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{F 000} | INITIAL COMMENTS {F 000}
An Onsite Revisit Survey to the 12/23/15
Abbreviated Survey was conducted on
03/11/15-03/13/15 and determined the
deficiencies were corrected on 02/05/15, as
alleged in the acceptable PoC and the facility was
in compliance on 02/28/15.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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F 000 INITIAL COMMENTS F 000
Submission of this Plan of Correction doe
An Abbreviated/Partial Extendad Survey not constitute admission or agreement by
investigating complainls #KY22519 and the provider of the truth or the facts allege
#K'Y22695 was conducted on 12/08/14 through or canclusions set forth in the Statement o
12/23/14 \o determine the facliity’s compliance Deficiencies. The Plan of Correction is
with Federal requiremants. Complaint #KY22519 submitted solely because it is required by
was Initiated on 12/08/14 and #KY22505 was the provision of federal and state law
received during the survey and was Initiated on
12/22114. Complaint KY22595 was . .
unsubstantialed with no deficlencies and Submission of this Plan of Carrection do
#KY22519 was substantlaled with deficlencles not constitute admission or agreement by
cited at the highest Scope and Severity of a “J", the provider of the truth or the facts allege
or conclusions set forth in the Statement o
On 10/28/14, Reglstered Nurse (RN) #1 prepared Deficiencies. The Plan of Correction is
several Insulin doses in advance. RN #$ enterad submitied solely because it is required by
Resident #2's room with Resident #2 and the provision of federal and state law

Residant #3's insulin in her hand. RN #1
administered Resident #3's Insulin (Lantus 30
units) to Resident #2 inslaad of the ten (10} units

o:d La\::’mlr thet the resident’s physictan had F 281 483.20 (k)Y3)() Services Provided 2/5/15
ordered.

Meet Professional Standards,
On 11/47114, RN #1 entered the dining raom with

a syringe of insulin and approached Resident #1 Corrective Measures for Residentls|
(who does ot receive ey 10 a1 Identiied In The Deficiency:
insulin; however, the nurse was stopped by tha [1] The error was immediately reported to
resident's family membar who informed RN #1 resident #2's primary care physician on
that the resldent did not take Insulin, October 28, 2014 by the licensed nurse.
12] Resident #2's blood sugar was checked
Immediate Jeopardy was Idenlified a1 42 CFR every hour for that night by the licensed
483.20 Resldent Assessment at F-281 and 42 nurse. A snack with protein was given to
CFR 483,25 Quality of Care at F-333 at a Scopa the resident by the licensed nurse.
and Severity of a *J". Substandard Quality of Resident #2 was monitored by the license
Care was Identified at 42 CFR 483.25 Quality of nurse per MD orders with no issues noted.
Care. Immediate Jeopardy was identified on [3) RN #1 was re-educated to prepare

12/101 4 and determined to exist on $0/28/14.
The facilily was notified of the Immediate
Jeopardy on 12/10/14, An acceplable Allegation

medications for only one resident at a tim
and to never pre-fill insulin syringes for
muitiple residents by a Regional Resource

L

{X8) DATE

i ") denotas a daficiency which the insttution may be excused from corracling praviding | is delermined that
olher safeguzrds provids sufficient prolaction (o the patients. (See instiuctions.) Excepl for nursing hames, the findings stated shove are disciosable 80 days
fallowing the dale of survey whether or not a plan of correction is provided. For nursing homes, the ahove findings and plana of comection are disclosable 14
days following tha data thesa documents are made available fo tha facility. if deficlencles are clied, an approved plan of corection is requisite to continued
program participation.
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delermined the facllity faled to have an effective
system to ensure medication was adminisiered
according to the professional standards
addrasaing the five (5) righls of medication
administratlon for two (2} of four (4) sampled
residants (Resident #1 and Resident #2),

On 10/28/14, Reglstered Nurse (RN) #1 prepared
several insulin doses in advance. RN #1 enterad
Resident #2's room with Resident #2 and
Residant #3's Insulin in her hand. RN #1
administered Resident #3's insulln {Lantus 30
uniis) to Resident #2 inslead of the 10 units of the

(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE
TAG REGIULATORY OR LAC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Nurse on 12/10/2014.
F 000 | Continued From page 1 FO00| |[4] RN #1 was re-educated on following
of Compliance (AoC) was recaived on 12/2214 the “Six Rights of Medication
alleging the Immediate Jeopardy was removed on Administration” by a Regional Resource
12/17/14. The State Survey Agency validated the Nurse on 12/10/2014.
Immediate Jeopardy was removed on 12/17/14, [S) RN #1 was re-educated by Regional
as slleged. The Scope and Severlty was lowered Resource Nurse on 12/10/2014 ta review
1o.a"D" while the facility develops and the pictures of residents in the Licensed
irrl:plfemants the Plan of Correction (PoC); and, Nurses Administration
the facility's Quality Assurance Committee A . "
monltors the effectiveness of the system Record prior to giving the medtcatmns.
chan 6] RN #lwas observed during
ges. e . .
administration of insulin to verify
in addition, deficient practice was also identifled competency in that task on 12/10/2014 by
at 42 CFR 483.85 Infection Control at F-441 at a a Regional Resource Nurse.
Scope and Sevaerlty of a "D". 171 Upf:n return t'rplp Ieaye on I2116f?0]4
F 281 | 483.20(k}{3Xi) SERVICES PROVIDED MEET F 281 a medication administration observation
55=J| PROFESSIONAL STANDARDS was conducted with RN #1. Although all
ordered routes of administration were
The services provided or amranged by the facility observed, residents requiring insulin were
must mest profesaional standards of quality, included in the sample, Additional
observations were conducted each week lj
for 3 weeks by the Director of Nursing an
:his REQU’REMENT IS not mat as awdancad Regional Resource Nurse then will be
y. thly x 6 ths in accordance with
Based on inlerview, record review, and review of $::ito¥i:g f::(:;l :urses_
the facillty's policy and procedure, it was [8] Resident #1 identified did not have 2/5/15

insulin ordered, therefore insulin was not
administered.

