nursing

Staff by the Administrator, Assistant

Adminlistraior, DON, ADON, the SDC, or the

Regional Nurae Consultant regarding the ebove

stated plan by 04/2115

4} A Quality Assurance meeting will be held weekly for|
four (4) weeks, then monthly for recommendations
and further follow up regarding the above siated plan.
QAP1 Meetings were held on 4/27/15, 5/4/15, and
51115 to discusa the findings of the audits and adjust
the plan as necessary. QAP! Commitlae will review al
the next Weakly QAP| Meating to review any findings.
Weekly QAPI Mastings will continue for an additional
four weeks and to be reviewed at that ime to
detarmine ongoing frequency of Weakly QAPI Meating|
Once lhe weekly QAPI maetings lrequency Is
digcontinued, the QAPI Committee wil review and
eveluate the plan monthly during the normally schedulad
Quality Assurance meeling.
§) May 30, 2015

od) 1D SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION 8
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and rasulls will be reviewed In a weekly QAP|
¥ 425 | Continued From page 78 F 425 |meeting. The QAPI committee will determine

FORM CM5-2587(02-82) Pravious Veraions Obsolste

Evant [D: XYJZ11

Faciiy ID; 100387

If confinuation sheet Page 78 of 144




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

PRINTED: 06/05/20%15
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
c
185084 B. WING 0412412016

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF PIKEVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
260 8O0UTH MAYO TRAIL
PIKEVILLE, KY 41501

late. Further review revealed after receiving the
refill on 01/08/15, the resident received the next
subsequent refill of 300 ml forty-seven (47) days
later on 02/25/15, or approximately seventeen
{17) days lata, That refill should have bean
recelved approximately thirty (30) days later,
an/fabout 02/07/15,

4, Review of Residenl #16's medical record
revealad the resident had diagnoses that included
Selzure Disorder and Psychosis. Review of the
medical rocord revealed a Physician's Order
dated 08/05/14, for Valprolc Acid,

Raview of Resident #18's 01/2015 MAR revezled
the facllity failed to administer the resident's
morning dose of Valprolc Acid on 01/05/15.

Review of the Pharmacy's Medlcation Dlspensing
Records revealed the pharmacy dispensed a 150
mi (a 156-day supply) bottla of Depakote for
Resident #16 on 01/24/15. However, the
medication was not refilled again until 02/18/15,
twenty-six (268) days later, Further review of the
MARSs revealed the facility documented that the
resident's medication had been administerad as
ordered per the physician.

Review of Resident #16's Valproic Acid laboratory
level datad 04/03/15, revealed the resident's
Valproic Acid lsvel was sub-therapsutic at 20.6
mea/ml {micrograms/milliliter){normal range Is 50
- 100 mcg/ml).

Review of the facility's "Status Change" document
that listed residents wha had been admitted,
trensferred, or discharged from December 2014
through April 2015 revealed Residents #11, #13,
#15, #16, and #17 had not been discharged or

X410 SUMMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN GF CORRECTION [ 5]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PHEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DERCIENCY)
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F 425

Continued From page B4

transferred from the facility during the times when
there were discrepancies Identified with their
medications,

Interview with RN #1 on 04/14/15 at 5:03 PM,
with Licensed Practical Nurse (LPN) #S on
04/16/15 at 11:55 PM, with RN #6 on 04/16/15 at
12:14 PM, with Kentucky Medication Aide {KMA)
#1 on 0417115 at 1:27 PM, and with LPN #8 on
04/17/15 at 3:28 PM, revealed that if staff
documented on the resident's MAR that their
medication was administsred, then the
medication was administered per the Physiclan's
Orders. The interviews further reveaied the
residents' medications had to be re-ordered by
the nursing staff when the resident's medication
card had two {2) to seven (7) days remaining in
the card. The nurses stated the facility did not
have a system in place to determine when a
medication card was placed in use after it was
dispensed from the phammacy.

Intarview an 04/15/15 at 3:40 PM with the
Facllity's Pharmacist revealed all prascription
medication labels contained a re-order date. The
interview further revesled the pharmacy notified
the facility if a medication was being re-ordered
too early; howaver, the pharmacy did not notify
the facility if a medication was not re-orderad
when a refill was due.

Interview on 04/15/15 at 4:00 PM with the
Pharmacy Director revealed facility nursing staff
reordered residents’ medications when the supply
was low. However, the pharmacy dld not have a
way to track if medications were not being
reorderad imely. He stated Pharmacy sant a
dispensing report to the factlity that listed the
quantity of the medication and tha date the

F 425
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medication was sent to the facility.

