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F 000 | INITIAL COMMENTS F Q00| SHC of Pikevills takes all allegations of abuse very 1/]3//4
sesiously, [t has a robust policy upon which all stadf
An abbreviated survey (KY21836, KY21839) was g,“m ;d;;mtﬁ;::; g(:i:gla:lm t;nIl f-'%ﬁmﬁw'
initiated on 06/1714. KY21839 was continually validate staff understanding of same.
unsubstantiated. KY21836 was substantiated Pikeville staff understands that it must serve as an abuse
and Immediate Jeopardy was identified on advocate et all times for cach and every resident we
06/18/14 and determined to exist on 06/12/14 at vﬁ“&ﬂﬂ?ﬂ%ﬁ?ﬁ“{ﬁ%ﬁ% .
42 CFR 483.20 Resident Assessment (F281 and peoperty) i suspeased, heard, scun, o slleged by any
| F282), 42 CFR 483.25 Quality of Care {(F332), staff member, resident, of family member, (i) to
and 42 CFR 463.75 Adminisiration (F490 and immediately protect the resident by ensuring the
F520) at a scope and severity of "J." resident's safety (this will include the remaval of tho
Substandard Quality of Care was identifled at 42 alleged pespetmtor from el care arces and if an
CFR 483.25 Quality of Care (F333). The faciilty ! syl syt A ekt
was nofified of the Immediate Jeopardy on mﬂﬁm?m afm alle ﬁ;ﬁ;ﬁ‘sm;::;’:"“
o6/18n4. and allegations of abuse will be reparted to OIG, APS
and Ombudsmen immediately, us well ua other
The facility admitted Resident #1 on 01/22/13. authorities as required by state law and/or a3 appropriaie
Review of the resident's medical record, The facility will also initiate a thorough investipation
Medication Administration Record (MAR), and and impose appropriate discipline, &5 warranted.
Comprehansive Care Plan {(updated May 2014) As outlined further below, recent training to all staff on
revealed Resident #1 had a drug allergy ta Pikeville's abuse pelicy and procedure was performed
Bactrim (antibiotic). Howaver, interviews and and included examples of items that are state reportable;
review of documentation on the facility's g&?ﬂ?ﬁbﬁ:ﬂﬁg ;:.h:: persons being
Bt o o 114 st i ey e
: g statements of any kind indicating or describing such
prescribed B0 milligrams (mg) of Bacirim for | conduct —~ regardless of whether such conduct maybe re-
Resident#1 and requasted the medication be { defined, interpreted, or clarified by a resident as
administered two times a day. Continued not meant to be intentional or sbusive, injuries of
interviews and review of documentation revealed uninown origia, withholding or taking of resident
the facility's Assistant Director of Nursing (ADON) belongings, (if) cesident Lo resident aftercations (vesbal
#1 transcribed the Bactrim order for Resident #1 +or physical), (i) misappropriation, sud/or (iv) any °'h3
resident exploitation of any kind. 1t also made clear th
onto the resident's MAR. Registered Nurse (RN) allegations of abuse ere NOT to bo handled, reparted,
#1 cbtained the Bactrim from the facility's processed through the facility's grievance system ever;
Emergency Drug Kit (EDK) and instructad all must be processed and reported to the state as
Kentucky Medication Aide (KMA) #1 to administer outlined above. Finally, all department heads will be
the medication. KMA #1 administered the e o bor i conduct & horough ivestigation and
Bactrim {o Resident #1. [nterviews with ARNP » WheTE amRmied.
#1, ADON #1, RN #1, and KMA #1 revealed they
had failed to determine the rasidant's drug
LABORATORY DIRECTOR'S G PROVIDER/SUPRMEREPRESENTATIVE'S SIGNATURE TnE s om%
ChigF D 1)1y
Any deficlancy slateme if i atinsk (7} danolas a deficlency which the institution may be excused from correcting providing it Is determined that
other safeguards providk sufftlant profectionto the patients . (Ses Instructions.) Except for nursing homas, the findings statad sbove are distiosabla 80 daya
{ollowing the date of survey {an of correction is provided. For nursing homes, the above findings and plans of comraction ara disclosable 14

days following the date thesa documents are
program particlpation.

de availabla to the facility. if deficlencies are citad, an approved plan of comaction is requisits to continued
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F 281 (i
F D00 | Continuad From page 1 F 000 7{ / 3/ Y
allargles bafore ardering, obtaining, and L. Administrator and DON were notified of the
administering the medication. medication esror on 6/12/14 by Cherge nurse)
Staff members were all suspended on 6/12/14
An acceplable Allegation of Compliance was ta include the NP, South wing ADON,
. Charge nurse, and KMA. All 4 staff member]
received on 08/24/14, which alleged removal of were disciplined, to include, NP, South wing]
the Immediate Jeopardy on 06/25/14. An ADON and Charge murse were terminated
extanded survey was conducted on 08/25/14. and the KMA was allowed to return to work
The State Survey Agency determined the %ﬁdm egl"omigyﬂinsigg?mplmd
ind athorough invi on ot
Immediate Jeopardy was removad an 06!25114,_ &1214. DON o segulatory sgency
prior to exit, which lowared the scope and sevarity on 61214 to m' m“ nmm e/fedecal guidelines tg
1o "D" at 42 CFR 483.20 Resident Assessment EnSUre reporting requirements wers met. Thel
(F281 and F2682), 42 CFR 483.25 Quality of Care Physicien for Resident #1 was notified,
(F333), and 42 CFR 483.75 Administration (F490 6/12/14, upon idmli_ﬁgution of medication
and F520) while the facility monitors the ;rI:Brin‘:lahfd to adu:ns:ast&a:ion of Bmm:dn;n
. yaician instructe nsse3s oS
:g:udri::;ssaad?:ﬁzilamic changes and quality and maonitor resident for any signs and
: symptoms of allergic reaction. Resident was
assessed by charge nurse on 6/12/14 for any
In addition, the facllity remaing out of compliance signs and symptoms of reaction, none were
relaled o deficiencies cited on the 08/D4/14 noled. Resident has 8 BIMS score of 14 end
survey as follows: scope and severity of "D" at 42 was notificd of medication error along with
CFR 483.13 Resident Behavior and Facility e e e L L
Practi F225 and F225) and “D" at 42 CFR 2. All other residents weve assessed, skin
raclices (F225 an ) and *D" at 42 CI were completed on 6/12/14 by DON, North
483.75 Administration (F490 and F520) while the wing ADON, [nterim South wing ADON,
facility monitors the effectiveness of systemic MDS Coordinator ar SDC on residents with o
changes and quality assuranca activities. - BIM score Jess than 8 for any signs o
F 281 | 483.20{k)(3)(i)) SERVICES PROVIDED MEET F 281 symptoms of allergic reaction. None were
ss=1 Pnoz:-‘égélglr{mf gTAN%ARDS e
6/12/14 by the Social Services Director and
. Chaplain for residents with a BIMS score
Tha saervices provided or arranged by the facility above 8 regarding their knowledge of any
- musE meet proféssional standards of quality. medications they received which they had
alflergies. None were identified,
Staff were interviewed by the DON, North
- | This REQUIREMENT is not met as evidenced wing ADON, FFN, SDC, MDS or regional gn
by: 6/12/14 for eoy knowledge of these 4
Based on interview, record review, review of the mduf:dn‘n!s !mnsc-ﬁbmg or edministering any
| facility's investigation, and reviaw of the facility's medication in which  resideat had an ilergy.
policies, "Medication Administration” and g‘:ﬁm;xﬂ:' M:e;ﬁ:":‘“ :t:!t:kw
"Med| Orderl d Recsiving fro by includt, liergy sticcer om
edlcation Ordering and Receiving from outside of chart ce sheet, care pans,
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four (4) sampled residents (Resident #1).
Interviews and review of docurmentation on the
facility's investigation ravealed on 08/12/14,
Advanced Registerad Nurse Practitioner (ARNF)
#1 preseribed 800 milligrams {mg) of Bactrim to
be administered fo Resident #1 two (2) times a
day. Continued Interviews and review of
documentation revealed Assistant Director of
Nursing (ADON) #1 transcribed the Bactrim order
for Resident #1 onto the resident's Medication
Administration Record (MAR). Registered Nurse
{RN) #1 obtained the Bactrim from tha facility's
Emergency Drug Kit (EDK) and instructed KMA
#1 to administer the medication; Kentucky
Medication Aida (KMA) #1 administered Bactrim .
{antibiotic) to Resident #1.

Howaever, review of documeantation on Resident
#1's medical record binder, the MAR, and care
plan ravealed facility staff had previously
identified that Rasident #1 had a drug allergy fo
Bacfrim. Interviews with ARNP #1, ADON #1, RN
#1, and KMA #1 ravealed they had failed to
determine the resident's drug allergies bafore
ordering, obtaining, and administering the
medication. "

The facility's failure to ensure services provided
by the facility met professional standards of
quality related to medication administration
caused, or was likely to cause, serious injury,
herm, impeiment, or death to residenis in the
facility. Immediate Jeopardy with Substandard
Quality of Care wes determined to exist on
06/12/14 at 42 CFR 483.20 Rasident Assassment
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MARs along with physician/NP orders since
F 281 Continued From page 2 F 281 5/1/14 for any new medication orders vs
Pharmmacy Provider,” it was determinad the facility resident allergies by the Divector of Nursing,
fafled to ensure services provided by tha facility Assistant Director of Nursing, Staff
met professional standards of quality of care Development Coordinator MDS
related to medication administration for ona (1) of Coordinators, Social Services Director,

Admissions/Marketing or Regional Nurse
Consultant by 6/13/14 for afl residents to
ensure allergies arc approprialely identified
and oo medications were ordered andfor
administered that 4 resident was allergic. No
concems were identificd,

3.  Education for all staff, to ensure services are
provided according o accepted practice of
clinical standardy, was initiated on 6/12/14 by
the Staff Development Coordinator, DirecinrJ
of Nursing, North Wing Assistant Director o
Nurving/interim South Wing Assistant
Director of Nursing or the Nurse Consultant
regarding the abuse/neglect policy and
appropriate reporting of neglect 10 include
sigmificant medication errors, care plans in
regands to following care plans and deliverin,
care as outline in the care plan, emergency j
medication kit to include phanmzist approv
and allesgy verification prior to med removal,
medication administration to include the
responsibilities and expectations of tho nurse
in pulling the medications and delivering the
medications while adhering to the § rights to
mest professional standards requirements,
Quality Assurance Performance Improvem
process to include teporting of concerns to
the Administrator and line staff participalion
in development of QAP plans, Staff wili no
be permitted to work prior to receiving the
education snid passing post-test with 100%.
Education regarding the abuse/neglect policy]
and appropriate reponing of neglect to
include significant medication errors, care
plans in regards to following care plans end
delivering care as outline in the care plan,
emergency medicing kits to include
phannacist approval and allergy verification
prior to med removal, medication
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and expectations of the nurse in pulling the
F 281 | Continued From page 3 F 281

{F281 and F282), 42 CFR 483.25 Quality of Care
{F333), and, 42 CFR 483.75 Administration (F450
and F520) at a scope and sevarity of "J."
Substandard Quality of Care was identifled at 42
CFR 483.25 Quality of Care (F333). The fagility
was notified of the Immediate Jecpardy oh
061814,

An accaeptable Allagation of Compliance was
received on 06/24/14, which alleged removal of
the Immediate Jeopardy on 06/25/14. The State
Survey Agency determined the Immediata
Jeopardy was removed on 08/25/14, prior fo exil,
which lowered the scope and severity to "D" at 42
CFR 483.20 Resident Assessment (F281 and
F282), 42 CFR 483.25 Quality of Care (F333),
and 42 CFR 483.75 Administration (F490 and
F520}) while the facility monitors the effectiveness
of systemic changes and quality assurance
activities.

