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An abbreviated standard survey (KY18716) was
conducted on 07/13-14/12. The complaint was
substantiated. Deficient practice was ldentified at
D' level,.
F 224 483.13{c} PROHIBIT F 224
§$=D | MISTREATMENT/NEGLECT/MISAPPROPRIATN F224
The facifity must develop and implement written R8’s medication has been replaced at no
poficies and procedures that prohibit ! cost to the resident. The Medical Director
mistreatment, neglect, and abuss of residents was notified by the Director of Nursing
and misappropriation of resident property. {DON) on 7/14/12 that the medication was
borrowed ‘and replaced at no cost to the
resident. No new orders were noted. Each
licensed nurse that was identified was
. : . suspended and this incident was reported to
This REQUIREMENT s not met as evidenced the Office of Inspector General and the
by: o " local police on 7/12/12by the
Based on obsarvation, interview, record review, Administrator
and review of the faciiity’s investigation, it was ’
determined the Tfadllity failed to impiement policles . -
and procedures thattgroh_ibited misappropriation Tl.le DON, the Educanqn and Training
of resident property for one of eight sampled Director(ETD), the Unit Managers ( UM)
residents (Resident #8). The facliity deliberataly and the Restorative Nurse will complete a
utifized Resident #8's medication for four days | one time audit by 8/21/12 of all residents
(eleven capsules) for administration to Resident Medication Administration Record (MAR)
#5 without Resident #8's consent, . to ensure all medications listed are in the
‘ : facility by comparing the MAR to the
The findings include: ‘ actual medication. Any issues identified
’ : will by corrected immediately. Ths Social
A review of the facility's policy/procedure for Service Director (SSD) will interview all
prohibiting mistreatment, neglect, and abuse of cognitive residents by 8/21/12 to identify
residants (undated) revealed the facility prohibited any resident who might have missing
misappropriation of resident property by anyone items, or has any issues with staff care or
including staff. The facility defined ‘ treatrnent.  Any issues that are identified
misappropriation to include use of a residents | will be immediately reported to the
property without the resident's consent, appropriate agencies.
I
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Any deficigney statemant entling with a:ﬁl@ﬁsk {7} denctes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient prot n to the pafients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 80 days
foltowing the date of survey whether or not a pian of cofrection is provided. Fer nursing hames, the above findings and plans of correction are disclosabie 14
days following the date these documents are made available tc the facility. If deficiencies are cited, an approved plan of correction Is requistte to confinued
program participation. :
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Observation of a medication administration pass -
on 07713/12, at 10:15 AM, and review of a facility

investigation dated 07/13/12, revealed facility
nurses had deliberately used Resident #8's
medication for administration to Resident #5 on

The ETD re-educated all licensed nurses
four days, totaling eleven capsules.

regarding the policy and procedures that
prohibit mistreatment, neglect and abuse of
a resident, and misappropriation of resident
property on 8/3/12. The SSD wili
interview 5 cognitive residents weekly x 4
weeks regarding abuse neglect or
misappropriation of property, to include
borrowing medication, starting 8/20/12

Interview with Resident #8 on 07/14/12, at 3:20
PM; revealed the facility at no time had ever
asked or obtained the resident's consent to utilize
histher medication for any other facility residant,

Interviews on 07/93/12, with Licensed Practical
Nurse (LPN}#2 at 4:14 PM, and LPN #3 at 4:35
PM, revealed each of the nurses had used
Resident #8's medication on four separate
occasions from 07/08/12 to 07/12/12, to
administer to Resident #5 without obtaining
Resident #8's consent. The nurses stated during
the interview they had never

The facility Quality Assurance
Committee,(QA) consisting of at least the
ADM, DON, ETD, UM, SSD, & Medica!
Director will meet at least monthly until all
issues are resolved beginning the week of

documenied/informed Administration of the
defiberate use of Resident #8's property for
another resident, and had no intentions of
replacing the medication or compensating
Resident #8. Further interview with the nurses
revealed both denled having knowledge of or
being trained by the facility that "borrowing"
medication from one resident for administration to”
another resident without consent wouid be
considered misappropriation of the resident's

property.