Interview with the Facility's Corporate Nurse

were pending ra-order) to a report that was

no issues.

Intarview on 04/14/15 at 8:07 PM with the

administered per physician's orders.

Compliance (AOC) on 04/23/15. The facility

immediate Jeopardy:

Nursing (ADONS), Staff Development
Coordlnator {(SDC), Quality Assurances
(QA)Nurse, Nursing Supervisor, Medical

Consultant on 04/17/15 at 2:45 PM revealed a
report was available on the facllity's computer
system that listed all residents’ medications that
were pending raarder by the facility. The Nurse
Consultant stated the Director of Nursing (DON)
was required to compare the medications (that

delivered with residents’ medications to ensure
the residents' medications were available. The
Nurse Consultant stated the DON had Identified

Director of Nursing revealed the facility did not
have a system 1o know how much medication a
resident had in stock at the facility at any given
time. Further interview with the DON on 04/17/15
at 3:45 PM, revealad she had not identified any
issues with medications not being re-ordered and

**The facility provided an accepiable Allegation of

implemented the following actions to remove the

1) The Physiclan and Power of Attorney {POA)
for Residents #11, #13, #14, #15, #16, and #17
were notified Immediately upon identification of
potential medication arrors by the Administrator,
Director of Nursing (DON}, Assistant Direclor of

Records Nurse or Regional Nurse Consultant on
04120116, Residents #11, #13, #14, #15, #186,
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and #17 were assassed by the ADONs or QA
Nurse on 04/20/15 for any slgns and symptoms of
adverse reactions, with no issues identified.
Laboratory levels were drawn on all six (8}
residents, the physician was notified of the
results, and the resldents' care plans were
updated, as needed. All six (6) residents’
medications wers counted and a medication
reconcillation was complsted for accuracy and a
current count was placed on each individual pill
packet and/or botle of liquid medicine on
04/20/15 by the DON, ADONs, SDC, QA Nurss,
Medical Records Nurse or Regional Nurse
Consultant.

2) The physician and POAs for Residents #11,
#15, #18, and #17 wera notified immediately upon
identification of inappropriate documentation by
the Administrator, DON, ADONs, SOC, QA

Nurse, Nursing Supervisor, Medical Record's
Nurse, or Regtonal Nurse Consultant on

04/20/15. Residents #11, #15, #4186, and #17 were
re-assessed by the ADONs or QA Nurse, on
04/20/15, for any signs and sympioms of adverse
reactions, with no issuea Identified.

3) All residents’ medications were audited by the
DON, ADON, SDC, Nursing Supervisar, Medical
Record's Nurse or Reglonal Nurss Coensultant, on
04/20/15, to ensura that the curment medications,
compared to the current Physician Order Sheet,
weare present and the quantity of medication was
counted, the quantity was placed on the
medication container along with the dateftime
completed and initialed by the Nurse Manager
completing the valldation/count process. A new
bottle of medications wers requested and placed
into servica on 04/22/15 for the iiquid medications
that could not be countad, due to opacity of

F 425
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4) All residents' charts were audited by the
Administrator, Assistant Administrator, DON,
ADONs, SDC, QA Nurse, MDS Coordinalors,
Nursing Supervisor, Admissions, Soctal Services
Director, Quality of Life, Dietary Manager,
Chaplain, Medical Record's Nurse or Regional
Nurse Consultant by 04/22/15 for accuracy of the
clinical records and that the records were
complete and accurately documentsd. The
following issues were identified and corrected:

a. Social Services Quarterly Notes were not
within compllance- for three (3) rasidents

by, Activity Quarterly Notes not within
comnplianca-thres (3) residents

c. Care plan updates-two (2) residents

d. Behavior Managemsnt cara plan updates-two
(2) residents

5) All residents’ care plans were audited by the
Administrator, Assistant Administrator, DON,
ADONSs, SDC, QA Nurse, MDS Coordinatars,
Nurging Supervisor, Admissions, Soclal Services
Director, Quality of life, Dietary Manager,
Chaplain, Medical Records or Reglonal Nurse
Consuitant by 04/22/15 to ensure all rasident care
plans reflected the current resident care needs.