The findings include:

According fo the facility's policy titted, “Medication
Ordering and Receiving from Phanmacy
Provider," dated September 2010, revealed staff
was to verify and review the prascriber’s orders
for appropriateness and to check the resident's
allergies prior to obtaining the medication (i.e.,
the facility's Emergency Drug Kit). ™

Review of the facility's policy titled, "Medication
Administration,” datad December 2010, revealed
staff was required to verify the resident was not
allergic to the medication before administering
any antibiotic for the first time.

Review of Lippincott's Mursing Center
recommendations, dated 05/27/11, revealed there

medications and delivering the medications to)
meet professional standards requirements
along with monitored medication pass with
questionnaire, the Quality Assurance
Performance Improvement process to include
reporting of concems to the Administrator
and line staff participation in development of
QAP plan will be included in orientation for
all new nurses hired after 612114,

Education was pravided by the Regionat
Nurse Consultant on 6/12/14 for the
Administrator, Director of Nursing, North
Wing Assistant Direetor of Nursing/interim
South Wing Assistant Director of Nursing,
Staff Development Coordinator, Quality of
Life Director, Social Services Director, Plant
Operations Director, Chaplain, Medical
Records Cocrdinator, Dietary Manager and
Admissions Director regarding the Quality
Assurance Process and appropriate methods
of identification of concems including
significant medication etrors, failure to report]
neglect, auditing pharmacy services, care
plans, and professional services,

A follow-up questionnaire will be completed
by the Adminisieator, Director of Nursing,
North Wing Assistant Director of
Nimsing/finterim South Wing Assistant
Dircctor of Nursing, MDS Cocrdinater,
Social Services Director, Quality of Life
Director, Dietary Manager, Plant Operations
Director, or the Environmental Services
Manager for § different staff members daily,
starting an 6/25/14, for 4 weeks, to ensure
continued understanding regarding the
abuse/neglect policy and procedure, then QA
commitice will evaluate and determine need
of engoing frequency.

Phamerica is praviding field consultants on
site, starting on 6/16/14 for 2 days per week
for 4 weeks to provide firgher
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were eight rights of medication administration.
Continued review of the recommendations
revealed before administering medications,
licensed staff should ensure it is the right
medication and the right dose being administerad
to the right patlent, via the right route and at the
right ime. Continued review of the
recommendations revealed licansed staff should
confirm rationale for the ordered medications,
and document administration of medications,
after the madication has been administered.
According to the recommendations, licensed staff
should ensure medications had the desired effect
for the patient receiving the medication.

Record review revealed the facllity admitted
Resident #1 on 01/22/13. Review of tha
Quarterdy Minimum Data Set Assessment (MDS)
dated 05/21/14, revesled Resident #1 had a Brief
Intarview for Mental Status (BIMS) score of 15,
which indicated the resident's cognition was
Intact. Raviaw of the resident's medical racord,
the Medication Administration Record (MAR), and
carae plan {updated May 2014} revealed facility
staff had identified and documenied the resident's
allergy to Bactrim {(an antibiotic).

Review of Physician Orders in Resident #1's
medical record dated 06/12/14, revealed ARNP
#1 prescribed 800 mg of Bactrim twa times a day.
Continued review of the medical record revealed
facility staff documented on the MAR that the
Bactrim was administered on 06/12/14 at 12:00
PM.

Review of the investigative report dated 06/12/14,
revealed the pharmacy received the medication
order on 06/12/14 at approximately 3:30 PM, and
contacted the facility approximately three hours

determine the need of ongoing frequency
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administration, to include delivery of
F 281 | Continued From page 4 F 281 edications and validation of allergies to

meet professional standards, All nurses wifl
compleie a med pass with a pharmerica field
consultent, QA committes will evaluate and
determine need of ongoing services required J
from phannerica field consultant a1 the end o
2 weeks.

Facility obtained a contract, an 6/16/14, with
an external, independent clinical consultant i
provide services 2 days per week, on site.
This external, independent clinical consultant
will provide clinical oversight of process end
procedures to validate that professional
standands asc being met until immediacy is
removed then QA committes will evaluate
and determine need on ongoing services
required trom external, independent clinical
consultant.

Upon receiving a new medication order, all
new medication orders will b reconciled
with resident listed allergies by two nurses,
then pharmacy will be contacted ta reconcile
new medication with residents listed allergies
at pharmerica, then new medication order
will be signed off by seme two nurses on the
physician order validating reconciliation of
new medication to listed allergies in chart
with pharmerica. Nurse receiving the new
medication order will transcribe the order to
the MAR and a second nurse will co-sign
validating compliance. DON, North wing
ADON, Interim South wing ADON, SDC or
Regional Nurse Consultant will review daily
the above process for compliance to ensure
the resident do not have an identificd allergy
to the new medication. This process of
validstion will continue daily, starting on
6/25/14, for 4 weeks, then deily (M-F) for 4
weeks. Findings will be presented end
reviewed weekly in the QA meeting to
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All new medication orders will be andited
F 281 | Continued From page 5 F 281 and logged an the administrative nursing

after they received the order. The pharmacy
informed the facility the resident was allergic to
the Bactrim and not to administer the medication.
Howevar, during the facility's investigation, it was
determined RN #1 had obtained the Bactim from
the facility's Emergency Drug Kit (EDK) prior to
the pharmacy contacting the facility.

ARNP #1 confirmed in interview conducted on
06/17/14 at 1:56 PM she had prescribed Bactrim
(an antibiotic medication) for Resident #1 and
failed to review tha resident's list of allergies on
08/12/14. In addition, ADON #1 acknowladged in
interview conducted on 06/17/14 at 1:30 PM that
he had transcribed the order for Bactrim onto
Resident #1's MAR and failed to verify the
resident's medication allergies o 06/12/14.

RN #1 acknowledged in interview conducted on
06/17/14 at 150 PM that she "assumed" ADON
#1 had verified the resident's allergies, and
therefore she obtained the Bactrim from the EDK
on 06/12/14 and instructed KMA #1 o administer
the medication to Resident #1. RN #1 stated she
failed to verify the resident’s medication allergias
prior to obtaining the medication and instructing
KMA #1 to administer the medication.

KMA #1 stated in interview on 08/17/14 at 1:00
PM that RN #1 had Instriscted her'to administér
the Bactrim to Resident #1 on 06/12/14 and,
because sha “assumed" that RN #1 had verified
the resident's allergies, she administered the
medication and did not review the resident’s
allergies herself.

Intarviews with ADON #1, RN #1, and KMA #1 on
06/17/14 revesaled they had been trained to verify
allergies before obtaining and/or administering

monitoring form by the DON, North wing
ADON, Interim South wing ADON, SDC,
FEN, MDS Coordinetor, or Regional Nurse
Consultant daily, starting on 6725/14 for 4
weeks then daily (M-F) for 4 wecks, to
ensure af] new medications orders have been
signed. off by two nurses, pharmacist has been
conacled to verify allergies and two nurses
have signed off on the transcription of new
medication to MAR prior to new medication
administration to the resident. Additionaily,
regional nurse cansuftant, special projects
administrator, V.P. of Operations, Chief
Nursing Executive or Chicd Operating
Officer will audit all new orders twice weekly
for 4 weeks, starting on 6/25/14, o ensure
compliance with the process and then weekly
for 4 weeks. Findings will be reported durin
weekly QA for recommendations and furth
foltow-up as indicated and to determine
ongping frequency of monitoring.
Education was provided for Licensed Nursin,
Staff by the Staff Development Coordinator,
ar tho Regional Nurse Consultant regarding
the above stated plan on 6/12/14. Licensed
Nursing Staff will not be allowed to work
prior to receiving the above stated education.
Medication pess audits were completed by
the Director of Nursing, North Wing
- Assistant Director of Nursing/interim South
Wing Assistant Director of Nursing, Staff
Development Coordinator, MDS
Cocrdinator, FFN or Regional Nurse
Consultant for all nurses and Certificd
Medication Technicians wodking on 6/12/14
to ensure proper medication administration
technique, proper identification of allergies,
professional standards are being met and carg
plans are being foflowed. Medication pass
ity w DE,

FORM CMS-2587(t12-89) Previous Varsions Oteoirie

Event ID:XVER11

gudits were completed by ADONs, §
Facity 0. 100367Regional Nurse ConsultantrenRisemisiomest Page 8 of 118



DEPARTMENT OF HEALTHAND HUMAN SERVICES

PRINTED:

071712014

FORM AFFPROVED

medications to residents but failed to do so.

Interview with the Director of Nursing (DON) on
06/18/14 at 11:30 AM revealed staff was required
to review/verify a resident’s medication allergy
when new medication orders were
obtained/received and before they administerad
the medicatlon to a resident. The DON
acknowledged staff had administered Bactrim to
Resident #1 on 06/12/14. According to the DON,
staff failed to review Resident's #1's list of
identified allergias on 06/12/14 before they
prescribed, obtained, and administerad the
Bactrim. The DON acknowledged it was a
standard of practica to verify the list of the
rasident's allergies before administering
medications.

The Administrator also acknowledged in interview
on 06/18/14 at 4:00 PM that it wes a standard of *
practice to verify the list of the resident's allergies
befare administering medications. He conlinued
to state staff was requlred to verify medication
allergies before administaring medications and
failed to do so when they administered the
Bactrim to Resident #1 on-06/12/14.

“The facility provided an acceptable Allegation of
Complianca (AOC) on 06/24/14. The facllity
implernented tha following actiont to remave the
Immediate Jeopardy:

~The Administrator and Director of Nursing
(DON) wera notified of the medication error on
06/12/14 by Registered Nurse (RN) #1.
Advanced Registered Nurse Practitionar (ARNP)
#1, Assistant Director of Nursing (ADON) #1, RN
#1, and Kentucky Medication Aide (KMA) #1,
were zll suspendad on 06/12/14, pending results

medication technicians during their initial
medication pass by 7/4/14. During the
medication pass sudit, a questionnaire will bq
completed by the Director of Nursing, North
Wing Assistant Director of Numsing/interim
South Wing Assistant Director of Nursing,
FFN, MDS Coordinator, Staff Development
Coardingtor, or Regional Nurse Consultant 13
ensure their knowledge of where to review
for allerpics prior o the sdministration of
medication.

After all nurses have completed & medication
pass audit, the DON, ADONs, SDC, FEN,
MDS or Regional Nurse Consultant will
conduct a medication pass audit with 1
different nurse cach day covering different
shifts weelly for 4 wecks, starting on
6/25/14, 1o ensure ongoing proper medication
administration technique, proper
identification of allergies, professional
standards are being met and care plans are
being followed, then 2 different nurses on
different shifts per week will complete a
medication pass sudit for 4 weeks, then QA
‘committee will cvaluate and determine the
frequency of ongoing medication pass audits}
Administrative oversight of the facility will
be completed by the Special Projects
Administrator, regional nurse consultant, the)
Regional Vice President of Operations, Chief
Nursing Executive or the Chief Operating
Officer weekly for 4 weeks, starting on
6/25/14, then monthly.

Prior to hire, amy new MD, PA or NP will
receive education/training on the QAP plan
alang with appropriate identification of
resident allergies ptior to new medication
prescribing.

A Quality Assurance meeling was held on
6/12/14 with the Medical Director for furthe
recommendations regarding the plan for 1
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investigation on 06/12114. The DON reported the
medication administration arror that occurred on
06/12/14 to the regulatory agency on 06/12/14 to
mael state/federal guidelines to ensurs reporting
reguirements were met. The Physician for
Resident #1 was notified upon identification of the
medication error related to administration of
Bactrim on 06/1214. The Physiclan instructed
facility staff to assess Resident #1 and maonitor
him/her for any signs and symptoms of allergic
reaction. Resident#1 was assessed by facility
staff on 06/12/14 for any signs and symptoms of
reaction, no concems were identified. Resident
#1, who has a Brief Intarview for Mental Status
(BIMS) scare of 14 was natified of the medication
error along with the resident's Power of Attorney
(POA) on 08/12/14 by facility staff.

—Based on the conclusion the investigation, staff
members/ihe contract consuttant involved was
diaciplined as below: .

-ARNP #1, ADON #1, and RN #1's employment
was terminated from the facility.