Inferview with the Director of Nursing (DON) and
Regional Nurse Consultant on 07/13/12, at 2:00
P, revealed Individual resident medications
were not to be utilized for any resident other than
the resident the medication was prescribed Jor.
The DON and Regional Nurse Consultant went

8/20/12, to review audit findings and revise
plan as needed.

Date of Completion 8/24/12
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$s=n | PROFESSIONAL STANDARDS

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

This REQUIREMENT is not met as evidence
by '

. Based observations, interviews, record raviaw,
and facility policy review, it was determined the
facllify failad to follow physician's orders for one
of eight sampled residents (Resident #2).
Resident #2 had physician's orders to utilize no
straws. However, observations on 07/13/12
reveajed Resident #2 had a siraw in his/her
bedside water pitcher.

The findings include:

A review of the facility's writien procedure
{undated) for swallowing/aspiration precautions
submitted by the Corporate Nurse on 07/13/12,
revealed the facility had no specific policy in
place, and each intervention would be resident
specific and per physician's order.

The faciiity readmitted Resident #2 on 06/22/12,
after an acute hospital stay for pneumonia. A
review of Resident #2's admitting physician's
orders dated 06/22/12, revealed the resident was
to receive a dysphagia level 3 diet (soft diet}, and

use no straws. Additionally, Resident #2's

o SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED. BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APEROPRIATE _DRTE
: : DEFICIENCY)
F 224 | Confinued From page 2 F 224
on to say that all staff had been trained that any
use of resident property without the resident's
consent would be considered misappropriation of
property, which would include resident
medications. . ’
F 281 | 483.20(k)(3)X{[) SERVICES PROVIDED MEET . F 284

F281

Resident #2 had no.change in condition
related to using & straw. The resident’s
physician as notified by the DON on

7/13/12 with no new orders. No other
residents were identified.

A one time auadit of all physicians orders
will be completed by 8/20/12 by the DON,
UM, and ETD to identify any diet order
that states "no straws”, and to ensure al]
residents are receiving the correct diet,
consistency, and assistive devices. Any
issues identified will be immediately
corrected. A one tine audit of all CNA
sheets and care plans will be completed by
the DON, UM, and ETD by 8/15/12 to
identify any areas of inconsistency to
ensure correct assistive devices, diet
consistencies, and correct diet is on the

CNA sheets,
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SUMMARY STATEMENT OF DEFICIENGIES

111G AM, 11:50 AM, 12:28 PM, 12:40 PM, and
: 12:57 PM, reveaied the racident ko be In bed with

| Use straws.

physician's orders-dated July 2012 revealed the
physician's orderwas continted for “no straws.™-

A review of Resident #2's Minimum Data Set
{MDS) assessmant dated 07/05/12, revealed the
facility had assessed Resident #2 fo require
assistance with eating, and the resident’s Nursing
Asslstant Assignment Worksheet dated 07/13/12,
revealed Resident #2 was to have "no straws."

Observations of Resident #2 on 07/13/12, at

& straw in the bedsids water pitcher. Interview
with Residen{ #2 on 07/1 3{“2, at 12:42 PM,
revaaled the resident always utilized a straw in
the water pitcher, and had never been fold by
staff that the physician did not want him/her to

Observations on 07/13/12, at 12:40 PM, revealed
the Director of Nursing (DON) in Resident #2's
room conversing with the resident regarding
lunch, but failing to mention or acknowledge
Resident #2 having a straw in the walter pitcher.
At 12:57 PM, Resident #2's lunch tray was
delivered to the resident's room by Licensed
Practical Nurse (LPN) #6, who was caring for the
resident. LPN #6-was observed to provide tray

setup assistance for Resident #2, including
placing the water plicher with the straw on the
resident’s food tray-prior to exiting the room. LPN
#5 failed to acknowiedge the straw in the water
pitcher. Observation of Resident #2's food tray
revealed a dietarysiip in full view statmg "na
straws,” ‘