|9] Resident #3 received his insulin as
ordered on 10/28/2014

How Other Resident's Who May Been
Alfected By This Practice Were Identified

111 Residents clinical records w were
reviewed by the Nursing Administrative
Team on 12/10/14 to ensure to ensure
there is a current and accurate photograplf
on the Medication Administration Record
to assist with resident identification.
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Measures Implemented or Systems
F 281 Continued From page 2 F 281} | Altered to Prevent Re-Oceurrence:
physician orderad Levemir. (Refer lo F333) Li] The Director of Nurses and Unit
Managers were trained by a Regional
On 11/17/14, RN #1 enlered the dlﬂlng room with Resource Nurse on the pmparﬂtion for only
a syringe of insulln and approached Resident #1 one resident at a time on 12/10/2014 and
(wh«:il doahs n;:dt rac::ve fi;lsn.;:in) to agmlnlster lhe 12/11/2014
insulin. Resident #1's family member stopped [2] On December 10, 11, and 12, 2014, thé
:RN # ang informed her that the resident did not Regional Resource Nurse provided
ake insulin. . .
education to all licensed nurses and
The facility’s failure to ensure medicalion was Certified Medication Aides on the "Six
administered according lo the nursing standards Rights of Medication Administration * and
of practice has caused or Is likely to cause the “Preparation of Medication for Only
serious injury, harm, impairment, or death 1o a One Resident at a Time.
resident. Immediate Jeopardy was Identified on 13] The Director of Nurses was educated
12/10/14 and was determined to exist on by the Administrator and Regional
10/28/14, The facility was notified of the Resource Nurse on 12/11/2014 regarding
Immediate Jeopardy on 12/10/14. the need to thoroughly investigate
medication emrors and to identify the
The findings Include: Root/Cause/Analysis of the error. The
Director of Nurses was instructed to base
Review of the Nursing 2007 Drug Handbook, the comrective action, education and or
(2007) Lippincolt Williams & Wilkins: disciplinc on identified root cause.  In all
Philadelghia, Pennsylvania revealed the ;
overwhalming talk of ensuring medication safety cases the error would be reviewed by the
Director of Murses and the Administrator | |2/5/15
can be managed by consistently using the five (5) d the potential signifi Fth
rights of drug administration: The right drug, right and the patential signiticance of the emor
route, right dose, right time and right patient, considered in the |mplementatlon of
Further raview revealed the right patient should performance comection, .
be confirmed by checking the patient's |4] The current Director of Nur§|ng was
identification, and asking the resident's thelr educated on Root/Cause/Analysis by the
name. Regional Resource Nurse on 2/3/2015
during orientation process.
Review of the facility’s policy and procedure tilled, {5l In the event a medication error occurs,
"General Dose Preparation and Medication the Director of Nurses will be notified and
Adminisiralion®, last revised 01/01/13 revealed will assist in the identification of the
facliity staif should only prepara medications for root/cause, The error will be brought by
one resident at a ime. Further review revealad the Director of Nurses to the Abbreviated
facility staff should verify each time a medication Quality Assurance meeting [consisting of
ks administered that it Is the correct medication, at S
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TAG REGULATORY ORL5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED ToT r%s APEROPRIATE oaTe
-Administrat;r, Dire;:-t;r of Nursing-. D:l.;l;‘" o I
F 261} Conlinued From page 3 F281| | Manager, Social Services Director, Activily
the correct dose, al the correct route, at the | Director, MDS Coordinator, Business
correct rale, at the correct time and for the correct Office Manager, Plant Services Director,
resident. Unit Managers, Staff Development
Review of the facllity's policy and procedure titled, | S Gt SOl
"Resident [dentification”, dated 01/01/07, daily Monday-Friday for review by the
revealed ils policy was to maintain a resident ]m'"t‘;d's"'ﬂl'"a'l'y Team ‘:g‘hf o
identification sysiem to assure prescribed rooticauseranalysis In order (0 de e"?:"e .
treatments were administered to the correct proper carrective measures. On weekends i
resident. Further review revealed the facility had the Director of Nurses or the on call nurse !
adopted two (2) resident identification systems will analyze for root cause and review i
which were to ba implemenled upon admission to with the Interdisciplinary in the next
assist in assuring that drugs, medications, and Abbreviated Quality Assurance meeting .
treatmaents prescribed for one resident were not Based on the root/cause/analysis and
administered to another. The resident Interdisciplinary review, the Director of
identification systems included the resident's | Nurses in conjunction with the
photograph and/or wristband identification. The | Administrator and Human Resources
policy stated If pictures ware ulilized, lhe location Director will determine the appropriate
of the resident’s photograph would be on the performance correction action based on thd
Medicalion Administralion Record (MAR). investigation, circumstances and prior
1. Record revlew revealed the facllity admitted perfbmence comrection e
. progressive discipline process,
Resident #2 on 07/10/14 with diagnoses which .
included Alzhelmer's disease and Diabetes s Ll
Meliilus. Review of Physiclan's Orders, Oclober mg'.'r'"dg ':e ication dm s bee
2014, for Levemir (Insufin}; inject 10 units mo- thed, Actions and corrective measur.es 2/5/15
subcutaneous daily at bedtime, ;-Vh:-:h LI b_?lsgd o ‘h‘:!"‘;‘“/':ja‘tfsl"l’ analysis
nAInNgs, wi C récorded ana 1ollow-
Review of the Annual Minimum Dala Set (MDS} up/monitoring scheduled by the Director of
assessment, dated 08/04/14, revealed the facltily Nurses. A record will be maintained by thg
assessed Resident #2's cognition as severely Director of Nursing, Assistant Director of 1
impalred with a Brlef Interview of Mental Status Nursing and/or the Human Resources :
(BIMS) score of 89, which indicated the resident Director of education and/or performance E
was not interviewable, corrective actions conducied with the Z
employee involved. The employce will '
Raview of the facliity's Medicatlon Error Log, also be subject to progressive discipline by
dated 10/28/14, revealed Resident #2 had the Director of Nursing or the Assistant
recelved tha wrong insulin, | Director of Nursing.
FORM CMS-2587{02.99) Pravious Versions Obrsolate Evant ID:503GH Faclily ID: 100149 If continuation sheet Paga 4 of 29
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Interview with RN #1, on 12/09/14 at 3:40 PM,
revealed she had prepared saveral insulin doses
in syringes in advance on 10/28/14. RN #1 staled
she entered Resident #2's room with Resident
#2's and anolher resldent's insulin in her hand.
She slated she mistakenly picked up the other
resident’s insulin syringe and administered the
insulin, Lantus 30 units, lo Resident #2 instead of
histher 10 units of the physician ordered Levemir.
RN #2 staled she immediately realized she had
administared the wrong medication i Resident
#2 and notified the Director of Nursing (DON) and
the rasident's physiclan. RN #1 stated Resident
#2 was monltorad throughout the night, as
ordered by the physiclan, and no known adverse
oulcome was noted. Furthermore, RN #1 stated
she had pre-filled the [nsulin syringes for
rasidents frequently and did not reatize it was an
unsafe practice.

2. Record review revealed tha facility admitted
Rasident #1 on 04/30/11 with diagnoses which
included Alzheimer's Diseass, Hypertension and
Depressive Disorder. Further review of the
clinical record revealed the resident did not have
a Physician’s Ordar for Insulln,

Review of tha Quarterly Minimum Data Sel
{MDS) assessment, dated 10/30/14, revealed the
facility had assessed Residenl #1's cognition as
severely impaired with a Brief Intarview of Mental
Stalus (BIMS) score of 99, indicating the resident
was not inlerviewable,

Review of the facliity's Medicatlon Error Logs for
11/2014, ravealed no documanted evidence of a
medicalion error for Resident #4,

Intarview with RN #1, on 12/09/14 at 3:40 PM,

(X4)10 BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'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 GROSS-REFERENCED TO THE APPROPRIATE CATE

DEFICIENCY)
17] Medication Observations will be
F 281 | Conlinued From page 4 F 281

conducted monthly by the Director of
Nurses, Assistant Director of Nursing
and/or Unit Managers for next 12 months
for all licensed nurses and Certified
Medication Technicians. Any variances to
the Standards of Practice will be addressed
and corrected with the nurse/Certified
Medication Technicians immediately at the
time of the medication pass by the Director
of Nurses, Assistant Director of Nurses, or
the Unit Manager.

[8] Monthly post testing on [a] “The 6
Rights of Medication Administration™ and
[b] “Medication Preparation For Only One
Resident At A Time"  will be completed
maonthly for 12 months by the the
Director of Nursing, Assistant Director of
Nursing and/or the , Unit Managers for the
licensed nurses and Certified Medication
Technicians to ensure the Standards of
Practice are followed.

[9] A log was developed and implemented
cffective 12/15/2014 to assist in
monitoring, implementation of corrective
measures and to assist in trending error | 12/5/15
identified. This log is utilized at the time
the medication ervor is identified. Tt will
be reviewed as part of the Abbreviated
Quality Assurance meeting led by the
Administrator.