-KMA #1 received coaching/counseling,
completed with restriclions that the KMA received
1:1 training by the Staff Development Cacrdinator

| (SDC} to address medication administration,

specifically not giving medications that she doas
not pull herself, checking for allergles, and
providing care as cutlined in the cara plan in
ralation to medication administration.
Furthermore, KMA #1 had to complete a
medication pass with a pharmacy field consuitant
prior to passing any medications upon retum to
work. She will also complete a weekly

madication pass with the Staff Development
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identification of resident allergies. Al
primary physicians, along with covering
physicians were provided with
educationftraining on the QAPI plan along
with appropriate identification of resident
sallcrgies prior to new medication prescsibing|
on 6/24/14 by Regional Nurse Consultant or
Director of Nursing. A Quality Assurance
meeting will be held weekly for 4 weeks,
then monthly for recommendations and
further follow up regarding the abovo stated
plan,

Education was provided on 6/24/14 to all
phiysicians by the Regional Nurse Consultant]
along with a letter, containing the above
stated QAPI plan and education/training was
scot out on 6/24/14 to each of the physicians
by the facifities Medical Director, Dr. M
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Coordinator far ongoing continued
education/compliance for four weeks. (The
facility determined, after reviewing the KMA's
33-yaar history with the facllity as a KMA and
having excaeplional evaluations and no
coaching/counseling during her years of service,
that with appropriate education and training she
should be allowad to return to work.)

~Facility staff was interviewed by the DON,
ADONSs, Facility Formulary Nurse (FFN), SDC,
Minimum Data Set (MDS) Coordinator, and
Reglonal Nurse Consultant on 08/12/14 for any
knowledge of these four individuals transcribing
or administesing any medication in which a
resident had an allergy.

~-Intervisws wera completed on 06/12/14, with
residents which were assessed to have a BIMS
score of 8 or greater, by the Social Services
Director and Chaplain regarding their knowledge
of any medications they wera allergic to and may
have racaived. No concemns were identifled.

—Skin assessments were completed on 068/12/14
by the DON, ADON, MDS Coordinator, or SDC
on all residents with a BIMS score less than 8, for
any signs or symptoms of allergic reaction. No
concerns were identified.

~All {achity residents’ charis were audited, which
validated allergy slickars were on the outside of
the resident’s chart, face sheet, and cara plans.
The residents' Medication Administration Recards
(MARs) and Treatment Administration Records
(TARs} and the allergy shestin front of the MARS,
along with the Physician and Nurse Practitioner's
{NP's} orders since 05/01/14 were audited, for
any new madication orders versus rasident
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allergies. These audils wera conducted by
06/13/14, by the Director of Nursing, Assistant
Director of Nursing, Staff Development
Coordinator, the MDS Coordinators, Social
Services Direclor, Admissions/Marketing or
Regional Nurse Censultant to ensure allergles
had been appropriately Identified and no
medications were ordered and/or administerad
that were listed as an allergy for a resident. No
concems were identified.

~Education for facility staff was initiated on
06/12/14 by the SDC, DON, ADONSs, or the Nurse
Consultant regarding the abuse/naglect policy
and appropriate reporting of neglect. The
education alse included information related to
significant medication errors, ¢are plans in
regards to following care plans and dalivering
cara as oullined in the care plan, emergency
medication kit to include pharmacist approval and
allergy verification prior to med removal.
Education provided also included medication
administration related to the responsibilities and
axpactations of the nurse related to how the
medications wera obtained and delivered lo maet
professional standards requirements. Staff will
be monitored during medication pass and will
complete questionnaires from training recsived.
Staff was also trained related to the Quality
Assurance Performance Improvement process
which included reporting of concems to the
Administrator and line staff participation in
development of Quality Assurance Parformance
Improvement (QAP1) plans. Staff will not be
permitted to work prior to receiving the education
and passing a post-tast with a score of 100
percent. All new licensed nurses hired aflar
06M12/14 will receive the above training.

F 281
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~Follow-up questionnaires will be completed by
the Administrator, DON, ADON, MDS
Coordinator, Social Services Director, Quality of
Life Direclor, Dietary Manager, Plant Operations
Director, or the Environmental Services Manager
for five different staff members daily until removal
of the immediacy of the Jeopardy. After the
immediacy has been removed the questionnaires
will be conducted weekly for two weeks, to ensure
continued undarstanding regarding the
abuse/neglect policy and procedure, and then the
Quality Assurance (QA) Committes will evaluate
and determine need of ongoing frequency.

—Pharmerica is providing field consultants
on-site, starting on 06/16/14 for two days per
waek for two weeks to provide furlher
education/training on madication administration.
The education will include delivery of medications
and validation of allargies to meet professional
standards. All nurses will complete a med pass
with a Pharmerica field consuliant. The QA
Committes will evaluata and determine the need
for services required from the pharmacy field
consultant at the end of two weeks.

—The facility obtained a contract on 08/16/14 with
an external indspendent clinical consultant to
provide services two days per week on-site. This
extemnel Independent clinical consultant will
provide clinical oversight of process and
procecures fo validate that professional
standards are being met until the immediacy is
removed. After the immediacy is removed, the
QA Committes will evaluate and determine the
need for ongoing services required from the
aexternal independent clinical consultant.

—~Upon receiving a new medication order, all new

F 281
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medication orders will be reconclled with the
resident’s listed allergies by two nurses. The
phamacy will then be contacted to reconcile the
new medication with the resident's listed allergias
and new medication orders will be signed off by
the same two nurses on the Physician Order
validating the reconclliation of the new medication
to the listed allergies. The nurse receiving the
new medication orcer will transcribe the order to
the MAR and a second nurse will co-sign
validating compliance. Prior to administration of
newly ordered medicafions for any resident, the
DON, ADQNSs, SDC or Regional Nurse
Consultant will review the above process with the
Charge Nurse or cerfified medication techniclan
to delermine compliance to ensure the resident
doeen't have an allergy to the medication. This
validation process will continue until the
immadiacy is removed, then daily review for
compliance with the above process will continue
for four weeks. The findings will be reviewed
weekly in the OA meeting o determine the need
of the ongolng frequency with new medication
monitoring.

—Education was provided on 06/12/14, far
ticensed Nursing Staff by the SOC or the
Regional Nurse Consultant regarding the abova
statad plan. Licensed Nursing Staff which was
not trained on 06/12/14 will not be permitied to
work until the above stated education has been
received.

—All new medication orders were audited and
logged onto the administrative nursing monitoring
form by the DON, ADONs, SDC, FFN, MDS
Coordinator, or Regional Nurse Consultant (three
reglonal nurse consultants have been on-site for
24-hour coverage to ensure all new medicafion
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orders have gone through the process outlined
helow, sinca the incident which occurmed on
06/12/14) every shift {(during night shift the
Charge Nurse s to call the designated
Administrative Nurse or the Regional Nurse
Cansultant with alt new medications) to ensure all
new madications orders have been signed off by
two nurses. Audits have also included ensuring
the pharmacist had been contacted to verify
allergles and two nurses have signed off on the
transcription of the new medication to the MAR
prior to the new medication being administered to
the resident. In Addition, tha Regional Nurse
Consultant, the Special Projects Administrator,
Vice President of Operations (VPQ), Chief
Nursing Executiva (CNE), ar Chisf Operating
Officar {(COO} will audit all new orders daily io
ensure compliance with the process starting on
06/13/14; this process will be continued until the
immediacy has been removed, When the
immediacy has been removed audits will be
conducted twice weekly for four weeks, and at
that time the QA Committee will evaluate the
need for the confinued frequency of menitoring.

--The Director of Nursing will conduct daily
raviaws of the above log shest for compliance.
The Regional Nursa Consultanis will validate
complianca with the above process daily and the
COO0, CNE, VPO, or Special Projects
Administrator will validate compliance with the
above procass twice waskly until the removal of
the immediacy of the .Jeopardy. When the
immediacy has been remaved, then tha DON or
ADONSs will review daily for four weeks; the
Regional Nurse Consultant will roview thrae times
a week for four weeks, and the COO, CNE, VPO,
or Special Projects Administrator will review
weekly for four weeks to ensure that compliance

Fag
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is maintained. The findings will be reported
weekly to QA for recommandations and further
follow-up as indicated and to delermine ongoing
frequency of monitoring.

—Medication pass audits were complaied by the
Director of Nursing, Assistant Directors of
Nursing, Staff Development Coordinator, MDS
Coordinator, FFN, or Regional Nurse Consultant
for all nurses and KMASs who had worked on
06/12/14 10 ensure proper medication
administration technique, proper Identification of
allergies, that professional standards were being
met, and that care plans wam being followed,
Further medication pass audits wera completed
for all nurses and KMAs during their initial
medication pass by 08/17/14 except four PRN
nurses. Certified letters have been mailed to the
four PRN licensed nurses fo Inform them they
would not be penmitted o work until a medication
pass audit was completed with ihe ADONS or
SDC. During the medication pass audit, a
questionnaira will be complstad by the DON,
ADON, FFN, MDS Coondinator, SDC, or Regional
Nurse Consultant to ensure their knowledge of
where to review for allergies prior to the
administration of the medication.

—When all nurses have completed a medication
pass audit, the DON, ADONs, SDC, FFN, MDS
Coordinator, or Reglonal Nurse Consultant will
canduct a medication pass audit with two nurses
per day (one nurge per nursing unit) to ensure
ongoing proper madication administration
technique, proper identification of allergies, that
professional standards are being met, and that
care plans are being followed until the immediacy
has been removed. When the immediacy has
been removed, one nurse per day will complete a
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medication pass audit for two weeks, and then
the QA Committes will avaluate and determine
tha frequency of ongoing medication pass audits.

—Adminisirative oversight of the facility was
completed by the Special Projects Administrator,
Regional Nurse Consultant, the Regional Vice
Prasident of Operations, Chisf Nursing Executive,
or the Chief Operating Officer daily until removal
of the immediacy. After tha removal of the
Immediacy, the oversight will continue weekly for
four wesks, then monthly.

~Education was providad by the Regional Nurse
Consultant on 06/12/14 for the Administrator,
DON, ADON, SDC, Quality of Life Director, Social
Sarvices Director, Plant Operations Director,
Chaplain, Medical Records Coordinator, Dietary
Manager, and Admissions Director regarding the
Quality Assurance Pracess and appropriate
methods of identification of concerns including
significant medication errors, failure to report
neglect, auditing pharmacy services, care plans,
and professional sarvicas.

~A Quality Assurance meeting was held on
06/12/14 with the Medical Diractor for further
recommendations ragarding the plan for removal
of Jeopardy. The Medical Director was involved
with creation and approval of the current plan to
address the identified areas of concarn in regards
to appropriate identification of resident allergles.
All primary physicians, along with covering
physicians, ware provided with education/training
along with a letter which detalled the facility's
QAP plan, along with appropriate identification of
resident allergies prior to new medication
prescribing on 06/24/14 by the Regional Nurse
Consultant or DON. A Quality Assurance meeting

F 281
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will be held weekly for foir wetks, than menthly
for cecommendations and further follow-up
regarding the above statad plan.