Interviews on 07/13112, at 3:12 PM, with LPN #6,

D PROVIDER'S PLAN OF CORRECTION . ]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
] . DEFICIENCY)
F 281 Continued From page 3 F 281

The Regional Nurse Consultant (RN C) re-
educated the ETD, UM, and DON on
8/3/12 regarding the policy regarding
physician orders and following CNA sheets
to ensure each resident is served the correct
diets, correct consistency, and assistive
devices.
ETD to audit 5 trays weekly x 4 weeks to
ensure that tray card reflects the correct
diet, cortect consistency, and assistive
devices and that the care plan and CNA
sheets are correct. The DON/UM will
andit 10 residents weekly x 4 weeks to
ensure that all care is provided per
physician order.

The facility QA committee will meet at Jeast
monthly until all issues are resolved,-
beginning 8/20/12, to review all audit
findings and revise plan as needed.

Date of completion: 8/24/12
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at 715 PM, with the DON, at 2:45 PM, with
Certitied Nursing Assistant (CNA) #8, and at 2:52
PM, with CNA #7 who both cared for Resident &2
on 07/13/12, revealed they all stated they were
unaware that Reslident #2 was not to utilize
straws per physician's order. Afhough LPN #5
acknowledged she usually compared the tray
card with what was on the resident's tray, which
was system utilized by the facllity to ensure each
resident was receiving the correct diet, dist
consistency, and assistive devices, LPN #56
stated she did not look at Resident #2's tray card
when providing fray setup for the resident. CNas
#5 and #7 both reportedly "locked” at the CNA
assignment sheet for Resident #2 on 07/13/12,
but falled to "see” the entry for "no straws.”
483.20(K)(3)i7y SERVICES BY QUALIFIED .
PERSONS/PER CARE PLAN

The services provided or arranged by the facifity
must be provided by gualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, intervisw, record review,
and policy review, it was determined the facitity
failed to ensure services were provided in
accordance with the resident's plan of care for
one of eight sampled residents (Resident #6).
On 07/13/12, facility staff falled to ensure
Resident #€ was provided assistanca with meals
in accordance with the resident's plan of care.

The findings include:

F 281

F 282

F282

Resident #6 was immediately fed by staff on
7/13/12 p.m. meal. R#6 has experienced no’
weight loss and the physician was notified
of him not being fed immediately by staff.

DON, UM, and ETD to audit at least 10

meals by 8/20/12 to identify any resident
eating in the hallway, and any residents that