8) Education was provided to the Administrator,
HR, Med Record's Nurse, BOM, Quality of Life,
Admissions, Assistant Administrator, Plant Ops,
Food Service Director, SSD, Central Supply,
Housekeeplng Supervisor, DON, ADONs, SDC,
MDS Coordinators, and Nursing Supervisors on
04/20/15 by the Regional Nurse Consultant
regarding the facility's medication administration
policy and procedura which Included medication

F 425
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reconciliation. The care plan pollcy and the
procedure included following the care plan,
administering care to ensura highest practical
physical, mental, and psychosocial wall-being of
each resident, and maintain clinical records in
acceptable professional standards and practices
that were complate, accurately decumented,
readily accessible and systematically crganized,

7) Education was Initiated for licensed staff,
Kentucky Medlcation Aides {(KMAs) and State
Registered Nurse Aides {SRNAs) on 04/20/15 hy
the Administrator, Assistant Administrator,
Regional Nurse Consultant, DON, ADONs or the
SDC regarding the Medication Administration
Palley and Procadure which Included medication
reconcliiation, care plan policy and the procedure
to include following the care plan, adminlstering
cara to ensure highest practical physical, mental,
and psychosacial well-being of each resident, and
maintain clinical records in acceptable
professional standards and practices that were
complete, accurately documentad, readily
eccessible and systematically organized. All
clinical staff complated or will complete a
post-test and score 100% to ensure
undarstanding of educationfiraining provided. If
100% ia not obtained then the staff member will
be re-educated and a post-test re-administered
until the staif member obtains 100% score to
ensure understanding of the material coverad.
Clinical staff was not allowed to work prior to
recelving the above stated education, Those
clinical staff members that were on Family
Medical Leave Act (FMLA), leave or work "as
needed” (PRN) were sent a certified letter and
were not allowed to work until the educatlon had
been received and a post-test completed with
100% score obtained. As of 04/23/15, 60% of all

F 425
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licensed staff and clinical staff had been educated
with post-test completed and 100% score
obtained; 15% have besn contacted by phone,
provided education and notified that they cannot
work until 1:1 education with post-test was
completed, and, 100% score obtalned, The
remaining 25% were in the process of being
cantacted and will not be allowed to wark until
education with post-test has been completed and
100% score obtained. Once education has been
provided, each licansed nurse will complete a
medication administration cbservation pass with
the DON, ADONs, SDC, Nursing Supervisor, or
Reglonal Nurse Consultant.

8) Education regarding madication administration
policy and procedure, care plan policy and
procadure, administrative oversight, and
compiets and accurata clinical records were
included in the new hire orientation.

29) A new process was nitiatad on 04/22/15 for
medication reconclliation of residents’
medications. The process Is as follows:

a. One random nurse per day, per shift, will
complete a medication pass observation with the
DON, ADONs, SDC, Medical Records Nurse,
MDS Coordinators, Nursing Supervisor of
Regional Nurse Consuitant to ensure compliance
wilh medication administration, the resident's
care plan was being followed and accurate along
with completed documentation was noted.

b. DON, ADONs, SDC, Medical Records Nurss,
MDS Coordinalars, Nursing Supervisor, or
Regional Nurse Consultant reconciled the
medications of four {4) randomly selected
residents dally to ensure compliance with
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medication administration, This process was
continued until immediacy was lifted.

¢. Nurses/KMAs recelved education on 04/21/15
by the Reglonat Nurse Consultant, DON, ADONS,
SODC, or Nursing Supervisar on placing the
discarded pill packets/bottles in the bottom
drawer of the medication cart when packet/bottle
was finished. The DON, ADONs, SDC, Medical
Records Nurse, MDS Coordinators, Nursing
Supervisor or Regional Nurse Consultant audited,
daily, ten (10) discardad packets/bottles per side
compared lo packets/bottles that were put into
setvice to reconcile medicatlons, confirm reorder
pracass and that the medications were being
given per the physician's orders and the plan of
care. The process continued until immediacy
was lifted.

d. Nurses/KMAs placed the dateftime and their
Initials on the side of any new madication
packet/bottle placed into service to ensure an
accurate date which will allow for accurate
raconciliation. Those liquid medicationy, a total of
twenty-one {21}, thal could not be counted, due to
opacity of container, a new bottle was obtained
and placed In service by 04/22/15.

o. Reorder process below will cantinue until
immediacy was lifted:

i) A nurse re-ordered medications via the ezMAR
alart systern when three (3) to four (4) days of
medication wers [sft to administer,

i) A nurse then placed, on the current medication
bubble pack, the dale of reorder, and thalr initials.

iil) The DON and/or ADONs ran the "Refill

F 425
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Reminder Report" from the ezMAR system,
Monday - Friday, and validated that all
medications due to be reordered, had actually
been reordered,

Iv) Facllity Formulary Nurse, ADONs, SDC, QA
Nurse, or Nursing Supervisors reconclied the
Refill Reminder Report with the nightly medication
manifest report with the actual medication packet
on the cart or gtored in overflow to ensure
medications that were reordered have actually
arrived at facility.

f. Nurses and KMAs were educated/fralned on
the medication administration policy and
pracedure to include documentation along with
the scope of practice of the KMA. KMAs will not
administer or document adminlistering any
medications other than by mouth (PO) or topical.