*"*Thae surveyors validated the Immediata
Jeopardy was removed as follows:

—~Intarviews conducted with the Administrator and
tha Director of Nursing {OON) on 06/25/14
revealed Regisiered Nurse (RN} #1 nofified them
of the medication error that occurred on 06/12/14
when facility staff had prescribed, obtained, and
administered a medication to Resident #1 that
had previously been identifled as a medication
allergy for the resident. Further interviews and
review of the facliity's investigation confirmed staff
members involved with the incidant (ARNP #1,
ADON #1, RN #1, and KMA #1) were all
suspended on 08/12/14, pending rasults of the
investigation. Resident #1's physiclan was
notifiled, and new orders wera raceived and
Implemented on 06/12/14, when the medication
ermror was identified by facility staff. Continued
review of the investigation revealed Resident #1
was assessed by facility staff on 08/12/14 for any
signs and symptoms of reaction and no concerns
waere identified. Continued raview of the
invaestigation revealed Resident #1, who has a
BIMS score of 14 was notified, along with the
resident's Power of Attorney (POA), of the
medication error that occurred on 06/12/14,

—Interviews with facility staff and review of the
facility’s investigation on 06/25/14 revealed the
following actions ware taken, as a result of the
facility's investigation findings: ARNP #1, ADON
#1, and RN #1's employment was terminated
from the facility. KMA#1 recelved
coaching/counseling and 1:1 lraining by the Staff
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Development Cocrdinator (SDC) which
addressed medicatlon administration, specifically
not giving medications that she did not pull
herself, checking for resident allargies, and
providing care as outlined in the care plan in
relation to medication administration. Continued
interview and a raview of the Investigation
confimed KMA #1 had complsted a medication
pass with the facility's Pharmacy Consultant prior
to administering any further medications to facility
residents. Further interviews revaaled KMA #1
would also complete a weekly medication pass
with the SDC for ongoing confinued
education/compliance for four weeks. The
facility's investigation findings revealed thay had
determined, afier reviewing the KMA's 33-year
work history with the facility, and having
exceptional evaluations and no previous
disciplinary actions, with appropriate education
and training sha should be allowed to return to
work.

—Interviews with staif and further review of the
facility's investigation on 06/25/14 revealed the
tacility staff was interviewed by the DON, ADONSs,
FFN, SDC, MDS Coordinator, or Regional Nurse
Consultant on 06/12/14 for any knowledge of the
four individuals identified In the incident
transcribing or administering any medication
which had been listed as an allergy for any other
resident.

~Interviews and reviaw of the facility's
investigation conductad on 06/25/14 ravealed
residents who were assessed to have a BIMS
score of B or greater were inlerviewed on
06/12114, by the Social Services Director and
Chaplain to determine if medications they had an
allergy to had been administered to them while in
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the facility. The investigation further revealed no
concems were [dentified.

—~Interview with the DON and review of the
facility's investigation on 06/25/114 confirmed skin
assessments were conducted to ensure ho
allergic reactions had occurred on all facility
residents with a BIMS score of 8 or below on
06/1214.

~Review of facility audits and Interviews with staff
on 06/25/14 revealed all facllity residents’ charts
were audited and staff validated allergy stickers
were on the outside of the residenls’ charis, face
sheets, and care pfans. Further reviews and
interviews with staff conducted on 06/25/14
revealed the residents' Medication Administration
Records {(MARSs) and Treatment Administration
Records {TARs), allargy sheets located In front of
the residents' MARS, along with physiclan orders
obtained since 05/01/14 were audited to ensure
the residents’ allergies had been varified when
new orders had been received. Continued review
confimed audits wers conducted by 06/13/14, by
tha DON, ADON, SOC, MDS Coordinatars, Social
Services Director, Admissions/Marketing, or
Reglonal Nurse Consultant. Interviews
conducted on 06/25/14 revealed audits were
conducled to ensure allergies had been
appropriately identified and no medications were
ordered and/or administered that were listed as
an allergy for a resident, with no concerns
identified.

A review of staff education provided by the
facility, initiated on 06/12/14, confimed the SDC,
DON, ADONs, or the Nurse Consultant instructad
staff about the facility’s abuse/neglect policy and
appropriate reperting of neglect. The education
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reviaw conducted on 06/25/14 also revealed
information was included related to significant
medication errors, implementation of care plans,
emerngency medication kit to inciude pharmacist
approval, and allergy verification prior to
medication removal. Continued raview of the
educatlon provided to facility staff also included
medication administration and the responsibilities
and expactations of the nurse on how the
medications were cbtained and deliverad to meat
professional standards requirements. Interviews
conducted wilh facility staff on 06/25/14
confirmed staff was monitored during medication
pass and had been required to complete
questionnaires related to the training they
raceived. KMA #1 stated in intarview on 06/25/14
that she received training related to the Quality
Assurance Performanca Improvement (QAPI)
process which included reporting of concarns to
the Administrator and line staff participation in
development of QAP plans. Interview with the
Regional Nurse Consultant and the DON on
06/25/14 revealed staff was not parmitted to work
until they ware educated and completed a
post-test with a score of 100 percent. Interview
with the DON on 08/25/14 ravealed all new
licensed nurses hired after 06/12/14 will receive
the above training during thelr orientation.

—Intarviews with the Regional Nurse Consultant
on 06/25/14 confirmed follow-up questionnairas
were compieted by the Adminisirator, DON,
ADON, MDS Coordinator, Social Services
Director, Quality of Life Director, Dietary
Manager, Plant Operations Diractor, or the
Environmental Services Manager for five different
staff members daily. The Nurse Consultant
further stated after the immediacy had been
removed the questionnaires would be conducted
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waekly for two waeks to ensure continued
understanding regarding the abuse/neglect policy
and procedure, and the QA Committee would
evaluats further the need for the quastionnairas,

—Review of Medication Pass audits conducted,
and an interview with the Regional Nurse
Consultant on 06/25/14, revealed the facility's
Phamnacy had provided Field Consuliants
on-site, which staried on 06/1614, for two days
per week for a total of two weeks. He stated the
phammacy service was to provide further
educafionftraining on medication administration.
The education would include delivery of
madications and validation of the residents’
allergies to meet profasslonal standards. The
Consultant stated all nurses would complete a
medication pass with a Phamacy Field
Consultant and tha QA Committee would
evaluate and determine the continued need for
services required from the Pharmacy Fleld
Consultant at the end of two weeks.

~Interview with the DON and the Administrstor on
08/25/14 confirmed the facility had obtained a
contract on 06/16/14 with an extemnal
Independent Clinical Consultant to provide
services two days per week on-site. The
Administrator stated the external Independant
Clinical Consultant would provide clinical
oversight of processes and procedures {o validata
those professional standards were met until the
immediacy was removed. After the immediacy
was removed, the Administrator statad the QA
Committee would evaluate and determine the
need for services requirad from an external
Independent Clinical Consuliant

—Interviews with KMA #1 on 06/17/14 at 1.00 PM
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and Administrative staff on 06/25/14 confirmed
training was initiated on 06/12/14 and included
guidance on what staff was required to dowhen a
new medication arder was recaived, Allergies
were to ba validated and all new medication
orders were to be reconciled and transcribed onto
the resident's MAR by two nurses. Confinued
Interview confirmed tha phammacy would be
contacied to raconcile new medications, with the
rasident's listed allergies. Continued review of
trainings and interviews with KMA #1 on 068/17/114
at 1:00 PM, the DON on 06/18/14 at 11:30 AM,
and the Administrator on 06/16/14 at 4:00 PM
confirmed new medication orders would be
signed off by the two nurses that validated
reconciliation of new medications to the resident's
listed allergles. The nurse recaiving the new
medication order would transcribe the order to the
MAR and a second nurse would co-sign which
would validate compliance. Continued Interview
revealed staff was required to contact the DON,
ADONs, SDC, or Regicnal Nursa Consultant,
before any new medicalion was administered for
any resident, to validate all required checks had
beaen completed. Continued interviews on
06/25/14 revealed this validation pracess would
continue until the immediacy was removed. The
Reglonal Nurse Consultant stated on 06/25/14 at
1:00 PM the validation process would be
reviewed daily for compliance and would be
continued for four weeks. Tha Nurse Consultant
further stated the findings would be reviewed
weekly in the QA meeting to determine the need
of ongoing fraquency with new medication
monitaring.

~Inierview with the DON and the Nurse
Consultant on 068/25/14 revealed Licensed

Nursing Staff that had not received the training on
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06/12/14 would not be permitted to work until the
above statad education has bean received,

--A review of facility audits and interviews with
Administrative staff on 06/25/14 ravealed all new
meadication orders were audited and logged eonio
the adminisirativa nursing monitoring form by the
DON, ADONSs, SDC, FFN, MDS Coordinater, ar
Regional Nurse Consultant. Continued interview
revealed three Regional Nurse Consultants had
been on-site 24 hours a day since the incident
cccurred on 06/12/14 to ensure staff had
validated all new medication orders. The
Regionzl Nurse Consultant stated during night
shift the Charge Nurse was required to cail the
designated Administrative Nurse or Reglonal
Nurse Consultant with all new medication orders,
{o ensure all new orders had baen signed off by
two nurses as required. Continued intarview on
06/25/14 confirmed facllity audits included
ensuting the pharmacist had been contacted to
verify allergies, and that two nurses had signed
off on the transeription of the new medication to
the MAR prior to the administration of any naw
medications to tha residents. Continued interview
ravealed the Regional Nursa Consultant, Special
Projects Administrator, VPO, CNE, or COO would
audit all new orders daily to ensure compliance
with the process starting on 06/13/14 and would
continua to audit the orders until the immediacy
had been removed. The Nurse Consultant stated
when immediacy had been removed audits would
be conducted twice weekly for four wasks, and
then the QA Commiitee would evaluate the need
for continued frequency of monitaring.

—The Director of Nursing stated on 06/25/14 at
3:25 PM she had conducied dally reviaws of the
medication audit log sheets for compliance. The
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Regional Nurse Consultant stated on 06/25/14
that he had validated compliance with the above
procass dally and the COO, CNE, VPO, or the
Special Projects Administrator had validated
compliance with the above process, twica weekly,
until removal of the immediacy. The DON stated
when the immediacy had been removed, then
she or the ADONs would review the log sheets
daily for four weeks, the Reglonal Nurse
Consultant would review the log sheets three
times a week for four weeks, and the COQ, CNE,
VPO, or the Special Projects Administrator would
review tha log sheets weekly for four weeks to
ensure that compliance has been maintained.
The DON further stated the findings would be
reported weaekly to the QA Committes for
recommendations and further follow-up as
indicated and to determine ongoing frequency of
monitoring.

Interviews with the Administrator on 06/25/14 at
3:00 PM and review of the facility's audils on
06/25/14 revealed medication pass audits were
completed by the DON, ADON, SDC, MDS
Coordinator, FFN, or Regionat Nurse Consultant
for all nurses and KMAs that had worked on
06/12114. Continued review of the audits
revealed the audits ensured proper medication
administration technique, proper identification of
allergies, that professional standards were met,
and that care plans wera followed. Further raview
and Interview ravealed by 06/17/14 medication
pass audits had been completed for the KMAs
and all but four nurses {who warked on a PRN
basis) during their initial medication pass. The
Reglonal Nurse Consultant statad certified letters
had basn mailed to the four PRN licensed nurses
to inform them they would not be permitied to
work until a medication pass audit had baen

F 281
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complsied by the ADONSs or SDC. During the
madication pass audit, a questionnaire was
completed by the DON, ADON, FFN, MDS
Coordinator, SDC, or Regional Nurse Consultant
ta ensure their knowledge of where to review for
allargiss prior lo the administration of medicatian.

--Interview with the Reglenal Nurse Consuitant on
06/25/14 at 1:00 PM revealed after the
medication pass audits had been conducted for
all licensed nurses, the DON, ADONs, SDC, FFN,
MDS, or Regional Nurse Consultant would
conduct a medication pass audit with two nurses
per day (one nurse from each of the two nursing
units) to ensure ongoing proper medication
administration technique, proper identification of
allergies, that professional standards were met,
and that care plans were belng followad until
immediacy had been removed. When the
immediacy has been removed, one nurse per day
would completa a medicalion pasa audit for two
weaks, and then the QA Commitiee would
evaluate and determine the frequency of ongoing
medication pags audits.

—~The Regional Nurse Consultant stated on
08/25/14 at 1:00 PM that Administrative oversight
of the facility would ba complated by tha Special
Projects Administrator, Regional Nursa
Consultants, and the Regional Vice President of
Operations, Chief Nursing Exacutive, or the Chief
Operating Officer daily until removal of
immediacy. After tha removal of immediacy the
oversight would continue weekly for four weeks
and then monthly.