]
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F 282 | Continued From page 5 F282  have been assessed as needing assistance
A review of the facility Plan of Care Policy with feeding are recetving assistance
(undated) revealed care was to be provided or according to their plan of care. Any issue
a[‘ranged, consistent with each resident's care identified will be corrected immediately.
plan. DON, UM, and ETD will audit all care plans
: by 8/20/12 to identify if the CNA sheets and
Areview of the medical record for Resident #6 c:re plan both are cgsistcnt with the
revealed the facility admitted the resident on specific individual needs of the resident and
‘09/211'04, and tth resident has dlagnosies that are correct. Any issues identified will be
g:n;l}nﬁ;?t ngentla and Cerebral Vascular corrected immediately.
. . i I B
A review of the comprehensive pian of care dated %eog;? ng;}; f;; gfl’ff)s ‘;ﬁ?};ﬁ ;fucz;f;? the
03/09/12, revealed staff was to provide Resident i l’l d . o8 ng.
#8 physical assistance during meals. The most ensuring atl residents receive care according
recent quarterly Minimum Data Set (MDS) o their plan of care, mcl_udmg assistance
assessment completed on 05/31/12, for Resident with eating. The ETD will re-educate all
#6 revealed the facility had assessed the resident nursing staff by 8/20/12 regarding ensuring
to require extensive assistance of one person zll residents recelve care according to their
with eating. The MDS also revealed Resident #5 plan of care, inchiding assistance with
had iimitations in range of motien in both upper eating, 8/5/12. DON/UM will monitor 10
extremities, : residents at meals at [east weekly for 4
' weeks to ensure residents’ CNA sheet, tray
Resident #5's Nursing Assistant Assignment card, and physiciar order is correct, diet
Worksheet dated 07/13/12, revealed the residant consistency is correct, and any needed
was a “feed.” : : assistance with meals is correct according to
” the plan of care. Charge nurses will monitor
Observation of Resident #5 on 07/1 3/12, at6:15 cacf meal every daya;gm days, beginning
: Ehﬁ revealed the Lestide{%t waf&";]?i:rting ig;hﬁ q 8/20/12., to ensure that residents are assisted
i S 01 £ tecned iy o s et e
assistance or without staff being present in any )
part of the hallway. Resident #6 was obsarved o . . .
be attempting to eat @ hamburger by lifting it up fo ?h:tFa°11igi Q‘.{:‘ cqnu_mttzz‘g;i;me?iat I
his/her mouth and attempting to bite the top of the ;east monthily, beginning . untli a
bun without success. Ground meat was issues are resolved, to review audit finding
observed to fall from between the bun onfo the and revise plan as needed.
tray during the resident's attempts to eat the )
hamburger. The observation revealed Resident | - Date of Completion: 8/24/12
I . ‘ |
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#6 was unable to effectively feed him/herselr.

Arirterview conducted.on 07/14/12, at 2:40 PM,
with Certified Nursing Assistant (CNA) #5
revealed she had been assigned to provide
carefassistance for Resident #6 on 07/13/12,
during the evening meal. The CNA stated a
famiiy rmember had requested the resident be
seated in the hall to eat because the resident
"cheked,” but also stated the family member
wanted Resident #6 to feed him/herself. CNA#9
stated she was doing what Resident #5's family
had Tequesied by not assisting the resident to eat.
ClA#9 stated it had been approved by all the
‘nurses,” including the Director of Nursing {DON)
for Resident #6 to sit in the haliway to eat and
aliow the resident to feed him/herself, CNA#9
stated she did nat know why the resident's
Nursing Assistant Assignment Sheet dated
0711312, still directed staff to "feed” the resident.

Interview with the DON and Regional Nurse
Consultant conducted on 07/14/12, at 1:45 PM,
revealed the nursing assistant should have
provided care in accordance with Resident #6's
plan of care. The DON stated she was not aware
staff was ieaving Resident #6 out in the hallway
for the evening meal and failing to provide the’
required meal assistance. _
F 309 483.25 PROVIDE CARE/SERVICES FOR F 300
5=D | HIGHEST WELL BEING - ‘

Each resident must receive and the faciiity must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance: with the comprehensive assessment
and plan of care.

j
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Residemi#3 had no Physician order for “no
straws™. Tray card was comrected on

This REQUIREMENT is not mel as evidenced : 7/14/12 Physician was notified with no new
by . orders and resident R #3 continues to use
Based on obsarvatlon Interview, and record ’ straws.

review it was determined the facﬂ:ty failed fo

provide the necessary care and services to attain DON/UM/ETD and Dietary Manager to

or maintain the highest practicable physical complete & one time audit by 8/20/12 of

well-being, in accordance with the comprehensive physician orders to verify correct diet -
assessment and plan of care for ane of eight consistercy, correct assistive device, and
sampled residents (Resident #3). Resident #3's correct diet is reflected on each ray card and

dietary tray card contzined Instructions for the
resident lo have no straws, however, staff fajled
1o clarify or ensure the intervention was not
applicable prior to providing the resident straws

nursing care plan and CNA sheet. Any issue

identified will be corrected immediately.