Mgnitoring Measures To Maintain On-
Going Compliance;
}1] The Director of Nurses, Assistant

Director of Nurses, Unit Managers, or the
Regional Resource Nurse is responsible forf|
the monitoring of the Medication

FORM CMS-2567(02-09) Previous Varsions Obaclels Event ID: 933G 11
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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{43}
DATE

F 281

Conlinued From page 5

revealed she had prepared several doses of
insulin in advance on 10/28/14. RN #1 stated she
had Resident #2 and Resident #3's insulin in her
hand when she entered Resident #2's room. Shea
stated she mistakenly picked up Resident #3's
insulin {Lantus 30 units) and administerad it 1o
Resident #2 instead of the Levemir 10 unils as
ordered by the physician. She stated she
immediately realized she had administered the
wrong medication to Resldent #2 and nolified the
Direcler of Nursing (DON) and the resident's
physician. RN #1 staled she had pre-fliled insulln
syringes for residents fraquently in tha past and
did not realizs il was an unsafe practics. Further
interview with RN #1 ravealed she also had an
incident with Regident #1 on 11/17/14. She
stated she entered the dining room to administer
the insulin and was lald by lthe resident's family
member that the resident did not take insufin,
Shea stated she should have looked in the
Medicalion Administration Record to identify the
rasident by his/her plcture.

Interview with the Director of Nursing {DON), on
12/08/14 at 5:43 AM and 12/10/14 at 5:43 PM,
revealed she had talked with RN #1 after the
medicalion error with Resident #2 and instructed
her In the fulure to prapare the residents' Insulin
per policy and procedure, one resident at a time,
Tha DON stated {he facility did not have any
documented evidence an investigation was
conducted related to the incident with Resident #1
to determine the root cause, as she did not
consider this to be a medication efror because
the medicatlon was not administered to the
resident. The DON slaled that ne action had
been taken (o prevent the incident from
happening again. In addition, the DON staled the
facility did nol provide any re-education to the

F 281

S

Administration Observations. Director of

Nurses will bring the results of the
abservations to the monthly Quality
Assurance Committee[ consisting of the
Administrator, Director of Nurse, Dietary
Manager, Social Services Director, Activity
Director, MDSC, Business Office
Manager, Plant Services Director, Medical
Records, Unit Managers, Staff
Development Coordinator and Admissions
for review and development of action plan
to ensure services meet professional
standards of quality,
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F 281

Conlinued From page 6

licansad nurses and had nol devetoped an action
plan or conducted any monitoring.

Interview with the Administrator on 12/10/14 at
6:00 PM, revesaled it was her expectation for staff
to {ollow tha facility's policy and procedures.

**The facliity implernented the following actions to
remave the immed|ate Jeopardy:

1, On 12/10/14, RN #1 was re-educated to
pregare medication for one resident at a time and
was (nstructed never to pre-fill insulin syringes for
muitiple residents. In addition, RN #1 was
re-aducated on following the *Six Rights of
Medication Adminisiration” and to review tha
residant’s photo in the MAR prior o administering
medicallons. RN #1 wae observed by the
Reglonal Resource Nurse during administration
of Insutin to verify compatency, Additlonally, RN
#1 was suspended without pay for three (3)days,

2. The DON and the Unil Managers (UM) ware
trained by the Reglonal Recourse Nursa on
preperation of medication lor only ane resident at
a lime on 12/10/14, and on 12/11/14.

3. The facility provided aducation to all licensed
nurses and Certified Medication Techniclans
{CMTs) on the "Six Rights of Medication
Adminisiration” and re-educated an the
preparation of medication for only cne resident at
a time. This was done by the DON, UMs, and
Regiona! Resource Nurse on 12/10/14, 12111114
and 12/12/14. In addition, the training has been
incorporated into the orientation of alf licensed
nurse hires and CMT hires.

4, The DON was educated regarding the nead to

F2m

2/5/15

!
|
|
|

i
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thoroughly investigale madication errors and {o
Identify the roct cause of the errer. This
education was conducled on 12/11/14 by the
Administralor and the Raglonal Recourse Murse.

§. The facillty developed a process to ensurs siaff
members were provided sducation/counseling to
address the root cause of the arror to prevent
re-occuirence. The facility's Depariment Leaders
consisting of the DON, Unit Managers, Dietary
Supervisor, Activity Diractor, Social Service
Director, Human Resource Director, and the
Minimum Data Set (MDS) Coordinators were
educated on the process on 12/11/14 and
12/12/14 by the Administrator,

6. Medicalion Administralion cbservallons for all
nurses and CMTs were completed by the
Regianal Resource Nurse, DON and Unit
Managers on 12/10/14 through 12/13/14.

7. Medicallon errars previously idenilfied for 2014
were audited o verify that appropriate actions
had been laken, The audit was completed on
12/12/14 by the Administrator, Reglonal Direclor
of Oparalions and the Human Recourse Direclor.

8. On 12/11/14, the Regional Resource Nurse
conducted training for the Quality Assurance (QA)
Team Members which included the Adminisirator,
Diractor of Nursing, Unit Mzanagers, MDS
Coordinators, Social Service Diractor, Aclivity
Dlrector, Maintenance Director, Human
Resources Director and the Madical Recards
Director regarding Root Cause Analysis.

9, The QA commitiea, which includes the
Administrator, Director of Nursing, Unit
Managers, MDS Coaordinators, Social Service

F 281
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Direclor, Activily Director, Mainlenance Director,
Human Resources Director and the Medical
Records Director will Irack medication pass
observation findings for six (8) months to verify
that proper administration tachnique is being
followed. The QA Committae will also confirm
that measurable goals are presented on all
medicalion error counseling to creale follow up
monitaring to evaluate the ongolng compliance
with policies. Trends will also be raviewed In the
monihly QA meeting in conjunction with the
Medical Director.

10. The facility madified the procass for
responding and recording Medication Errors to
Include implementation of corrective measures
based on the rogt cause analysis findings. The
facilily will maintain a record of aducation and
performance correclion actions conducted with
employees Involved with medication arrors.
Employees involved in medication errors will be
subject to progressive disciplinary actlons.

11. The facility modified the new employee
orientation education lo include the proper way lo
prepare and adminisier medication and the six {6)
rights of medication administration. In addition,
all new medication errors are now brought to the
daily QA meetings Monday-Friday o discuss the
roat cause analysis and ensure employee follaw
up. The Administrator and DON or, the On Call
Administrative Nurse will ba nolifiad when a
medication error occurs. Additionally, on
12112114, a checklist was implemented to guide
the staff thraugh the appropriale steps following a
medication error.

12, The facility developed and Implemented a log
on 12/15/14 to assist in monitoring the
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implementation of corrective aclions and to assist
in trending errors identified which will be reviewed
as part of the Abbreviated Quallty Assurance
Meeting.

13. The QA Committee will review medication
errors/performance correction to identify trends
conduct root cause analysls and ensure
appropriata interventions added to prevent
f8-0CCUTBNCE.

14. The DON, Unit Managers, and the Resource
Nurses will conduct medication pasa observations
on all nursas and CMTs each month for six {6)
months and then quarterly. Resulls of the
observations will be reviewed at ths monthly QA
Committee mesling.

15. Monthly post testing on the six {6) rights of
maedication adminlstration, preparation of
medication for one resident at a time, and
resident Identification will be completad for six {8)
months and then reduced to quarterly,

The State Survey Agency validated tha Comective
Action taken by the facility as follows:

1. Interview with RN #1 an 12/23/14 at 10:55 AM,
revealed she was re-aducaled to prepare
medicatlon for one resident at a lime and was
instructed naver to pre-fill insulin syringes for
multiple residents. In addition, RN #1 stated she
was re-educated on following the "Six Rights of
Medication Administration” and to review the
resident's phole in the MAR prior lo administering
medications. RN #1 siated she was observed by
the Regional Resource Nurse during
administration of Insulin to verify compelency and
was suspended for threa (3) days. Reviewaof a

F 281
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“Staff Development Attendance Record” dated
12/10/14 validated RN #1 received the educalion.