—~Review of education provided by the facility
revealed education had been provided by the
Regional Nursa Consuttant on 06/12/14 for the
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Administratar, DON, ADON, SDC, Quality of Life 1.  Administrator and DON were notified of the
Diractor, Soclal Services Director, Plant medication error on 6/12/14 by Charge murse,
Operations Director, Chaplain, Medical Records Stafi members were all suspended on 6/12/14)
Coordinator, Dietary Manager, and Admissions to include e NP, South wing ADON,
Director. The education provided consisted of the Charge nurse, and RMA. All 4 stafT members
. . were disciplined, to includs, NP, South wing
Quality Assurance Procsss and appropriate ADON and Charge nurse were tenninated
mathods of identification of concems including and the KMA was allowed to retum 1o work
significant medication errors, failure to repon after additional education/training completed.
naglect, auditing phanmacy services, cate plans, EI?SIT% a “Wm'-‘stho W on
. reported ageacy
and profesaional services, on 6712/14 to meet staie/federat guidelines to
ensure fing requircments were met. The
—A raview of education provided and interviews phy,idmr Rge,r?"ufmt #1 was notified,
on 06/25/14 with the DON, Administrator, and the 6/12/14, upon identification of medication
Regional Nurse Consultant confirmed a Quality error related to sdministration of Bactrim.
Assurance mesting was held on 06/12/14 with the E:dmmu‘lt;nswiﬁtsft:rﬁ.m assess rﬂldﬂﬂ
If i MONIOr 1es; a0y stgns
Medlrt?I Dltr::tc;r fa; further reclwoo;nmend;ﬂon;h symptoms of allergic reaction, Resident was
regarding the plan for removal of jeopardy. The assessed by charge nurse on 6/12/14 for any
Medical Diractor was involved wilh creatfon and signs and symptoms of reaction, none wers
approval of the current plan to address the noted. Resident has a BIMS score of 14 and
identified araas of concem in regards to wes notified of medication error along with
appropriate identification of resident allergies. By residents POA an 6/12/14 by charge nurse.
D6/24/14, the Regional Nurse Consultant 2. Allother mc‘g‘dm’ ‘;’“;,’S:mdgm check
ided education training to all pAmary care o Y D RS
Ll wing ADON, Intesim South wing ADON,
physicians, along with the physicians that provide MDS Coordinator or SDC on residents with 4
covarage for the primary cara physicians, a letter BIM score less than 8 for mny signs or
which detailed the facility’s QAP plan, and the symptoms of aliergic reacticn. None werc
appropriate identification of resident allergles identificd. Interyicws wero completed on
prior to prescribing new medication. Tha 6/12/14 by the Soclal Services Director and
. Chaplain for residents with a BIMS score
Administrator stated on 06/25/14 that a Quality : :
” above 8 regarding their knowledge of eny
Assurance-meeting would be-held-weekly for four -~~~ "~ medications they received which they bad |
weeks, then monthly for recommendations and altergics. None were identified.
further follow-ups reqgarding the above stated Sinff were interviewed by the DON, North
plan, wing ADON, FFN, SDC, MDS or regional
F 282 | 483.20(k)(3)(ii) SERVICES 8Y QUALIFIED F 282 Gﬂ2f14 for any knm\_ﬂf-dsc Ofllﬁﬂ: 4_
ssw=J | PERSONS/PER CARE PLAN individuals transcribing or administering an
medication in which e resident had an allergy,
The services provided or amanged by the facility Al resident current allergies were validated
must ba provided by qualified persons in by chart audits, to include, allergy sticker on
outside of chert, face sheet, care plans,
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accordance with each resident's written plan of
care.

This REQUIREMENT i not met as evidenced
by:

Based on interview, record review, a raview of
the facility's investigation, and a review of the
facility's policy, Cara Plans-Comprehensive, it
was delermined the facility failed to ensure cere
was provided by quelified persons in accordance
with each rasidant's plan of care for one (1) of
four {4) sampled residents {Resident #1). Review
of Resident #1's Comprehensive Care Plan, last
revised May 2014, revealed Resident #1 was
allergic to Baclrim (antibiotic). In addition, review
of Resident #1's medical record, including the
actual binder, and the Medication Administration
Record {MAR), revealed the cutside cover of the
medical record was labeled with a red and white
sticker which identified the resident's allergy to
Bactrim, The MAR also contained documentad
evidence of the resident's allergy to Bactrim.
Even though the resident's medical record, MAR,
and Comprehansive Cara Plan wera labeled with
the resident's allergy to Bactrim, faciiity staff
administered 800 milligrams (mg) of Bactrim
{antibiotic) to the resident on 06/12/14.

The facility’s fallure to ensure-resident care was
provided in accordance with the resident's plan of
care was likely to cause serious Injury, harm,
impairment, or death to residents in the facility.
Immediate Jeopardy with Substandard Cuatity of
Care was determined to exist on 06/1214. 42
CFR 483.20 Resident Assessment (F281 and
F282), 42 CFR 483.25 Quality of Cara {F333),
and 42 CFR 483.75 Administration (F480 and
F520) at a scope and severity of "J."

5f1/14 for eny new medication orders vs
resident allergies by the Director of Nutsing,
Assistant Directar of Nursing, Staff
Development Coordinator MDS
Coordinators, Social Services Director,
Admisslons/Marketing or Regional Nusse
Consultant by 6/13/14 for all cesidents to
ensure allergies are appropriately identified
and no medications were ordered and/or
administered that a resident was allergic. No
concems were identified,

3. Education for ail staff, to ensure setvices are
provided according to accepted practice of
clinical standards, was initieted on 6/12/14 by
the Staff Development Coordinaior, Director
of Nursing, North Wing Assistant Director of
Nussing/finterim South Wing Assistant
Director of Nursing or the Nurse Consultant
reganding the abuse/neglect policy and
appropriate reporting of neglect to include
significant medication errors, care plans in
regards to following care plans and deliverini
care as outline in the carc plan, cmergency
medication kit to include pharmecist app
and allergy verification prior to med removal,
medication administration to include the
responsibilities and expectations of the nurse
in puolling the medications and delivering the
medications while adhering to the 5 rights to
meet professional standands requircments, Ith
Quality Assurance Performance Improvemeni
process to include reporting of concerns to
the Administrator and line staff participation
in development of QAPT plans. Staff will not
be permitted to work prior to receiving the
cducation and passing post-test with 100%.
Education regarding the abuse/neglect policy
and sppropriate reporting of neglect to
include significant medication errars, care
plans in regerds to following carc plans and
delivering care a3 outline in the care plan,
emergency medicine kits to include
pharmacist approval and allergy verification

prior to med removal, medication
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F 262 | Continued From page 26 F 282 m_._.d[;ﬁm and delivering the n[:cdim?imi 1ol
Substandard Quality of Care was identified at 42 meet professional standards requircments
CFR 483.25 Quality of Care (F333). The facility aloug with monitored medication pass with
was notified of the Immediate Jeopardy on questionnaire, the Quality Assurance
06/18/14. Performance Improvement process 1o include

reparting of concerns to the Administrator
An acceptable Allegation of Compliance was and line staff participetion in development of
received on 08/24/14, which alleged removal of QAPI plan will ba included in orientation for
the Immedlate Jeopardy on 06/25/14. The State all new nurses hired sfier 6/12/14,
Survey Agency determined the Immediate Education was provided by the Regional
Jeopardy was removed on 06/25/14, prior fo exit, Nurse Consultant on 6/12/14 for the
which lowered the scope and severity to "D" at 42 Administrator, Director of Nursing, Nornth
CFR 483.20 Resident Assessment (F281 and Wing Assistant Director of Nursing/interim
F282), 42 CFR 483.25 Quality of Care (F333), South Wing Assistant Director of Nursing,
and 42 CFR. 483.75 Administration {(F480 and Staff Development Coordinator, Quality of
F520) while the facility monitors the affectiveness Life Director, Social Services Director, Plant
of systemic changes and quaelily assurance Operations Director, Chaplain, Medical
activities. Records Coordinator, Dietary Manager and
Admissions Director regarding the Quality
The findings include: Assurance Process and appropriate mcthods
of identification of concerng including
Review of the facility's policy titled Care significant tedication errors, failure to report
Plans-Comprehensive, dated October 2010, neglect, auditing pharmecy services, care
revenlad the resident's comprehansive care plan plans, and profiessional services.
was daveloped based on a thorough assessment 4 follow-up questionnaire will be completed
of the resident. Continued review of the policy by the Administrator, Director of Nursing,
revealed the residents' care plans were designed North Wing Assistant Director of
to incorporate risk factors related 1o the probloms Nursing/interim South Wing Assistant
identified by facility staff. Director of Nursing, MDS Coordinator,
Social Services Director, Quality of Life
Review-of Resident #1's medical recordon - - —— - Discctor, Dietary Maneger, Plant Operations
06/7/4, ravaaled the facility admitted the Director, or the Environmental Servioes
resident on 01/22/13. Further review revealed the Manager for 5 dilferent staffmembers daily,
facility assessed Resident #1 and documented on starting on 625/14, for 4 weeks, to ensure
a Quarterly Minimum Data Set Assessment continued understanding regarding the
(MDS) dated 05/21/14 that the resident had a abuse/ncglect policy sad procedare, then QA
Brief Interview for Mental Status (BIMS) score of e
15, which indicated the resident's cognition was of ongoing frequency.
intact. Pharmerica is providing ficld copsultants on
site, starting on &/16/14 for 2 days per week
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Reviaw of Residant #1's Comprehensive Cane
Plan, last updated May 2014, revealed facility
staff had identified that the resident had an allargy
to Bactim and developed interventions related to
the resident's allergy, Further eviaw ravaalad
interventions on the Comprehensive Care Plan
which steted staff was to ensure the resident’s
allergies were "well documented™ throughout the
resident's "chart, medication records, and all
other pertinent documents."

Review of the Physician's orders revealed on
06/12/14, after recelpt of a report of a urinalysis,
Advanced Registered Nurse Practitioner (ARNP)
#1 wrota an order for 800 milligrams {mg) of
Bactrim to be administered two times a day fo
Resident #1.

Review of Resident #1's Medication
Administration Record (MAR) revealed the MAR
contained docurnentation that Resident #1 was
alfergic to Bactrim. However, documentation
revealed staff administered BOO mg of Bactrim to
Resident #1 on 06/12/14 at approximataly 12:00
PM.

Review of the facility's investigation revealed the
facility had identified that Resident #1's
Comprehensive Care Plan, dated May 2014,

-listed Bactrim as an-allergy for the resident.

However, facility staff administered the
medication {o the resident.

An interview on 08/18/14 at 10:35 AM, with
Assistant Director of Nursing (ADON) #2, who
was also the Minimum Data Set (MDS) Nurse,
revealed slaff developed a care plan, with
interventions, any time a resident was identified to
have a drug allergy. ADON #2 also

medications and validation of allergics 1o
meet professional standards. All nurses will
complete a med pass with a pharmerica field
consultant, QA committee will evaluate and
determine need of engoing services required
from pharmerica field consultant at the end of
2 weela.

Pacility obtained a contract, on 6/16/14, with
an external, independent clinical consultant to
provide services 2 days per week, on site.
This extemal, independent clinical consultant
will provide clinical oversight of process and
procedures to validate that professional
standards are being met until immediacy is
removed then QA committee will cvaluate
and determine need on ongoing services
required from extemal, independent clinjcal
consuftant, ;

Upon receiving 2 new medication order, all
new medication orders will be reconciled
with resident listed allergies by two nurses,
then pharmecy will be contacted o reconcile
new medication with residents listed allergies
at phannerica, then new medication order
will be signed off by same two nurses on the
physician order validafing reconciliation of
new medication to listed allergies in chart anc
with pharmerica. Nurse receiving the new
medication order will transcribe the order to
the MAR. and a sccond nurse will co-sign
validating cowpliance. DON, North wing .
ADON, Interim South wing ADON, 8DC or
Regional Nurse Consultant will review daily
the shove process for compliance to ensure
the resident do not have an identified allergy
to the new medication. This process of
validation will confinue daily, starting on
6/25/14, for 4 wecks, then daily (M-F) for 4
weeks, Findings will be presented and
reviewed weekly in the QA meeting to

detammine the-nced of cngoing fequency
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acknowledged staff had identified that Resident
#1 had an allergy to Bactrim and had developad a
care plan to address the problem. Continved
interview with ADON #2 revealed staff should not
have administered the Bactrim to Resident #1
sinca it was listed as an allergy on the
Comprahensive Care Plan, Furher interview with
ADON #2 ravealed staff did not raview the
rasident’s plan of care during the administration
of medications.