on 07/13/12. . RNC re-educeted DON, UM, ETD and
The findings include: : Dietary Manager regarding following

_ physician orders, maintaining tray card
interviews with the faciiity's Regional Nurse accuracy, and ensuring correct diet,
Consuitant and Director of Nursing {DON) on consistency, and assistive devices to
07/1312, at 7:15 PM, and 07/14/12, at 1:45 PM, maintain the highest practicable physical
tevealed the faciiity had no specific written pollcy well-being is followed. The ETD is to re-
regarding staff utiiizing dietary tray cards. educate the nursing staff on following
However, they stated that the staff had been - physician orders, maintaining tray card
frained and was expected to compare the dietary accuracy, ensuring correct diet, consistency,
tray card with what was on the resident's tray to and the-use of agsistive devices to maintain
ensure instructions on the tray card regarding the highest practicable level of well being.
distary restrictions/interventions were being The Dietary Manager (DM) will audit 5 tray
provided fo the resident. cards weekly x 4 weeks to ensure tray cards

match the physician orders and those 5
residents are receiving correct diets,
consistency, and assistive devices if ordered.

The facility admitted Resident #3 on 05/05/06, A
review of Resident #3's tray card on 07/13/12,
revealed the resident was to have “no straws®
and be provided a two-handed sippy cup.
Observation of Resident #3 being assisted with
the noon mea! on 07/13 12, revesled staff placed

The Facility QA committee will meet at

least morthly, beginning 8/20/12 until alt

issues are resolved, to review audit finding ]
and revise plan as needed. Py
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'the resident’s mouth fo facilitate fuid intake. The
observation further revealed Resident #3's dietary |.

'| conducted no audit of the dietary tray cards to

Continved From page 8
a straw in the resident's fluids, and then assisted
the resident to drink by positioning the straw to

fray card fo be in full view stating “no straws.”

An interview was conducted on 07/13/12, at 2:45
PM, with Certified Nursing Assistant (CNA) #7
who assisted Resident #3 with the noan meal on
07/13/12. CNA#7 stated he was aware the
resident was not supposed to utilize straws,
however, the resident's daughter had provided .
staff "a case" of straws to keep in the resident's
closet, and instructed staff to use the straws
when providing fluids o Resident #3. CNA#7
stated, "I don't pay any attention to the dietary tray
card," continuing, "it comes out the same every
day.”.

Interview with the Dietary Manager (DM) on
0711312, at 5:30 PM, revealed she had been
employed at the facility since 05/25/12, and had

ensure all the cards were aceurate and
appropriate,

Interviews with the DON and Regional Nurse
Consultant conducted on 07/13/12, at 7:15 PM,
and 07/14/12, at 1:45 PM, revealed staff was to
utifize the dietary tray cards to ensure residents
were receiving the proper diet, proper
consistency, and assistive devices, The
interviews revealed the facility was unaware of
when the instruction for "no straws" was added to
the resident's tray card, or if the infervention was
sfill desirable. However, the DON and Regional
Nurse Consultant stated the staif should not have
provided the straw to Resident #3 before