10} All residents medications were reconclled
two (2) times weekly, starting 04/20/15 by the
DON, ADONs, SDC, Medical Recards Nurse, QA
Nurse, Nursing Supervisor, Reglonal Nurse
Consultant or Chlef Nursing Executive, to ensure
reorder process system was intact and within
compliance along with ensuring resldents
medications were administered as ordered. This
process will continue for two (2) weeks and
results will be reviewed in a weekly QAP!
mesling, The QAP! committee will detsrmine
ongoing frequency of rasldent medication
raconciliation at that time,

11) Education was provided for Licensed Nursing
Staff by the Administrator, Assistant
Administrator, DON, ADON, the SDC, or the
Regional Nurse Consultant regarding the above
stated plan by 04/21/15.
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been completed for shifts scheduled after

KMAs had completed a medication pass
obsarvation.

Chief Operating Officer dalily until removal of
Imrmediacy, weakly for four (4) weeks after
removal of Immediacy, then monthly.

Chief Nurse Execulive or Reglonal Nurse
Consultant audited compliance of the above

(4)weeks, for recommendations and further

follow-up as indicated.

04/17/15, and again on 04/20/15 for further

follow up regarding the above stated plan.

12) Medication pass audits ware complated by
the DON, ADON, SDC, Medlcal Records Nurse,
or Regional Nurse Consultant for all nurses and
KMAs by 04/22/15 to ensure fhat medications
were administered without significant medication
error. Nurses or KMAs who had not completed a
medication pass cbservation were not aliowed to
work until the medication pass observations had

04/22/15. As of 04/24/15, 75% of all nurses and

13) Administrative oversight of the facility was
completed by the Spectal Projacts Administrator,
the Regianal Vice President of Operations, aor the

14) The Administrator, Assistant Administrator,
Special Projects, DON, Chlef Operating Officer,

staled audits/observations daily until removal of
Immediacy, then twice weekly for four (4) weeks
and raported findings during weekly QA for four

15) A Quality Assurance meeting was held on

recommendations regarding the plan for removal
of Immediate Jeopardy. A Quelity Assurance
meeting will be held weekly for four (4) weeks,
then monthly for recommendations and further
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**The State Survey Agency validated the
Immediate Jeopardy was removed as follows:

1) Review of the medical records of Residants
#11, #13, #14, #15, #16, and #17 revealed the
residents’ physicians and POAs were notified of
the potential medication errars by the
adminlstrative staff. Further review of the
medical records revealad Residents #11, #13,
#14, #15, #18, and #17 were assessed by the
ADONS or the QA Nurse, on 04/20/15, for any
signe and symptoms of adverse reactions from
potential medication errars, with no issuas
identified. The facility obtalned laboratory levels
on all six (6) residents, the physician was notified
of the resuits, and the residents' care plans were
updated as needed. The residents' laboratory
results were obtalned on the following days by the
facility: Resident#11 on 04/03/15, 04/08/15, and
04/20/15, Resident #13 on 04/03/15 and
04/19/15, Rosident #14 on 04/17/15, 0411715
and 04/18/15, Resident #15 on 04/03/15 ang
04/20/15, Resident #16 on 04/03/15 and 041715
and Resident #17 on 04/20/15. The
Administrative Staff counted all six (8) resldents'
madications and a medication reconcillation was
completed for accuracy and a cumrent count was
placed on each individual plll packet end/or bottle
of liquid medicine on 04/20/15 by the DON,
ADONSs, SDC, QA Nurse, Madical Records Nurse
or Regional Nurse Consultant.

2) Revlew of the medical record revealed the
physiclans and POAs for Residents #11, #15,
#16, and #17 were notified immediately upon
Identification of inappropriate documentation by
the Administrator, DONM, ADONs, SDC, QA
Nurse, Nursing Supervisor, Medical Record's
Nurse, or Regionat Nurse Consultant on
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04/20/15. Further review of the medical records
revealed Resldents #11, #15, #16, and #17 were
re-sssessed by the ADONs or QA Nurss, on
04120715, for any signs and symptoms of adverse
reactlons, with no issues identified,