An interview with the Director of Nursing (DON)
on 06/18M14 at 11:30 AM revealed staff had been

| trained to identify any medication allergies on the

resident’s Comprehensive Plan of Care. She
further statad staff should have verified Residant
#1's medication allergies before the Bactrim was
administered to the resident on 08/12/14.
According to the DON, staff was required lo
provide resident care, including administering
medications, as outlined in the resident's plan of
care.

An interview with the Administrator on 06/18/14 &t
4:00 PM revealed staff was required to include
any medication alfergies on the resident's plan of
cara. The Administrator further stated staff had
been trained to verify if a resident had a
medication allergy prior to the administration of
the medication. Tha Administralor acknowledged
staff failed to verify Resident #1's allergies befors
thay prescribed, obtained, and administered the
medication to the resident on 06/12/14,

**The facility provided an acceptable Allegation of
Compliance {AOC) on 06/24/14. The facility
implemented the following actions ta remove the
Immediate Jeopardy:
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F 282 | Continued From page 28 F 282

and logged on the administrative nursing
monitoring form by the DON, Nerth wing
ADON, Intesim South wing ADON, SDC,
FFN, MDS Coonrdinator, or Regional Nurse
Consultant datly, storting on 6/25/14 for 4
weeks then daily (M-F) for 4 weeks, to
ensure all new medications orders have been
signed off by two nurses, phanmnacist has beeq
contacted to verify allergies and two nurses
have signed off on the transcription of new
medication to MAR prior to new medication
administration to the resident. Additionally,
regional nurse consultant, special projects
administratar, V.P. of Operations, Chief
Nursing Exccutive or Chief Operating
Officer will andit all new orders twice week!
for 4 weeks, starting on £/25/14, to ensure
compliance with the process and then weekly
for 4 weeks. Findings will be reported durin
weekly QA for recommendations and furth
follow-up as indicated and to determine
ongoing frequency of monitoring.
Education was provided for Licensed Nursing
Staff by the Staff Development Coordinator,
or the Regional Nurse Consultant regarding
the abave stated plan on 6/12/14. Licensed
Nursing Staff will not be allowed to worlc
prior 10 receiving the above stated education,
Medication pass audits were completed by
the Director of Nursing, North Wing
Assistant Director of Nursing/interim South |.. .
Wing Assistant Director of Nursing, Staff
Development Coerdinator, MDS
Coordinator, FFN er Regional Nurse
Consultant for ali nurses and Certified
Medication Technicians working on 6/12/14
1o ensure proper medication administration
technique, proper identification of allergies,
professional standards are being met and carp
plans are being followed. Medication pass
i SN
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=The Administrator and Director of Nursing
(DON) were notified of the medication error on
06/12/14 by Registered Nurse (RN) #1.
Advanced Registered Nursa Practitioner (ARNP)
#1, Assistant Director of Nursing (ADON) #1, RN
#1, and Kentucky Madication Aide (KMA) #1,
were all suspended on 06/12/14, pending resulls
of an investigation. The DON initiated an
investigation on 06/12/14. Tha DON reported the
medication administration emror that occurred on
06/12/14 to the ragulatory agency on 06/12/14 to
meet statefedaral guidelines to ensure reporting
requiremants were met, The Physiclen for
Resident #1 was nelified upon identification of the
medication errar related to administration of
Bacirim on 06/12/14. The Physician instructed
facility staff to assess Resident #1 and monitor
himvhar for any signs and symptoms of allergic
raaction. Resident #1 was assessed by facility
staff on 06/12/14 for any signs and symptoms of
reaction, no concemns were identified. Resident
#1, who has a Brief Interview for Mental Status
{BIMS) score of 14 was nofified of the madication
error along with the rasident's Powar of Attorney
{POA) on 06/12/14 by facility staff.

—Based on the conclusion the investigation, staff
members/the contract consultant involved was
disciplined as below:

-ARNP #1, ADON #1, and RN #1's employment
was tarminated from the faciiity.

«KMA #1 received coaching/counseling,
complated with restrictions that the KMA recaivad
1:1 training by the Staff Development Coordinator
{SDC) to address medication administration,
specifically not giving medications that she does
not pull herself, checking for allergies, and
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medication pass by 7/4/14. During the
medication pass audit, a questionnaee will be
completed by the Director of Nursing, North
Wing Assistant Director of Nursing/interim
South Wing Assistant Director of Nursing,
FFN, MDS Coordinator, Staff Development
Coordinator, or Regional Nurse Consultant o
ensive their kmowledge of where to review
for allergies priar to the administration of
medication.

Afler efl nurses have completed 2 medication
pass audit, the DON, ADONs, SDC, FFN,
MDS or Regional Nurse Consultant will
conduct a medication pass audit with 1
different nurse cach day covering diffemnt
shifts weekly for 4 weeks, starting on
6/25/14, to ensure ongoing proper medication
administration wchnique, proper
identification of allergies, professional
standards are being met and care plans are
being followed, then 2 different nurses on
different shifts per weel will complete a
medication pass audit for 4 weeks, then QA
commitice will cvaluate and determine the
frequency of ongoing medication pass audits.
Adminisirative oversight of the facility will
be completed by the Special Projects
Administrator, reglonal nurse consultent, the
Regional Vice President of Operations, Chich
Nursing Executive or the Chief Operating
Officer weekly for 4 weeks, starting on
6725014, thea monthly,

Prior o hire, any new MD, PA or NP will
receive education/iraining on the QAPI plan
along with appropriate identification of
resident allergics prior to new medication
prescribing.

A Quality Assurance meeting was held on
6/12/14 with the Medical Director for further
recommendations regarding the plan for
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medication pass with a pharmacy field consuitant
prior to passing any meadications upon return to
work. She will also complete a weekly
medication pass with the Staff Development
Coordinator for angolng continued
education/compliance for four weeks. (The
facility delermined, after reviewing the KMA's
33-year history with the facility as a KMA and
having excaptional evaluations and no
coaching/counseling during her years of service,
that wilh appropriate education and training she
should be alfowed to ratumn 1o work.)

~-Facility staff was interviewed by the DON,
ADONs, Facility Formulary Nurse (FFN), SDC,
Minimum Data St (MDS) Coordinator, and
Regional Nurse Consultant on 06/12/14 for any
knowledge of these four individuals transcribing
or administering any medication in which a
rasident had an allergy.

~Intarviews ware completed on 06/12/14, with
residents which were assessed to have a BIMS
score of B or greater, by the Social Services
Directar and Chaplain regarding their knowledge
of any medications they were allergic to and may
have received: No concems were identified.

—5kin assessments were completed an 06/12/14
by the DON, ADON, MDS Coordinator, or SDC
on all residents with a BIMS score less than 8, for
any signs or symptoms of allergic reaction. No
concarns were identified.

—All facility residants’ charts wera audited, which
validated allergy stickers were on the outside of

educationftraining on the QAP! plan along
with appropriate identification of resident
allergies prior to new medication prescribing
o 6/24/14 by Regional Nurse Consultant or
Birector of Nursing. A Quatity Assurance
meeting will be held weekly for 4 weeks,
then monthly for recommendations and
further follow up regarding the ahove stated
plan.

Education was provided on 6/24/14 to all
physicians by the Regional Nurse Consultant,
along with a letter, contzining the above .
stated QAPI plan and educationftraining was
sent out on 6/24/14 to each of the physicians
by the facilities Medical Director, Dr. Martin !
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involved with creation and spproval of
F 2682 Continued From page 30 F 282 current plan to address the identificd arcas of
providing care as outlined in the care plan In concern in regards to appropriate
relation fo medication administration, identification of resident allergies. All
Furthermore, KMA #1 had to complete 8 primary physicians, elang with covering
physicians were provided with
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the rasident's chart, faca sheet, and care plans.
The residents' Medication Administration Records
(MARs) and Treatmant Administration Records
(TARs) and the allergy sheet in front of the MARS,
along with the Physician and Nurse Practitioner's
(NP's) orders since 05/01/14 were audited, for
any new medication orders versus resident
allergles. These audils were conducted by
08/13/14, by the Director of Nursing, Assistant
Dirgctor of Nursing, Staff Davelopment
Coordinator, tha MDS Coordinators, Social
Services Director, Admissions/Marketing or
Regional Nurse Cansultant fo ensure allergies
had been appropriately identified and no
medications were ordered and/or administered
that were fisted as an allergy for a resident. No
concamns were identified.

--Education for facility staff was initiatad on
06/12/14 by the SDC, DON, ADONs, or the Nurse
Consultant regarding the abuse/neglect policy
and appropriate reporting of neglect. The
educalion also included information related to
significant medication emors, care plans in
regards to following care plans and delivering
care as cutlined in the care plan, emergency
medication kit to Include pharmacist approval and
allergy verification prior to med removal.
Education provided also included medication
administration related to the responsibifities and
expectations of tha nurse related to how tha
medications ware obtained and delivared to meet
professicnal siandards requirements. Staff will
be monitored during medication pass and will
complete questionnaires from training recalved.
Staff was also trainaed related to the Quality
Assurance Performance Imprevement process
which included repariing of concarns 1o the
Administrator and line staff pariicipation in

F 2082
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development of Quality Assurance Performance
Improvament (QAPI) plans. Staff will not be
pemitted to work prior to receiving the education
and passing a post-test with a score of 100
percant. All new licansed nurses hired afler
06/12/14 will receive the abova training.

—Follow-up questionnaires will be completed by
the Administrator, DON, ADON, MDS
Ctiordinator, Social Services Director, Quality of
Life Director, Dietary Manager, Plant Operations
Director, or the Environmental Servicas Manager
for five different staff members daily until removal
of the Immediacy of the Jeopardy. Afterthe
immediacy has been removed the questionnaires
will be conducted weekly for two weaks, to ensure
continued understanding regarding the
abuse/neglect policy and procedure, and then the
Quality Assurance (QA} Committee will evaluate
and determine naed of ongeing frequency.

—Pharmerica is providing field cansultants
on-site, starling on 06/16/14 for two days per
week for two weeks to provide further
education/training on medication administration.
The education wlill include delivery of medications
and validation of allergies o meet professional
slandards. Al nurses will complete a med pass
with a Pharmerica field consultant. The QA
Committes will evaluate and determine the need
far services required from the pharmacy field
consultant at the end of two weeks.

~The facllity obtained a contract on 06/16/14 with
an external indspendent clinical consultant fo
provide sarvices wo days per waek on-site. This
extemal independent clinical consultant will
provide clinical oversight of process and
procedures to validate that professional
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slandards are being met until the immediacy is
removed. After the immediacy is removed, the
QA Commitiee will evaluate and determine the
need for ongoing services required from the
external independent clinical consultant.

~Upan receiving a new medication order, all new
medication orders will ba reconciled with the
resident's listed allergies by two nurses. The
phamacy will then be contacted to reconcile the
new medication with the resident's listed allergias
and new medication ordars will be signed off by
the same two nurses on the Physician Order

validating the reconciliation of tha new medication

to the listad allergies. The nursa recaiving the
new medication order will ranscribe the order to
the MAR and a second nursa will co-sign
validating complianca. Prior to administration of
newly ordered medications for any resident, the
DON, ADCNs, SDC or Regional Nurse
Consultant will review tha above process with the
Charge Nurse or certified medication technician
to determine compliance to ensure the resident
doesn't have an allergy to the medication. This
validation process will continus until the
immediacy is removed, then daily review for
compliance with the above process will confinue
for four weeks. The findings will be reviewed
weekly in the QA meeting to determine the need
of the ongoing fraquency with new medication
monitoring.