F 309

1
i
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clarifying if the tray card was accurate.
F 323 | 483.25(h) FREE OF ACCIDENT F323 F123
55=D ; HAZARDS/SUPERVISION/DEVICES <
The facifity must ensure that the resident Resident #7 experienced no change of
environment remains as free of accident hazaids condition related to eating a portion of the
.| as is possible; and each resident receives ' bun”. Resident #7 is one on one during all
adequate supervision and assistance devices to meals and has been since 7/14/12. Physician
prevent accidents, : was notified immediately on 7/ 13/12, by the
: DON and no new orders were noted.
Resnc.lent #6 was fed by staff in his room at
the dinner meal on 7/13/12 and that
continues.
'I'h'Is REQUIREMENT is not met as evidenced Administr‘ator will complete a one time audit
by: S o ) of the environment by 8/20/12 to identify
Based on observation, interview, record review, any environmental hazards, Any issues will
and a review of faciiity policies, it was determined be immediately corrected. DON/UM/ETD
the facility failed to provide adequate supervision will complete a bne time record review b
1o prevent accidents for one of eight sampled 8/20/12 to identify if ad, WOy
residents (Resident #7), Resident #7 was : dentify if adequate supervision is
assessed to require a dysphagia level 1 diet bgmg provided, if assistance level is
(pureed consistency including bread); however, :egg;a:}?eagd 1foCa}- ¢ plans and CNA sheets
on 07/13/12, Resident #7 was unsupervised Supervision, An oo amount of
duning the evening meal and removed the top oup g 0111‘ Y issues will be corrected
porfion of another resident's hamburger bun off [mmediaiely. The UM and ETD will audit
the resident's food tray, stuffing the entire bun tlho meals by 8/20/12 to identify any resident
into histher mouth prior to staff intervention. 4t may require more supervision with
. . meals. Any issues identified wil] be
The findings include: addressed immediately and corrected,
9
Review of the Resident Supervision Procedure The facility ETD will re-educate all nursing
(undated) revealed the appropriate level of '
supervision to ensure an immediate and optimal
level of safety wouid be provided to sach
| resident Residents were to be continually
evajuated through assessmant and observation
of the resident’s cognitive, behavioral, medicat, or ,
. 1 . |
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. | other conditions that placed the resident at risk to
1 self and others.
- i . - staff by 82012 regarding ensuring that
The.faclilty admitted ReSi.dent #7 on 02/27/88. each resident’s environment remains free of
ge&d;nt' #7's d[agnosés?s rné:}ude Profqund Mental hazards, as is possible, and each resident
Ster'tztr ation, Setzure ;:St?’r e, a:lnd .Enso?hbaegeai recejves adequate supervision and assistance
ictures (narrowing of the swallowing tube), to prevent accidents. The facility
. : . Interdisciplinary Team consisting of the
Review of the medical record for Resident #7 . . ;
revealed staff had assessed the resident to have er%l]gON? LIIf;’. Enri Chmsﬂhcoor dinator
chewing and swallowing difficulties and to exhibit oclal Service Director and the Unit
behaviors including grabbing food. On 02/24/12, Managess, will eval’uatiat least 5 records
Daily Clinical Review docurmentation revealed weekly beginning 820/ 12 x 4 weeks to
Resident #7 was continually ambulating to the Cnsure appropriate sepervision and if the
dining room because the resident "knew there CNA sheets are correct according to the
1 was bread being served.” The entry further resident individual needs. Any issues
explained Resident #7 “wants bread but cannot identified will be immediately addressed and
safefy eat it" Resident #1 was to be redirected corrected. All Department Managers will
| away from the dining room “for [his/her] safety.” audit 5 meals weekly x 4 weeks beginning
Review of Resident #1's annua! Minimum Data 8/20/12 1o ensure each resident is being
Set (MDS) dated 04/20/12, revealed Resident #7 adequately supervised, is receiving the
required t_he extensive assistance pf one staff correct diet, consistency, and adequate
person with eafing. Interventions listed on supervision and assistance with intake per
Resident #7 s Comprehensive Care Plan for their Plan of care. :
mood/behavioral symptoms dated 06/25/12,
re;ealzq stataﬂ’ woulcii adssess Resident #7's needs The Facility QA committee will mect at
and redirect as needed. . least monthly, beginning 8/20/12 until ail
An observation on 07/13/12, at 6:15 PM, revealed ;isgc:gs:‘rmwed’ t:dre::cw audit finding
Resident #7 was seated in the hallway without revise plan as needed.
staff supervision. Resident #6 was aiso observed -
seated in the haliway (one door away), in a Date of Cosmpletion: 8/24/12
geri-chair with a tray attached, eating his/her
evening meal. Resident #7 was obsarved to get
up from the chair, go toward Resident #6, look
intently at the food tray, and then "gquickly grab” |
the top poriion of Resident #6's hamburger bun I
from the meal tray and force the entire bun into.
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{ his/her (Resident 7's) mouth.