2. Interview with the DON on 12/23/14 al 11:05
AM, ravealed she was Irained by tha Reglonal
Recourse Nurse on preparation of medication for
oniy one resident at a lime.

Interviews an 12/23/14 with Unit Manager, LPN
#3 at 9:35 AM and Unlt Manager, LPN #4 at
10:08 AM, ravealed they were irained by the
Regional Recourse Nurse on preparation of
medicatlon for only one resident si a time on
12110/14 and on 12/11/14.

Review of the facility’s attendance records dated
1211014 and 12111114 verified training was
conducled.

3. Interview on 12/23/14 wilh LPN #2 at 10:00
AM, LPN #5 at 7:39 AM, LPN #8 al 7:20 AM, LPN
#7 at 11:02 AM, and LPN #8 al 10:55 AM
revealed thay had been re-educated on the "Six
Righls of Medication Administratlon” and
preparation of medicatlon for only one resident at
a {ime.

inferviews on 12/23/14 with CMT #2 at 9:18 AM
and CMT #3 at 10:35 AM, revealed they had
heen re-educated on the "Six Rights of
Medication Adminlistration® and preparation of
medication for only one resident at a time.

4, Interview with the DON, on 12/23/14 at 11:05
AM, revealed she was aducated by the Regional
Resource Nurse regarding the need (o thoroughly
invesligate medicatian errors and to identify the
root cause of the error.

F 281
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5. Interview on 12/23/14, with the Dietary
Manager at 6:55 AM, the Actlvity Director at 8:30
AM, and the Social Service Direclor at 9:12 AM,
revealed they had recsived education on the
facility’s new process to address the roat cause of
medication errors to pravent re-occurrenca. The
facility's Department Leaders wera educated on
the process on 12/11/14 and 12/12/14 by the
Administrator.

6. Interviews on 12/23/14, with LPN #2 at 10:00
AM, LPN #5 at 7:39 AM, LPN #6 at 7:20 AM, LPN
#7 al 11:02 AM, and LPN #8 at 10:55, revealed
they had been observed during medication
administration and received a check off for
competency.

7. Interview with the Administrator on 12/23/14 at
9:40 AM, revealed the facllity reviewed all
medication errors previously identified far 2014
and performed an audit to verify appropriale
sctions were taken.

8. Interview on 12/23/14, with the Dietary
Manager at 6:55 AM, tha Aclivity Director at 9:30
AM, and the Soclal Service Direclor at 9:12 AM,
revealed they received training conducted by the
Reglonal Resource regarding Root Cause

Analysis.

9. Interview with the DON on 12/23/14 at 11:05
AM revealed lhe facility was performing audits
and competency testing to confirm that proper
medication administratien techniques were
followed. She staled that competencies audits
were done randomiy and Included all nursing
stafl.

interview with the Administrator on 12/23/14 at

F 281
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9:40 AM, revealed the QA committee continues to
meet monthly and the facllity was evaluating for
potential trands.

Interview with the Medical Direclor on 12/23/14 at
12:00 PM revealed medication errors were a big
concern for him. He stated the facility had
implemented new processes lo betler determine
the rool cause of all medication errors and the QA
commitiee will continue lo avaluate for any
patential trends,

10. interview with the Administrator on 12/23/14
at 8:40 AM, revesgled the facility madified the
process for responding and recording Medication
Errars to includa implementation of corraclive
measuras based on the root cause analysis
findings.

11. Interview with the Administrator on 12/23/14
at 9:40 AM and the DON at 11:05 AM, revealed
education regarding the proper way 1o prepara
and administer medication and the six (6) rights
of medication adminisiration was now included in
the New Employee Orientation. Further interview
revealed tha facility had a dally Abbreviated
Quality Assurance meeting Monday-Friday 1o
determine the root cause for all medication
errors, The DON siated that both she and the
Administrator were notified immediately when a
medication error occurred.

12. Interview with the Administrator on 12/23/14
at 8:40 AM and the DON at 11:05 AM, revealed
they each keep a log to monitor medicallon errors
and ensure implementation of appropriale
comective actions,