3) Review of the medication audits revealed the
audits were completad by the DON, ADON, SDC,
Nursing Supervisor, Medical Record's Nurse or
Regional Nurse Consultant, on 04/20/15, and
ensured that the current medications, compared
{o the cument Physician Order Sheet, were
present and the quantity of medication was
counted, the quantity was placed on medication
contalner along with the date/ftime completed and
inittaled by the Nurse Manager completing the
validation/count process. Obsarvations, on
04/24/15 revealed new bottles of medication were
placad into service on 04/22/15.,

4) Review of the facllity's audits revealed all
residents' charts ware audited by the
Administrator, Assistant Administrator, DON,
ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Soclal Services
Director (SSD), Quality of Life, Dietary Manager,
Chaplaln, Medical Record's Nurse or Regional
Nurse Consultant by 04/22/15 for accuracy of the
clinical records and that the records were
complete and accuralely documented. The
audits revealed issues identified were corrected
by the facilily staff.

5) Review of the facility's audits on 04/24/15,
revealed all residents care plans were audited by
the Administrator, Assistant Administrator, DON,
ADONs, SDC, QA Nurse, MDS Coordinators,
Nursing Supervisor, Admissions, Saocial Services
Director, Quality of life, Distary Manager,

F 425

FORM CMS-2567{02-83) Previous Veralons Obsclate

Event ID: XYJZ11

Fachity (D: 100387

If continuation shast Page 81 of 144




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: D6/05/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {(2) MULTIPLE CONSTRUCTION {(3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: COMRLETED
A BUILDING
C
185094 D 0412412015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
260
SIGNATURE HEALTHCARE OF PIKEVILLE BOUTH MAYO TRAR.
PIKEVILLE, KY 41501
%4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DarE
DEFICIENCY)
F 425 | Continued From page &1 F 425

Chaplain, Madical Records or Regional Nurse
Consultant by 04/22/15 to ensure all residents'
cara plans reflected the current resident cara
needs.

8) Review of the facility's in-services revealed
education was provided 1o the Administrator, HR,
Medical Record's Nursa, BOM, Quatity of Life,
Admissions, Assistant Administrator, Plant Ops,
Food Service Director, SSD, Central Supply,
Housekeeping Supervisor, DON, ADONs, SDC,
MDS Coordinators, and Nursing Supervisors on
04/20/15 by the Regional Nurse Consultant. The
education provided included the medication
administration policy and procedure to includa
medication reconciliation, care plan policy, and
the procedure to include following the care plan,
administering care to ensure highest practical
physical, mental, and psychosocial well-being of
aach resident, and maintain clinical records in
acceptable professional standards and practices
that were complete, accurately documented,
readily accesslible and systematically organized.
Interviews canducted on 04/24/15, with the
Administrator, HR, Med Record's Nurse, BOM,
Quality of Lifis, Admisslons, Assistant
Administrator, Plant Ops, Food Service Director,
SSD0, Central Supply, Housekeeping Supervisor,
DON, ADONs, SDC, MDS Coordinators, and
Nursing Supervisors revealed the staff was
educated an 04/20/15 on care plans, the
medication administration policy and procedurs
and accurate medical records.

7) Review of the facllity's in-services revealsd
education was initiated for licensed staff, KMAs
and SRNAs on 04/20/15 by the Administrator,
Assistant Adminfstrator, Reglonal Nurse
Consultant, DON, ADONs or the SDC regarding
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tha medication administration policy and
procadure to include medication reconcillation,
care plan polley and the procedure to include
following the care plan, administering care to
ensura highest practical physical, mental, and
psychosocial well-being of each resident, and
maintain clinicat records in acceptable
professional standards and practices that were
complete, accuratsly documentad, readlly
accassible and systematicaily organized.
Interviews on 04/24/15 with licensed staff, KMAs,
and SRNAs revealed the facllity provided siaff
education that included information on the
medication administration pelicy, medical record
documentation, care planning and following the
care plan and medication reconciliation. Review
of the post-tests revealed staff (with the exception
of staff who was on medical leave or who worked
“as neaded") had completed the post-test with a
100% scora.

8) Review of new employee orientation revealed
newly hired staff would receive education
regarding medication administration policy and
procedure, care plan policy and procedure,
administrative ovarsight, and complete and
accurate clinical records and that the information
was added to the new hire orientation. Intarviews
on 04/24115, with newly hired staff revealed the
staff had been provided information on
medication administration policy and procedure,
care plan policy and procedure, administrative
oversight, and complete and accurate clinical
records.

9) Review of the new procass for medication
reconclliation of residents' medications revealed
the process was initiated on 04/22/15,. The
procaess was as follows:

F 425

FORM CMB-2567(02-68} Pravious Varsions Obsolsla Evenl |D:XYJZ11

Faciiity ID: 100267

If continuaticn sheet Page 93 of 144