| Interview with Certified Nursing Assistant (CNA)

| Continued From page 14

#12 on 07/13/12, at 6:20 PM, revealed she had
been on the other unit serving as the "hall
monitor” and was unable to reach Resident #7 in
time o prevent the resident from "grabbing” the
bread and "stuffing" it into’ his/her mouth. CNA
#12 stated, "l knew [Resident #7] was going to do
that, but | couldn't get to [the resident) in time.”
CNA#12 stated Resident #7 "loved bread" and
tries to "steal it." Although CNA #12 was
functioning as the hall monitor, she stated she
had been provided no special instructions
regarding Resident #7's supervision during meals
stating, "We just by to watch [Resident #7].

An interview conducted on 07/14/12, at 2:40 PM,
with CNA#9 who was caring for Resident #7 on
07/13/12, revealed Residant #7 "loves bread" and
has to be frequently redirected from the kitchen
due to trying to "snatch” bread. CNA#9 stated
the resident was not required fo have any special
supervision to her knowledge stating, "We just try
to redirect [Resident #7] when we see [him/her]."”

fnterviews with the Director of Nursing (DON) and
Regional Nurss Consultant conducted on
07113112, at 7:.15 PM, and 07/14/12, at 1:45 PM,
reveaied the DON was aware that Resident #7
"loved bread" and tried to "steal it" The DON i
further stated, "We know [Resident #7] can't go to |
the dining room, because he steals bread and
shoves jtin." However, according te the DON,
Resident #7 had been provided no increased
leve! of supervision during meals to ensure the
resident's safely stating, "We have to watch him
as best we can."

F 323

f
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s5=p | ACCURATE PROCEDURES, RPH
~ Resident #5 received Micro Potassium 10

The facility must prewide rotstine and emergency : megs from the Pharmacy on 7/13/12. R#5°s
drugs and biologicals fo its residents, or obtain - physician was notified by the DON on
hem under an agreement described in , 7/13/12, that Micro Potassium 10 megs was

| §483.75(h) of this part The facility may permit not delivered on 7/9/12 when ordered with

| unlicensed personnel to administer drugs if State : no new orders noted. The facility Medical

taw permits, but oty under the general

supervision of a licensed nurse. Director was made aware on 7/13/12 that the

Micro Potassium 10 megs was not received
from the pharmacy on 7/9/12 when ordered,

il vid - .
A facility must provide pharmaceutical services with no new orders receiveq.

{including procedures that assure the accurate

acquiring, recefving, dispensing, and e

agﬁnimstgerlng of aﬁn? Smsgs ane -biologicals) to meet The facility DON, UM, ETD, and/or the

the needs of each resident. Restorative Nurse will complete a one time
‘ audit by 8/20/12 of all residents Medication

The facility must employ or obtain the senvices of Administration Records (MAR’s) to ensure

a licensed pharmacist who provides consuitation all medications listed are in the facility by