13. Intarview on 12/23/14, with the Dietary

F 281

215115

FORM CMS-2387(02-99) Previous Versions Obsoleta Event ID: 992G 11

Facifity 10: 100148 It coniinuation sheat Page 13 of 29



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/12/2015

FORM APPROVED
ENTERS FOR M oM 38-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRELTION DENTIFICATION NUMBER: A BULDING COMPLETED
c
185309 B. WING 12/2312014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CTY, STATE. ZIP CODE
718 GOODWIN LANE
SPRING VIEW HEALTH & REHAB CENTER, INC LEITCHFIELD, KY 42784
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION 1xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHGULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROUSS.REFERENCED TO THE APPROPRIATE Oare
DEFICIENGY)
F 281 Continued From page 13 F 281
Manager at 8:65 AM; the Acllvity Direclor at 9:30
AM; and, the Social Service Director at 9:12 AM,
revealed as part of the QA Committee thay now
raview medication erroralperformance comrections
each month during the QA meelings to Identify
trends, conduct root cause analysls, and ensure
appropriate inlerventions were added to prevent
further srrors.
14. Interview with the Administrator on 12/23/14
at 9:40 AM and the DDON at 11:05 AM, revealed
they will continue to conduct Medication Pass
Gbservations on &ll nurses and CMTs each
month for slx {8) months and then quarterly. 2/5/15
15. Interview with the Adminisirator on 12/23/14
at 9:40 AM and the DON at 11:05 AM, revealed
they will continue to conduct monthly post testing
on the six {8) rights of medication administration,
preperation of medication for ona resident at a F 333 483.25(m)(2) Residents Free of d
time, and resident identification for all nurees and Siehificant Med E
CMTs for six (8) months and then raduca to igniiican rrors
quarterty. 1} For Resident
F 333 483.25(m)(2) RESIDENTS FREE OF Faga| prreive Mtsares For Residentls
$S=J| SIGNIFICANT MED ERRORS {1) The error was immediately reporied to
ident #2's primary care physician on
The facllity must ensura that residents are free of res .
Py J— Qctober 28, 2014 by licensed nurse.
any significant medication ) {2) Resident #2's blood sugar was checked
every hour by the licensed nurse for that
night, a snack with protein was given to th4
resident and staff were instructed to
This REQUIREMENT s not met as evidenced monitor for signs/symptoms of :
by: hypogiycemia. Resident # 2 was
Based on observation, intarview, record review, monitored per the MD order by licensed
and review of the facility's policy and procedures nurse with no issues noted.
it was determined the facility failed to ensure one [3) RN #| was re-educated by the Directod
{1) of four (4) sampled residents (Resident #2) of Nurses 12/10/2014 on administration
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p;c;t-oco[ for insulin, re-educated on
F 333 Continued From page 14 F 333 |following the “Six Rights of Medication
was free of any significant medication errors. The Administration” for all medications, to
!acil!ty falled lo ensure licensed staff followed the include checking the MAR 1o the
facility's policy and procedure related to ensuring mcdication and was re-educated to review
medication was administered to the right resident. the pictures in the Licensed Nurse's
A . ving th
Reglstered Nurse (RN) #1 prepared several Adm.lnls.tratlon Record prior to giving the
" medication. RN#1 was re-cducated, to
Insulin doses, for differant residents on 10/28/14, dications for onl id
before It was time for the medication to he bl L s R ol
administrated. RN #1 entered Resident #2's at a time and ta never pre-fill insulin
room with Resident #2 and Resident #3's Insulin syringes for multiple residents. Training
In her hand. The RN administerad Resident #3's for RN#1 was completed by Regional
Insulin (Lantus 30 units) to Residant #2 Instead of Resource Nurse on 12/10/2014.
glving the resident the 10 units of physiclan [4] Resident #1 identified does not have 2/5/15
ordered Levemir, insulin ordered, therefore, insulin was not
administered. i
The facllity’s fallure lo ensure residents remalned {5] Resident #3 received his insulin as !
free of any significant medication errors has ordered 10/28/2014 by the licensed nurse. | *
caused or is likely lo cause serious Injury, harm,
impairment, or death o a resident. Immediate How Other Resident's Who May Have :
Jeopardy was identifled on 12/10/14 and was Been Affecied by This Practice Were I
determined to exist on 10/28/14. The facllity was Identified: :
= i
notifled of the Immediale Jeopardy on 12/10/14. (1] Residents clinical records were
. reviewed by the Administrative Nursing
Tha findings Include: ‘Team 1o validate there is a current and
iew of th i accurate photograph of the resider!t on the
"R(.'::ne‘:’a?Do:J ;?;%Lﬁgg:g%zdﬁ:ﬂ:: LS resident’s Medication Administration
Administralion”, revised 01/01/13 revesled facility Record to assist with resident
slaff should only prepare medications for ene identification.
residenl at a time, Furiher review revealed facllity Measures Implemented Or systems
staff should verify @ach time a medication is Altered To Prevent Re-Occurrence:
administered thal it is the correct madication, at [1] The Director of Nurses and Unit
the correct dose, at the correct route, at the Managers were trained by a Regional
corract rata, at the correct time, and for the Resource Nurse on the preparation for only |
correct resident. one resident at a time on 12/10/2014 and
on 12/11/2014,
Review of the facility's policy and procedure iitled,
"Resident ldentification”, dated 01/01/07,
ravealed its policy was to maintain a resident
FORM CMS-2567(02-99) Pravious Versions Obsolein Event ID;983G11 Facillty ID: 100149 11 continuation sheet Page 15 of 29
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12] On Dece.n;i)-e—r-l.o,l 1,and I‘ZT-Z.I; l.&‘;‘lhc
F 333} Conlinusd From page 15 F 333 | Director of Nurses, Unit Managers and a
Identiflcation system 1o assura Pfesmbad chional Resource Nurse prﬂvided
Ireatments wera administered to the correct | education to all licensed nurses and
resident. Further review revealed lhe facility had | Certified Medication Technicians on the
adopted two (2) resident Idantification systems “Six Rights of Medication Administration™
which were to be implementad upon admission to and on “the Preparation of Medication for
assist in assuring that drugs, medications, and | Only One Resident af a Time" ‘
treatmentsa prascribed for one resident were not 3 ly . th ice of S - Vi
administerad to another, Additionally, the el st lo S RETIE R Rl
rasident identification systems included include in orientation [a] the: prpccdure to 2/5/15
Reslident's photograph and/or wristband prepare and administer medication
idenlification. The policy stated if pictures were including insulin,[b] the reiteration of the
utilized ihe location of tha resident's photograph 6 Rights of Medication Administration and
would be on the Medieation Administration (c] Only Prepare One Resident's
Record (MAR). | Medication At a Time, Med pass
' abservations will be conducted with
Recurd review reveeled the facility admitted licensed nurses and Certified Medication
Resldent #2'to the facllity on 07/10/14 with | Technicians during their arientation by the |
diagg?:gstwhmilrltf:d:mmm?fs Dise‘a'se‘:l | Staff Development Coordinator to validate
an elas . aI roview raveala ompetenc di d' t'
Physician's Orders, dated Oclaber 2011, for reparation and admicistation.
heg:emtirb(;g;ulln); inject 10 units subcutaneous 4] The Director of Nursing was educated |
ailya me. by the Administrator and Regional 5
Review of the facllity's Medication Error Log, Lol IOV LI ine !
dated 10/26/14, revealed Resident #2 had Jhe peed to L‘:;’;;}'g%ﬁ;“;;ﬂ:iggjhc |
gived the wrong insulin. |
ree ' RooV/Cause/Analysis of the error. She was ;
Interview with RN #1 on 12/09/14 at 3:40 PM, instructed ta base the corrective
revealed she had prepared several insulin doses action,education and or discipline on
in syringes in advance on 10/28/14. RN #1 slaled identified root cause. An error that is the
she had Resldent #2's and ancther resident’s result of a failure to follow established
insulin in her hand when she enlered Resldent practice standards or administration
#2's reom. She slated she mistakenly picked up techniques would initially result in re-
the other resident's insulin syringe and education of the individual with
administered lhe Insulin, Lantus 30 units, to |advancement through the progressive
Resident #2 instead of his/her 10 units of the discipline process. In all cases the error
P:Yﬁldan gﬁa'l'ed L‘l’i‘";"giri_' Sll::':u":’halr Ttlale:d would be reviewed and the potential
she immedlately realized she administar il fth i in th
the wrong medication to Resident #2 and notified Stenificance of the error considered in the
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F 333 Continued From page 18 F 333 cor':'ection, P
the Director of Nursing (DON) and the resident's IS] The Current Director of Nursing was
physician. RN #1 stated Resident #2 was educated on Root/Cause/Analysis by the
monitored throughout the night, as ordered by the Regional Resource Nurse on 2/3/2015
physician, and no known adverse cutcome was during her orientation.
now{ﬁf glii;:lghlerm(])'re, RN #1 sftaied ?gﬂ |::d ' [6] In the event a medication error occurs,
?m' ef'llly ant:'I‘;'de :zly:l;aglalzse i?rw':: ae" safe the Director of Nursing will be notified
prra::':ulica H r, the fachitys Iicyn :r:;itled and will assist in the identification of the
"Genara.l Dose Pra'parallon and mdlcatlon ‘ root/cause. The error will be brought by
Administration”, revised 01/01/13 revealed facillty the Director of Nursing o the Abseeviated | s/
staff should only prepare medications for one Quality Assurance meeting|consisting o
resident at a tima, i Administrator, Director of Nursing, D:gta:rg
| Manager, Social Services Director, Activity

Interview with the DON, on 12/09/14 al 9:43 AM
and 12/10/14 at 5:43 PM, revealed she had
talked with RN #1 after the medication srror and
instructed her In the future o prepare the
residents’ Insulin per policy and procedure, one
resident al a time. Additionally, the DON siated
the facility did nol have any documenied avidenca
that an investigalion had besn conducted to
delermine the roof cause. There was also no
documented evidence that any aclion(s) had
been taken to prevent the incident fram
happening again. Furthermore, she slated the
facility did not conslder the medication error
significant because Resident #2 did nol
experience an adverse oulcome, Thus, the
facliity did nat pravida any re-education lo the
licensed nurses and had not developed an aclion
plan. The DON staled she was made aware of a
second Incident Involving medication
administralion with RN #1 by an upset family
member. The DON stated but no action had
been laken because a medication esror had not
occurred.

Interview with the Administralor on 12/10/14 at

6:00 PM, revealed it was her expectation for slaff

|Directur, MDS Coordinator, Unit

i Managers, Staff Development Coordinater,
and Admissions Director] daily Monday-
Friday for review by the Interdisciplinary
Team of the root/cause/analysis in order to
determine proper corrective measures, On
weekends, the Director of Nurses or the
on-call nurse will analyze for root cause
and review with the Interdisciplinary team
in the next AQA meeting. Based on
root/causc/analysis and Interdisciplinary
team reviews, the Director of Murses in
conjunction with the Administrator and
Human Resources Director will determine
the appropriate performance correction
action based on the investigation,
circumstances and prior performance
correction within the progressive disciplingd
process.