-Education was provided on 06/12M4, for
Licensed Nursing Staff by the SDC or the
Regional Nurse Consultant regarding the above
statad plan. Licensed Nursing Staff which wes
not trained on 06/12/14 will not be permiited to
work until the above stated education has been
received.
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-All new medication orders were audited and
logged onto the administralive nureing monitoring
form by the DON, ADONs, SDC, FFN, MDS
Coordinator, or Regicnal Nurse Consultant (three
regional nurse consultants have been on-site for
24-hour coverage to ensura all new medication
orders have gone through the process outlined
below, sinea the incident which occurred on
06/12/14) every shift {during night shift the
Charge Nurse is to call the designated
Administrative Nurse or the Regional Nurse
Consultant with all new medications) to ensure all
new madications orders have been signed off by
fwo nursas. Audits have also included ensuring
the pharmacist had been contacted to verify
allergles and two nurses have signed off on the
transcription of the new medication to the MAR
prior to the new medication being administered to
the resident. In Addition, the Regional Nurse
Consultant, the Special Projects Administrator,
Vice Prasident of Operations (VPO), Chief
Nursing Executive (CNE), or Chief Operating
Officer (COO) will audit all new orders daily o
ensura compliance with the process starling on
06/13/14; this process will be continued until the
immediacy has been removed. When the
immediacy has been removed audits will be
conducted twice waekly for four weeks, and at
that time the QA Commitiee will evaluate the
need for tha continued frequency of monitoring.

—~Tha Director of Nursing will conduct dally
raviews of the above log sheet for compllance.
The Regional Nurse Consultants will validate
compliance with the above process daily and the
€00, CNE, VPO, or Special Projects
Administrator will validate compliance with the

above process twice weeldy until the remova! of

F 282
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the immediacy of the Jecpardy. When the
immediacy has been removed, then the DON or
ADONSs will review dally for four weeks; the
Regional Nursa Cansultant will review three times
a week for four waeks; and the COO, CNE, VPQ,
or Special Projects Administrator will review
weakly for four weeks o ensure that compliance
is maintained. The findings will be reported
weekly to QA for recommendations and further
follow-up as indicaled and to determine ongoing
frequancy of monitoring.

—Madication pass audits were completed by the
Direclor of Nursing, Assistant Directors of
Nursing, Staff Development Coordinatar, MDS
Coordinator, FFN, or Regional Nurse Consultant
for all nurses and KMAs who had worked an
06/1214 to ensure proper medication
administration technique, proper Idantification of
allergies, that professional standards were being
met, and that care plans were being followed.
Further medication pass audits were complated
for all nurses and KMAs during their initial
medication pass by 06/17/14 except four PRN
nurses. Certified letters have been mailed to the
four PRN licensed nurses to inform them they
would not be pemmitiad to work until 8 medication
pass audit was completed with the ADONSs or
SDC. During the medication pass audit,
questionnaire will be completed by the DON,
ADON, FFN, MDS Coordinator, SDC, ar Regional
Nurse Consultant to ensure thelr knowledge of
where to review for allergies prior to the
administration of the medication.

-~When all nurses have completed a medication
pasgs audit, the DON, ADONs, SDC, FFN, MDS
Coordinator, or Regional Nurse Consultant will
conduct a medication pass audit with two nurses
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per day {one nurse per nursing unit} to ensura
ongoing proper medication administration
technique, proper identification of allergies, that
professional standards are being met, and that
cara plans are being followed until the immediacy
has been removed. When the immediacy has
been removed, one nurse per day will complete a
medication pass audil for two weeks, and then
the QA Committee will avaluate and determine
the frequency of ongoing medication pass audits.

~Administrative oversight of the facility was
completed by the Special Projects Administrator,
Regional Nursa Consultant, the Regional Vice
President of Operations, Chief Nursing Executive,
or the Chief Operating Officer daily until removal
of the immediacy. After the removal of the
immediacy, the oversight will continue weekly for
four weeks, then monthly.

—Education was provided by the Regional Nurse
Cansultant on 06/12/14 for the Administrator,
DON, ADON, SDC, Quality of Life Director, Social
Services Director, Plant Operations Director,
Chaplain, Madical Records Coordinator, Dietary
Manager, and Admissions Director regarding the
Quality Assurance Process and appropriale
methods of identification of concems including
significant medication errors, failure to report
neglect, auditing pharmacy services, care plans,
and professional services.

~A Quality Assurance meeting was held on
06/12/14 with the Medical Director for further
recommeandations regarding the plan for removal
of Jeopardy. The Medical Director was involved
with creation and approval of the current plan fo
address the identified areas of concarn in regards
1o appropriate idantification of resident allergies.

Fae2
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Al primary physicians, along with covering
physicians, were provided with education/raining
along with a letter which detailed the facility's
QAP plan, afong with appropriate identification of
resident allergles pricr to new medication
prescribing on 06/24/14 by tha Regional Nurse
Consultant or DON. A Quality Assurance meeting
will ba held weekly for four weeks, then monthly
for recommendations and further follow-up
regarding the above stated plan.

**The surveyors validated the [mmediale
Jeopardy was removad as follows:

~Interviews conducted with the Administrater and
the Director of Nursing {DON) on 06/25/14
revealed Registered Nurse (RN) #1 notified them
of the medication error that occurred on 06/12/14
when facility staff had prescribed, obtained, and
administered a medication to Resident #1 that
had previously been identifled as a medication
allergy for the resident. Further interviews and
review of the facility's investigation confirmed staff
mambers involved with the incident (ARNP #1,
ADON #1, RN #1, and KMA #1) were all
suspendad on 06/12/14, pending resulis of the
investigation. Resident #1's physician was
notified, and new orders were received and
implemented on 06/12/14, when the medication
error was identified by facllity staff. Continued
reviaw of the investigation revealed Resident #1
was assessed by facility staff on 08/1214 for any
signs and symptoms of reaction and no concems
were identified. Continued review of the
investigation revealed Resident #1, who has a
BIMS score of 14 was notified, alang with the
residant's Power of Attorney (POA), of the
medication error that occurred on 08/12/14,
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—~Interviews with facifity staff and review of the
facllity's investigation on 06/25/14 revealed the
following actions were taken, as a result of the
facility’s investigation findings: ARNP #1, ADON
#1, and RN #1's employment was terminated
from the facility. KMA#1 received
coaching/counseling and 1:1 training by the Staff
Davelopment Coardinator (SDC) which
addressed medication administration, specifically
not giving medications that she did not pull
herself, chacking for resident allergies, and
providing care as outlined in the care pfan in
relation to medication administration. Continued
interview and a review of the investigation
confirmed KMA #1 had completed a medication
pass with the facility's Pharmacy Consultant prior
{o administering any further medications to facility
residents, Further interviews revealed KMA #1
would also complete a weekly medication pass
with the SDC for ongoing continuad
education/compliance for four weeks, The
facllity's investigation findings revealed they had
determined, after reviewing the KMA's 33-year
work history with the facility, and having
exceptional evaluations and no previous
disciplinary actions, with appropriale education
and training she should be allowed to relurn to
wark.

~Interviews with staff and further review of the
facility's investigation on 06/25/14 revealed the
facility staff was interviewed by the DON, ADONs,
FFN, SDC, MDS Coordinator, ar Regional Nurse
Consultant on 08/12/14 for any knowledge of the
four individuals identified in the incident
transcribing or administering any medication
which had been listed as an allergy for any other
resident.
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—Interviews and review of the facility's
investigation conducted on 06/25/14 revealed
regidents who wera assassed to have a BIMS
score of 8 or greater were interviewed on
06/12/14, by the Social Services Director and
Chaplain fo determing if medications they had an
allergy to had been administered to them while in
the facility. The investigation further revealed no
concems were dentified.

—interview with the DON and review of the
facility's investigation on 08/2514 confirmed skin
assessments wera conducted to ensurs no
allergic reactions had occurred on all facility
rasidents with a BIMS score of 8 or below on
061214,

~Raview of facility audits and interviews with staff
on 06/25/14 ravealed all facility residents’ charls
ware audited and staff validatad allergy stickers
were on the outside of the residents’ charts, face
sheets, and care plans, Furthar raviews and
interviews with staff conducted on 06/25/14
revealed the residents' Medication Administration
Records (MARs) and Treatment Administration
Records (TARs), allergy sheets located in front of
the residents' MARs, along with physician orders
obtained since 05/01/14 were audiied to ansure
the residents’ allergies had been verified when
new orders had been recaivaed, Continued review
confirmed audits were conducted by 06/13/14, by
the DON, ADON, SDC, MDS Coordinators, Social
Services Diractor, Admissions/Marketing, or
Regional Nurse Consuitant. Interviews
conducted on 06/25/14 revealed audits were
conducted to ansure allergias had been
appropriately identified and no medications were
ordered and’or administered that were listed as
an allargy for a resident, with no concerns
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identified.

-A review of staff education provided by the
facility, initiated on 06/12/14, confirmed the SDC,
DON, ADONSs, or tha Nurse Consultant instructed
staff about the facility’s abuse/neglect poficy and
appropriata reporting of neglect. The aducation
review conducted on 06/25/14 also revealed
information was Included related to significant
medication arrors, implementation of care plans,
emergency medication kit to includa phammacist
approval, and allergy veyrification prior to
medication removal. Continued review of the
education provided o facility staff also included
medication administration and the responsibilities
and expectations of the nurse on how the
medications wera oblained and delivered to meet
professional standards requirements. [nterviews
conducted with facility staff on 06/25/14
confirmed staff was menitored during medication
pass and had been required to complete
questionnaires related to the tralning they
recelved. KMA#1 stated in interview on 06/25/14
that she received training related to the Quality
Assurance Parformanca Improvement (QAPI)
process which included reperting of concems to
the Administrator and line staff participation in
davelopment of QAPI plans. Interview with the
Regional Nurse Consultant and the DON on
06/25/14 revealed staff was not permitted to wark
until they were educated and completed a
post-test with a score of 100 parcent. Interview
with the DON on 08/25/14 revealed all new
licensed nurses hirad after 06/12/14 will raceive
the abova training during their orientation,

—Intarviaws with the Regional Nurse Consultant
on 06/25/14 confirmed follow-up questionnaires
wers completed by the Administrator, DON,

F 282
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ADON, MDS Coordinator, Social Services
Director, Quality of Life Director, Dietary
Managar, Plant Operations Direcior, or the
Environmental Servicas Manager for five diffarent
staff members dally. The Nurse Consultant
further stated aftar the immediacy had been
removed tha questionnaires would be conducied
waekly for two weeks to ensura continued
understanding regarding the abuse/neglact policy
and procedure, and the QA Committee would
evaluate further the need for the quastionnaires.

—Raview of Medication Pass audits conducted,
and an inlerview with the Regional Nurse
Consultant on 06/25/14, revealed the facility's
Pharmacy had provided Field Consultants
on-site, which started on 06/16/14, for two days
per week for a tolal of two weeks. He stated the
pharmacy service was to provide further
education/training on medication adminjstration.
The education would include delivery of
medications and validation of the residents’
allergies to meet professional standards. The
Consultant stated all nurses would complete a
medication pass with a Pharmacy Field
Consuttant and the QA Committee would
evaluata and determine the continued need for
services required from tha Pharmacy Field
Consultant at the end of two weeks.

—Interview with the DON and the Administrator on
06/25M4 confirmed the facility had obtained a
contract on 06/16/14 with an extemal
Independent Clinical Consultant i provide
services two days per week on-site. The
Administrator stated the external Independent
Ciinical Consultant would provide clinical
aversight of processes and procedures to validate
those professional standards were met unti the
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immediacy was removed. After the immediacy
was removed, the Administrator stated the QA
Committee would evaluate and determine the
need for services required from an external
Independent Clinical Consuitant.