on all aspects of the provision of pharmacy comparing the MAR to the actual

services in the facility, . medication. Any issues identified will by

corrected immediately,

The facility ETD will re-educate zl] licensed
) . nurses by 8/20/12 regarding calling
Thjs REQUIREMENT is not met as evidenced pharmacy and verbally notifying pharmacy
by: .. . , of new orders via phone and stating when it
Based on observation, interview, record review,
‘and review of facility policy, it was determined the
facility falled to provide pharmaceutical services
to meet the neads of one of eight sampled
residents, Resident#5 had a physician's order to
receive Micro Potassium 10 milliequivalents
{meq) three times daily; however, the medication
was not available for administration on 07/13112.
| The physician's order for the medication was
recelved for Resident #5 on 07/09/12. However,
according to the pharmacy, the facility failed to
provide the pharmacy with the order for the
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medication; therefore, the medication had never
|.been supplied to Resident #5. ) _ i
The findings Include:
is needed, faxing new orders and the
A review of the faciiity's Pharmacy Services and verifying pharmacy received the fax. Unit
Procedures Manual (dated May 2010) revealed Managers will verify via phone that
all new orders for non-controlled substances : pharmacy was notified of all medication
needed before the next scheduled delivery were orders and that medication is delivered
to be verballyf communica@ed to the pharmacy - within 48 hours of orders for 60 ,
pharmacist via phgna stating the exact time by beginning7/14/12. Any medication not
which the medication was needed. The e
i called or sent to pharrnacy by the charge
pharmacist was to be asked to read the order Al result in @ one on one re-
back to assure accuracy, and the telephone order ngrsc ,:f“ b the UM
was to be confirmed by sending a faxed copy to education by :
b . . .
the pharmacy. The Facility QA committee will meet at
Observation of medication admimistration on least monthly, beginning 8/20/12 u::nfl_':xl11 all
: 07/13/12, at 10:15 AM, revealed Registered issues are resolved, fo review audit finding
Nurse (RN) #1 was unable to administer Resident and revise plan as needed.
#5's Micro Potassium 10 meq as ordered by the _
physician because the medication was not - . Date of Completion: 8/24/12
avaitable for administration. A review of Resident
#5's Medication Administration Record and
physician's orders revealeéd the medication had
been ordered on 07/09/12, at 6:45 AM, by
Resident #5's physician.
An interview on 07/13/12, at 3:45 PM, with the
pharmacist revealed the facility had fafled to notify
the pharmacy of the physician's order for Micro
Potassium untit 07/13/12, at approximately 11:00
AM. The phaimacist was able fo confimm that no
telephone call had been made to the pharmacy-
and no faxed order had been sent to the
pharmacy regarding Micro Potassium for
Resident#5 prior to 07/13/12. ; :
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‘obtained from the pharmacy.

Continued From page 14

In interview on 07/13/12, at 5:50 PV, Licensed
Practical Nurse (LPN) #13, who wrote the order
on 07/08/12, stated she faxed the order fo the
pharmacy on 07/08/12, but "did not have time” to
wait for a confirmation that the fax was :
successfully transmitted. LPN #13 stated she did
not call the pharmacy per the facility ’
policy/procedure stating, " faxed it like ] was
supposed to," denying having any other
responsibility to ensure the medication would be
supplied to Resident #5.

A review of Resident #5's Medication
Administration Record (MAR) from 07/05/12, at
8:00 AM through 07/12/12, at 8:00 PM, revealed
staff had signed each scheduled dose (1¢ doses)
of the Micro Potassiumn 10 meq medication
indicating the medication had baen administered

o Resident #5 as ordered. Interviews with LPN
#2 on 07/13/12, at 4:14 PM, and LPN #3 on
07113112, at 4:35 PM, who documented Resident
#5's Micro Potassium was administered from
07/08/12 thru 07/12/12, revealed the staff had
"borrowed" the medication from ancther facility
resident and adminislered it to Resident #5,

Interviews with the Director of Nursing (DON) and
Regional’ Nurse Consuitant conducted on
07/13/12, at 715 PM, and 07/14/12, at 1:45 PM,
revealed when reviewing a resident's MARS, if a
medication was initialed that it had been
administered, then it had always been assumed
the medication being administered had been
obtained per facility protoco! from the pharmacy.
The DON and Regional Nurse Consuitant stated
the facility had no other system in piace o ensure
new medications ordered for a resident were

F 425
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