[7) Medication Administration
Observations for all licensed nurses and
Certified Medication Aides will be
conducted monthly by the Director of
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Nurses, Assistant Director of Nurses,
F 333{ Continued From page 17 F 333] |and/or the Unit Managers for the next 12
lo follow the palicy and procedures, months
I8] The process for responding and
"The facility Implamented the following actions 1o recording medication errors has been
remove the Immediate Jeopardy: modified. Actions and corrective
1.0n 1241018, RN #1 was re-educated to corrective measures whfch are Pascd on thq
3 root/causc/analysis findings, will be
prepare medication for one resident at a lima and recorded and follow-up monitoring
was inslructed never to pre-fill Insulln syringes for P m
scheduled on the Medication Error Log by
mulliple residents, I addition, RN #1 was he Dj PN A d will be
re-educated on following the “Six Rights of e
Medication Administration” and 1o review the maintained of education and/or
resident’s photo In the MAR prior to administering pgrformance corrective actions condu.cted
medications. RN #1 was observed by the with the employec involved by the Director | 3/5/1 5
Regional Resource Nurse during administration of Nurses, Assistant Director of Nurses
of Insulin to verify compstency. Additionally, RN and/or the Human Resources Director. The
#1 was suspended without pay for three (3)days. emplayce will also be subject to
progressive discipline by the Director of
2. The DON and the Unit Managers (UM) were Nurses or the Assistant Director or Nurses.
trained by the Regional Recourse Nurse on [9] Monthly post testing on the Six Rights
preparation of medicalion for only one resident at of Medication Administration, medication
a time on 12/10/14, and on 12/11/14, preparation for only one resident at a time
and resident identification will be
3. The facillty prt_:vided education to all licensed completed for 12 months by the Director of
nurses and Certifled Medication Technicians : ;
- Nurses, Assistant Director of Nurses and
{CMTs) on the "Six Rights of Medication the Unit Managers
Administration” and re-educated on the : .
preparation of medication for only one resident at [10] A log was developed and implemented
atime. This was done by the DON, UMs, and ?ﬂ'ectwe 12/} 5140 assu! in monitoring,
Regional Resource Nurse on 12/10/14, 12/111/14 implementation of corrective measures and
and 12/12/14. In addition, the training has been to assist in trending errors identified to be :
incorporated into the orlentation of all llcensed used by the Director of Nursing . It will by ?
nurse hiras and CMT hires. reviewed as part of the Abbreviated i
Quality Assurance meeting [consisting of |
4. The DON was educatad regarding the need to the Administrator, Director of Nurses,
thoroughly investigate medication errors and to Assistant Director of Nurses, Social
identify the root cause of the error. This Services Director, Activity Director, MDS |,
education was conducted on 12/11/14 by the Coordinator, Plant Services Director, and
Adminlsirator and the Regiona! Recourse Nurse. Admissions Director Monday-Friday and
FORM CMS-2567(02-09} Pravious Varslons Otsolsie Event 1D: 893G 1 Facitty ID: 100149 If continuation shaet Paga 16 .ol 20
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educated on the process on 12/11/114 and
12/12/14 by the Administrator,

8. Medication Administration observations for all
nurses and CMTs were completed by the
Regional Resourca Nurse, DON and Unit
Managers on 12/10/14 through 12/13/14,

7. Medication arrors previously identified for 2014
were audited to verify that appropriale aclions
had been taken. The audit was compleled an
12/12/14 by the Administrator, Regional Director
of Qperations and the Human Recourse Director.

8. On 12/11/14, the Regional Resource Nurse
conducled lraining for the Qualily Assurance (QA)
Team Members which Included the Admiristrator,
Diraclor of Nursing, Unik Managers, MDS
Coordinators, Soctal Service Direclor, Activity
Director, Maintenance Director, Human
Resources Direclor and the Medical Records
Dlreclor regarding Rool Cause Analysis.

9. The QA commities, which includes the
Administrator, Director of Nursing, Unit
Managers, MDS Coordinalors, Social Servica
Director, Actlvity Director, Mainlenance Director,
Human Resaurces Direclor and the Medical
Records Director will track medication pass
observation findings for six (6) months to verify

that proper adminisiration lechnique Is being

committee [consisting of the Administrator,
Director of Nursing, Dietary Manager,
Social Services Directar, Activity Director,]
MDS Coordinator, Business Office
Manager, Plant Services Director, Medical
Director, Unit Managers, Staff
Development Coordinator and Admissions
Director] for development of action plan to
ensure medication crrors are investigated
thoroughly with education/correction
provided times six months.
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. led by the Administrator.]
F 333| Continued From page 18 F333( | Monitoring Messures To Maintain On-
5. The facllity developed a process te ansurs staff Going Compliance;
members were provided education/counseling to [1] The Director of Nurses and Assistant
address the root cause of the eror to prevent Direcior of Nurses will be responsible for
re-occurrence. The facility's Dapartment Lesdars the monitoring of the medication
consisting of tha DON, Unit Managers, Dietary administration observations. The Director
Supervisor, Activity Director, Social Service of Nurses will bring the results of the
Director, Human Resource Director, and the observations to the Quality Assurance
Minimum Data Set {MDS) Coordinalors were 2/5/15
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F 333 Continued From page 19

followed. The QA Commiitee will also confirm
thal measurable goals are presented on all
medication error counseling to creste follow up
monitoring to evaluate the ongoing compliance
with palicies. Trends will also be reviewed in the
manthly QA mesting In conjunction with the
Medical Direclor.

10. Tha facility madified the process for
respanding and recarding Madication Errors fo
include implamentation of corrective measures
based on the rool cause analysis findings. The
faellity will maintain a record of education and
performance comrrecilon actions conducted with
employees Involved with medication errors.
Employees involved In medication errors wilt be
subject to prograessive disciplinary actions.

11. The facllity modified the new employee
arientation education io included the proper way
to prepare and administer madication and the six
{6) rights of medicalion administration, in
additlon, all new medication errors are now
braught o the dsily QA meetings Monday-Friday
to discuss the root cause analysis and ensure
employee follow up. The Administrator and DON
or, the On Call Administrative Nurse will be
notifled when a medicalion error cccurs,
Additionally, on 12/12/14, a checklist was
implemented to guide the staff through lhe
appropriate sleps following a medication error.

12, The facility developed and implamenled a log
on 12/15/14 to assist in moniloring the
Implemeantation of corrective actions and o assist
In trending errars Identified which wilt be reviewed
as part of the Abbrevlated Quality Assurance
Meeting.

F 333

2515 |
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Continued From page 20

13. The QA Commiltee will raview medication
errors/performance correction {o identify trends
conduct root cause analysis and ensure
appropriate intervenlions added to prevent
re-otcurrance.

14. The DON, Unit Managers, and tha Resource
Nurses wifl conduct medicalion pasa observations
on all nurses and GMTs each month for six (8)
manths and then quarterly, Results of the
observalions will ba reviewed af the monthly QA
Commities meeting.

15. Monthly post testing on the six (6) rights of
medication administration, preparation of
medication for one resident at a time, and
resident identification will be completed for six {6)
months and then reduced to quarterly.

Tha Stale Survey Agency validaled the Corrective
Action taken by the facility as follows:

1. Interview wilth RN #1 on 12/23/14 at 10:55 AM,
revealed she was re-educaled lo prepare
medication for ona resident at a time and was
instructed never {o pre-fill Insulin syringes for
muttiple residenis. In addilion, RN #1 slaled she
was ra-educated on following the "Six Rights of
Medication Administration” and to review the
resident's photo in the MAR prior to administering
medications. RN #1 slaled she was observed by
the Reglonal Resource Nurse during
adminisiratian of insulin 1o verify competancy and
was suspended for three {3) days. Review of a
"Staff Development Altendance Record” dated
12/10/14 validated RN #1 received the aducalion.

2. Interview with the DON on 12/23/14 at 11:05
AM, revealed she was trained by the Reglonal

F 333

'9/5/15

i
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Recourse Murse on preparation of medication for
only ane rasident at a lima.

Interviews on 12/23/14 with Unil Manager, LPN
#3 at 9:35 AM and Unil Manager, LPN #4 at
10:08 AM, revaaled they wera trained by the
Reglonat Recourse Nurse an preparation of
medication for only ona resident at a time on
12/10114 and on 12/1114.

Review of the facility’s attendance records dated
12/10/14 and 12/M11/14 varified training was
conducted.

3. Interview on 12/23/14 with LPN #2 at 10:00
AM, LPN #5 at 7:39 AM, LPN #8 at 7:20 AM, LPN
#7 at 11:02 AM, and LPN #8 at 10:55 AM
revealed thay had been re-educated on the "Six
Rights of Medication Administrailon® and
preparation of medication for only one resident at
a time,

Interviews on 12/23/14 with CMT #2 at 9:18 AM
and CMT #3 at 10:35 AM, revealed they had
been re-educaled on the "Six Rights of
Medication Administration” and preparation of
medication for anly one rasident at a time,

4. Interview with the DON, on 12/23/14 at 11:05
AM, revealed she was educated by the Reglanal
Resource Nurse regarding the need to thoroughiy
investigate medicalion errars and to identify the
root cause of the error.

5. Interview on 12/23114, with the Dietary
Manager at 6:55 AM, the Activity Director at 9:30
AM, and tha Social Service Director at 8:12 AM,
revealed they had received education an the

faclility's new process lo address the root cause of

F333
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Continued From paga 22

medication efrors to prevent re-cccurrence, The
facility's Depariment Leaders were educated on
the process on 12/11/14 and 12/12/14 by the
Administrator,

6. Interviews on 12/23/14, with LPN #2 at 10:00
AM, LPN #5 at 7:39 AM, LPN #8 at 7:29 AM, LPN
#7 at 11:02 AM, and LPN #8 at 10:55, revealed
they had been observed during medication
gdministration and received a check off for
compatency.

7. Intarview with the Administrator on 12/23/14 sl
9:40 AM, revesled the facllity reviewed all
medication errors previously identified for 2014
and performed an audit to verify approprizle
actions were taken,

B. Intarview on 12/23/14, with the Dietary
Managaer at 6:55 AM, the Activity Direclor at 9:30
AM, and the Soclal Service Director at 9:12 AM,
revealed thay received iraining conducted by the
Regional Resource regarding Root Cause
Analysis.

9. Interview with the DON on 12/23/14 at 11:05
AM revealed the facility was performing audits
and competency testing to confirm that proper
medication administraticn techniques wera
followed. She staled that competencies audils
were done randomly and included all nursing
staff.

inlerview with the Administrator on 12/23/14 at
9:40 AM, revealed the QA commitiee continues to
meetl monthly and the facifity was evaluating for
polential irends,

Interview with the Madical Direclor on 12/23/14 at

F3a3

2/5/15
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12:00 PM revealed medication errars were a big i
concern for him. He stated the facllity had
implemented new processes 1o betler determina
the root cause of all medication errors and the QA
commitiea will continue to evaluate for any
potential trends.
!

10. Interview with the Administrator on 12/23/14
at 8:40 AM, revealed the facility modified the
pracess for responding and recording Medication
Errors lo Include implementation of corrective 2/5/15
measures based on tha root cause analysls

findings.

11. Interview with tha Administrator on 12/23/14
at 5:40 AM and the DON at 11:05 AM, revealed
education regarding the proper way lo prepare
and administer medication and the six (6) rights
of medication administration was now included in
the New Employes Orientation. Further interview
ravealed tha facility had a daily Abbreviated
Quality Assurance meeting Monday-Friday to
determine the root cause for all medication
errors. The DON stated that both she and the
Adminisirator were notified iImmediately when a
medication error occurred.

12. Interview with the Administrator on 12/23/14
al 9:40 AM and the DON al 11:05 AM, revealed
they each keep a log to monitor medication errors
and ensura implementalion of appropriate
carraclive aclions.

13, Interview on 12/23/14, with the Dietary
Manager at 8:55 AM; the Aclivily Direclor al 9:30
AM; and, the Social Service Diraclor at 9:12 AM,
revealed as part of the QA Committea thay now
raview medication errors/performance correclions
each month during the QA meelings to identify
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Continued From page 24

trends, conduct reot cause analysis, and ensure
appropriate interventions ware added lo pravent
further errors.

14, Interview with the Administralor on 12/23/14
at 8:40 AM and tha DON at 11:05 AM, revealed
they will continue o conduct Medication Pass
Observatlons on 2ll nurses and CMTs each
manth for six {6) months and then quarterly.

15. Interview with the Administrator on 12/23/14
at 2:40 AM and the DON at 11:05 AM, ravealad
thay will continue ta conduct monthly post testing
an {he six {6) rights of medication adminislration,
preparation of medication for one resident at a
{ime, and rasidant Identification for all nurses and
CMTs for six (6) months and then reduce to
quarterly,

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllity must eslablish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfaoriable environment and
to help prevent the developmenl and lransmission
of disease and infactlon,

(a} Infection Conirol Program

The facility must eslablish an Infection Control
Pragram under which it -

(1} Investigates, cantrols, and prevents infections
In the Facility;

(2) Decides what procedures, such as isolation,
should be applied lo an individual resident; and
{3) Maintains a record of incidents and corractive
actions related to infections.

{b) Preventing Spread of Infection

F 333

F 441

2/5/15

F_441 483.65 Infection Contral, Prevent
Spread, Linens

Corrective Measures for Resident]|s]
Identified in the Deficlent Practice:

[1] Resident #4 was assessed by a licensed
nurse and found to have no signs or :
symptoms of bilateral eye infection refated
to eye drop administration on 1/20/2015.
Infection Control Murse reviewed
antibiotic usage from September 2014 thru
January 20, 2015 and found no evidence of|
an eye infection related to eye drop
administration

[2] Resident #4 and unsampled residents
A,B,C.D were assessed by a Licensed
Nurse on 1/27/2015 for signs and
symptoms of infection related to nursing
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(1) When the Infection Gonltrol Program
determines that a resident neads isalation fo
prevant the spread of infection, the facllity must
isolate tha resident.

(2) The facility must prohibit employees with a
commuricable disease or infected skin leslons
from direct contact with residents or thelr food, if
direct contact will transmit the disesse.

{3) The facilily must require staff to wash their
hands after each direct residant contact for which
hand washing is indicated by accepted
professional practice.

{c)Linans

Personnel must handle, store, process and
{ransport linens so as to prevent the spread of
infection.

This REQUIREMENT Is not mat as evidenced
by:

Based on observation, interview, record review,
and raview of the facility’s policy and procedures
it was delermined the facllity falled to malniain an
infection conlrol program for ona (1) of four (4)
sampled residenis (Resident #4); and, four {4)
unsampled residents (Unsampled Residents #A,
#B, #C and #D). The facility staff failed to wear
gloves during administration of eye drops for
Resident #4; falled to wash their hands after
performing blood glucose monitoring checks for
Unsampled Residents B and C; failed to clean the
blood glucose monitering machine afler use on
Resident #4 and Unsampled Residenis A, B, C
and D; and, disposed of a used lancet (pricking
needie used fo obtaln drops of blood for testing)
and a blood glucose test strip in a resident's
garbage for Unsampled resident A.
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not washing her hands following blood
F 441 Conlinued From page 25 F 441] |glucose monitoring. Infection Control

Nurse reviewed antibiotic usage from
September 2014 thru January 20, 2015 and
found no evidence of infections related to | |
nurse not washing her hands and not
cleaning the blood glucose monitor after
resident procedure was concluded..

|3] Licensed nurses and Certified
Medication Aides were re-educated on
12/10/2014 by the Director of Nurses on
(1] eye drop administration and the [2] 2/5/15
wearing of gloves and [3]washing of |
hands.
14| Licensed nurses and Certified !
Medication Aides was re-educated on
12/9/2014 by the Director of Nurses on the
cleaning/disinfection of the blood giucose
monitor.

How Other Residents Who May Have
Been Affected By This Practice Were
Identified:

|1] Residents receiving Eye Drops
Administration were assessed by licensed
nurses for signs/symptoms of eye infection
on 1/20/2015. Infection Controf Nurse
reviewed antibiotic usage from September
2014 thru January 20, 2015 and found no
evidence of infections related to eye drop
administration.

|2] Residents requiring blood glucose
monitoring were assessed by Licensed
nurses on  1/27/2015 for signs and
symptoms of skin infections due to finger
sticks related to nurse not cleaning blood
glucose moritor. No infections identificd
Infection Control Nurse reviewed
antibiotic usage from September 2014 thru
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. A January 20, 2015 and found no evidence off
F 441| Continued From page 26 F 441} |infections related to nurse not cleaning thel

Tha findings include:

Raview of the facility's policy and procedure lilled,
"Infaction Centrol, Handwashing” dated 01/27/11,
revealed s geal was to prevent the spread of
Infection. Further review revealed handwashing
should ba dona before and after caring for each
resident and after handling equipment that was
contaminaled,

Review of the facility's user guide for the "Mediine
Prcfessional Blood Glucose Monitoring System”®,
rot dated, revealed standard pracautions were to
be used when handiing or using the device, and
all paris of the glucose monitoring sysiem should
be considered potentially infectious and were
capable of ransmitting blood borne pathogens
belween palients and health care professionals.
Further review revealed the blood glucose
monitoring system should be disinfecled after use
on each patient, and may only be used for testing
multiple patients when standard precautions and
the manufacturer's disinfection procedures were
followed. Additional raview revealed lancets were
to be disposed of properly In bichazard waste.

1. Observatlon during a medication pass on
12/08/14 at 8:30 PM, revealed Cerlified
Medicalion Assistant (CMA) #1 placed one (1)
drop of Lalanopros! {eye drops) into Resident
#4's right eye and ane drop in the resident’s laft
eye. Further observation revealed CMA #1 was
not wearing gloves. Additional observation
revealed CMA #1 relurned to the medication carl
where tha lid lo the eye drops was on the
medication cart. She placed the lid or: the
eyedrops and placed the aya drops back in lhe

storage drawer in the medication cart.

blood glucose monitor. [

Measures Implemented or em

| altered to Prevent Re-Oceurrence:

111 Licensed nurses and Certified
Medication Aides were re-educated by the
Director of Nurses on 12/10/2014 on The
Proper Management of Eye Drop
Administration to include washing hands
after removing gloves

|2] Licensed nurses and Certified
Medication Aides were re-educated by the || 2/5/55
Director of Nurses on 12/9/2014 regardin

the the cleaning of the blood glucose g[
monitor.

|3| Licensed nurses and Certified
Medication Aides were re-educated on
1/27/2015 by the Director of Nurses on
the disposal of lancets following blood
glucose monitoring.

[4] Medication Pass Observations by the
Director of Nurses, Assistant Director of 1
Nurses, Unit Managers and/or Regional I
Resource Nurse on following Standards of
Practice addressing the management of eye|
drops and their containers, management of
lancets following use for blood glucose
monitoring, cleaning of the blood glucose
monitoring machines and hand washing
prior to, during and upon completion of
procedures were initiated and completed
for the month of January 2015 and will be
completed monthly for 12 months.

[5] Any variances will be addressed
immediately with the DON and the
employee.

J
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2. Observallon during a blood glucose monitoring
procedura on 12/09/14 at 10:17 AM, ravealed
Licensed Practical Nurse {LPN) #1 placed a used
fancet and a used blood glucose test strip inside
the gloves sha was wearing and discarded them
in the rasident’s garbage can.

Observatlon during blood glucose manitoring, on
12/09/14 at 10:18 AM, ravealed LPN #1 placed
the blood glucose monlioring machine an the
medication cart In a slorage basket {which also
conlained lancets) afier the device was used on
Resident #4, Unsampled Resident A, Unsampled
Resident B, Unsamplad Resident C, and
Unsampled Resident D. LPN #1 failed to
clean/disinfect the blood glucose monitor
machine after each use per the facility's policy
and procedures. Further abservation revealed
LPN #1 did not perform hand hygiene (hand
washing or use of an alcohol based hand gel)
after removing her gloves after sha cblained
Resident #2's and #C's blocd glucese level,

Interview with LPN #1, on 12/09/14 at 10:42 AM,
revealed she was a new employee at the facility;
however, she had been a nurse for fourteen {14)
years. LPN #1 staled the facility's pollcy and
procedure was lo only clean the blood glucose
monitoring machine before she used it. However,
raview of the facllity's user gulde for the "Medline

observations monthly times 6 months to
the Quality Assurance
Committee[consisting of the Administrator
Director of Nursing, Dictary Manager,
Social Services Director, Activity Directot,
MDS Coordinator, Human Resources
Director, Plant Services Director, Medical
Records, Unit Managers, Staff
Development Coordinator and Admissions
Director] Meeting for review to develop
an action plan as indicated to ensure the
prevention/spread of infection in
maintained.

(X4} 1D D PROVIDER'S PLAN OF CORRECTION xa)
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DEFICIENCY)
Monitoring Measures To Mainatain On-
F 441 Continued From page 27 F 441 |poing Compliance;
|1] The Director of Nurses, the Assistant
Interview with CMA #1, an 12/10/14 at 3:40 PM, Dircctor of Nurscs, the Unit Managers or )
revoaled she should have been wearing gloves the Regional Resource Nurse will be
during the medicatlon pass on 12/08/14 whila responsible for the monitoring of the
administering the eye drops. She further stated medication administration observations, in
she left the lid to the eye drops on the madication regards to eye drop administration, and the
c?r:oadnhshauld not have 'ﬁg thac:id meﬂ' kSha cleaning of glucometers. The Director of
L1 2 WaS INVOLE SRCUT 208 2IMIStaNe. Nurses will bring the findings of the

2/5/15 |
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Continued From page 28

Professional 8lood Glucose Monitoring System”,
not dated, revealad the blcod glucose monitoring
sysilem should be disinfecled after use on each
patient, and may enly be used far lesting muitipls
patlanis when standard precautions and the
manufacturer's disinfaction procedures are
followed.

Continued interview with LPN #1, on 12/09/14 at
10:42 AM, stated the facility's policy and
procedure was to perform hand hygiena avary
third resident. However, review of the facility's
policy and procedure titled, "Infection Contral,
Handwashing” dated 01/27/11, revesled
handwashing should be done befora and after
caring for each resident and after handling
equipment thal was conlaminated. Additionatly,
she stated she should not have put the used
lancet and test strip in the garbage can in the
resident's rcom. Sha staled they should have
been disposed of in the sharps' container,

Interview with the Director of Nursing (DON), on
121014 at 5:20 PM, revealed it was her
expectation that the facility staff follow the
Centers for Disease Controi (CDC) guidelines,
the facility's policy and proceduras and o utlize
good judgament related to infection contral
praclices.

Interview with the Adminisiralor, on 12/10/14 at
8:00 PM, revealed it was her expectation the
facliity staff should know and follow the facility's
policies and procedures.

F 441

DEFICENCY)

2/5/15
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