~Interviews with KMA #1 on 06/17/14 at 1:00 PM
and Administrative staff on 06/25/14 confirmed
tralning was initiated on 06/12/14 and included
guidance on what staff was required to do when a
naw medication order was received. Allergies
wars io be validated and all new medication
orders were to be raconciled and franscribed onto
the resident's MAR by twe nurses. Continued
Interview confirmed the pharmacy would be
contacted (o reconclle new medications, with the
resident's listed allergies. Continued review of
trainings and interviews with KMA #1 on 06/17/14
at 1:00 PM, the DON on 068/18/14 at 11:30 AM,
and the Administrator on 06/18/14 at 4:00 PM
confirmed new medication orders would be
signed off by the two nurses that validated
reconciliation of new medications to the residen(’s
listed allergtes. The nurse receiving the new
medication ordar would transcribe the order to the
MAR and a second nurse would co-sign which
would validale compliance. Continued interview
revealed staff was required fo contact the DON,
ADONSs, SDC, or Regional Nurse Consultant,
before any new medication was administered for
any resident, to validate all required checks had
been completed. Confinued interviews on
06/25/14 revealed this validation process would
continue until the immediacy was ramovad. The
Regional Nurse Consuliant stated on 06/25/14 at
1:00 PM the validation process would be
reviewed daily for compliance and would be
continued for four weeks. The Nurse Consultant
further stated the findings would be raviewed
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waekly in the QA meating to determine the need
of ongoing frequency with new medication
monftoring.

~Intarview with the DON and the Nurse
Consultant on 06/25/14 revealed Licensed
Nursing Staff thet had not received the training on
06/12/14 would not be parmitted to work until the
above stated education has been received.

—A review of facility audits and interviews with
Administrative staff on 06/25/14 revealed all new
medication orders were sudited and lcgged onto
the adminisirative nursing monitoring form by the
DON, ADONs, SOC, FFN, MDS Coordinator, or
Reglonal Nurse Consultant. Continuad interview
revealed three Regional Nurse Consultants had
been on-site 24 hours a day since the incident
occurred on 06/12/14 to ensure staff had
validated all new medication orders, The
Regional Nurse Consuitant stated during night
shift the Charge Nurse was required to call the
daesignated Administrative Nurse or Regional
Nursae Consultant with all new medication orders,
to ensure all new orders had been signed off by
two nurses as required. Continued intarview on
06/25/14 confinmed facility audits included
ensuring the phamacist had been contacled fo
verify allergies, and that two nurses had signed
off on the transcription of the new medication to
the MAR prior to the administration of any new
medications to the residents. Continued inlerview
revealed the Regional Nursa Consultant, Special
Projects Administrater, VPO, CNE, or COO would
audit all new orders daily to ensure compliance
with the process starting on 06/13/14 end would
continue to audit the orders until the immediacy
had been removed. The Nurse Consultant stated

when immediacy had been removed audits would
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be conducted twica weekly for four weeks, and
then the QA Committee would evaluate the need
for continued frequency of moniloring.

--The Director of Nursing stated on 06/25/14 at
3:25 PM she had conducted daily reviews of tha
medication audit log sheels for compliance. The
Regional Nurse Consultant stated on 06/25/14
that he had validated compliance with the above
process daily and the COO, CNE, VPQ, or the
Special Projects Administrator had validated

until removal of the Immediacy. Tha DON stated
when the immediacy had been remaved, then
she or the ADONs would review the log sheets
dally for four weeks, the Regional Nurse
Consultant would review the log sheets thres
times a week for four weeks, and the COO, CNE,
VPQ, or the Special Projects Administrator would
review the log sheets weekly for four weeks to
ensure that compliance has been malntained.
Tha DON further stated the findings would be
reparied weekly to the QA Commitiee for
recommendations and further follow-up as
indicated and lo determine ongolng frequency of
maonitoring,

Interviews with the Administrator on 06/25/14 at
3:00 PM and raview of the facility's audits an
06/25/14 ravealad medication pass audits were
completed by the DON, ADON, SDC, MDS
Coordinator, FFN, or Reglonal Nurse Consullant
for alt nurses and KMAs that had worked on
06/12/14. Continued review of the audits
revealed the audits ensured proper medication
administration technique, proper identification of
allergies, that professional standards were met,

and interview revaaled by 06/17/14 medication

compliance with the above process, twice weskly,

and {hat care plans were followed. Further review
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pass audits had been completed for the KMAs
and all but four nurses {(who worked on a PRN
basis) during their initial medication pass. The
Regional Nurse Consultant stated certified letters
had been mailed to the four PRN licensed nurses
to inform them they would not be permitted to
work until a medication pass audit had been
completed by the ADONs or SDC. During the
medication pass audit, a questionnaire was
completed by the DON, ADON, FFN, MDS
Coordinator, SOC, or Regional Nurse Consultant
to ensure their knowledge of where to raviaw for
allergles prior to the administration of medication.

=Intarview with the Regional Nurse Consultant on
06/25/14 at 1:00 PM revealed after the
madication pass audits had bean conducted for
all licensed nurses, the DON, ADONs, SDC, FFN,
MDS, or Regional Nurse Consultant would
conduct a medication pass audit with two nurses
per day (one nurse from each of tha two nursing
units) to ensure ongolng proper medication
administration technique, proper identification of
allergles, that professional standards were met,
and that care plans were being followed untit
immediacy had been removed. When tha
immediacy has been removed, one nurse per day
would complete a medication pass audit for two
weeks, and then the QA Committee would
evaluate and determine the frequency of ongolng
medication pass audits.

—The Regional Nurse Consuilant stated on
062514 at 1:00 PM that Administrative oversight
of the facility would be completed by the Spacial
Projects Administrator, Regional Nurse
Consultants, and the Regional Vies President of
Operations, Chief Nursing Executive, or the Chief
Operating Officer daily until removal of
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immediacy. After the removal of immaediacy the
oversight woutd continue weekly for four weeks
and then monthly.

—Review of education provided by the facility
revealad education had been provided by the
Regional Nurse Consultant on 08/12/14 for the
Administrator, DON, ADON, SDC, Quality of Life
Director, Social Services Director, Plant
Operations Direcior, Chaplain, Medical Records
Coordinator, Dietary Manager, and Admissions
Director. The education provided consisted of the
Quality Assurance Process and appropriate
mathods of identification of concerns including
significant medication errors, failure to report
neglect, auditing pharmacy services, care plans,
and professional services.

-A raview of education provided and interviews
an 06/25/14 with the DON, Administrator, and the
Regional Nurse Consuliant confirmed a Quaiity
Assurance mesting was held on 06/12/14 with the
Medical Director for further recommendations
regarding the plan for ramoval of jeopardy. The
Madical Director was involved with creation and
approval of the current plan to address the
identified areas of concern in regards to
appropriate identification of resident allergies. By
06/24/14, the Regional Nurse Consultant
provided education training to all primary cara
physicians, atong with the physicians that provide
coverage for the primary care physicians, a letter
which detailed the facility's QAPI plan, and the
appropriate identification of resident allergles
prior to prescribing new medication. Tha
Administrator staled on 06/25/14 that a Quality
Assurance meeting would be held weekly for four
weeks, then monthly for recommendations and
further follow-ups regarding the above stated

F 282
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for an abnormal urinalysls. Interview with ARNP
#1 also revesled she failed to review the
resident’s medication allergiés before she
prascribed the Bactrim. An interview with
Assistant Director of Nursing {ADON) #1 on
06/17/14, revealed he had transcribed the
Bactrim that had bean prescribed for Resident #1
to tha resident's Medication Administration
Record (MAR) on 06/12/14, and failed to review
the resident's allergies befara he transeribed the
medication to the MAR, An Interview conducted
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F 333 | 483.25(m){2) RESIDENTS FREE OF F 333
8S=) | SIGNIFICANT MED ERRORS
The facility must ensure that residents are free of Fi13 7/ /J/ 4
any significant medication errors. 3
1.  Administrator snd DON were notified of the
medication error on 6/12/14 by Charge nurse.
Staff members were all suspended on 6/12/14
10 include the NP, South wing ADON,
Charge nurse, and KMA. All 4 staff members
This REQUIREMENT is not met as evidenced were disciplined, to include, NP, South wing
by: ADON and Charge nurse were terminated
. : and the KMA was allowed to retum to work
Based' c‘:n.lnterviews. record reviews, review of afier additional educath ining completed.
the facility’s investigation, and review of the P P,
L N \ DON initiated a thorowgh investigation on
facility's policies entitled Meu.:licatuon 6/12/14. DON reported to regulatary agency
Administration" and "Medication Ordering and on 6/12/14 to meet state/federal guidelines to
Recelving from Pharmacy Provider,” it was cusure reperting rFquiremmu were met. The
detarmined the facility failed to snsure ona (1) of Physician for Resident #1 was notified,
four (4) sampled residents (Resident #1) was free 6/12/14, upon identification of medication
from significant medicatian arrors, error related to administration of Bactrim,
. Physician instructed staff to assess resident
and momitor resident for any signs and
Review of Resident #1°s medical record ravealed symptoms of allergic reaction. Resident was
the resident was allergic to Bactrim (antibiotic). nsgessed by charge nurse on 6/12/14 for mny
Interview and record reviews conduclad on signs and symptoms of reaction, nonc were
0617114 et 1:56 PM ravaaled on 06/12/14 noted. ’;i‘j‘;d"“;,‘h";lﬁ?"s “ﬁ“‘m’
Advanced Registsred Nurse Practitioner (ARNP) n:sidl:nts Pog. ;cﬁllm:ubm ar;"ﬁ il
#1 prascribed Bactrim (antibiotic) to Resident #1 2. All other residents were assessed, skin chc.cks

were completed on 6/12/14 by DON, North
wing ADON, Interim South wing ADON,
MDS Coerdinator or SDC on residents with
BIM score Jess then 8 for any signs or
symptoms of allergic reaction. None were
identified. Inferviews were completed on
6/12/14 by the Social Services Director and
Chaplain for residents with a BIMS score
ebove 8 regarding their knowledge of any
medications they received which they had
allergies. None were identified.

Staff were interviewed by the DON, Morth

wing ADON, FFN, SDC, MDS or regional o]
A
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on 06/17/14 at 1:50 PM with Registered Nurse
(RN) #1 revealed she had retrisved the Bactrim
from the facility's Emsrgency Drug Kit (EDK) on
06/12/14. RN #1 further stated she had failed to
review the resident’s allergies before the
medication was obtalned and before she
instructed Kentucky Madication Alde (KMA) #1 to
administar the madication to Resident #1. KMA
#1 acknowledged she administered the
medication to Resident #1 on 08/12/14 and failed
to review or verify the resident’s medication
allargies with the resident before she
administerad the medication on 06/12/14,

Record review revealed the facility learned of the
medication error when the pharmacy telephoned
the facility, approximately three hours after the
pharmacy had recaived the prescription on
06/12/14, 1o ask staff to clarify the order because
the resident was allergic to Bactrim. When facility
slaff was notified of the madication error,
Resident #1 was assassed and monitored, with
no injury or reactions identified to occur for the
resident.

The facility's failure to ensura residenis were free
from significant medication efrors caused, or was
likely to cause, serious injury, harm, impaiment,
or death o residents in the facility. Immediate
Jeopardy with Substandard Quality of Care was
determined fo exist on 06/12/14 at 42 CFR
483.20 Residant Assessment (F281 and F282),
42 CFR 483.25 Quality of Care (F333), and 42
CFR 483.75 Administration (F480 and F520) at a
scope and severity of "J)." Substandard Quality of
Care was identified at 42 CFR 483.25 Quality of
Care (F333). The facility was notified of the
Immedlate Jeopardy on 06/18/14.

An acceptable Allegation of Compliance was
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individuals transceibing or administering any
F 333 | Continued From page 48 F 333 medication in which a resident had an oflerpy,

All resident current allergies were validated
by chart audits, to include, allergy sticker on
qutside of chart, face sheet, care plans,
MARSTARs, and allergy sheet in front of
MARs along with physician/NP orders since
5/1/14 for any new medication orders vs
resident allergies by the Director of Nuvsing,
Assistant Director of Nursing, Staff
Development Coordinator MDS
Coaidinators, Social Services Director,
Admissions/Macketing or Regionel Muse
Consultant by 6/13/14 foc all residents to
ensure aflergies are appropriately identified
and no medications were ordered and/or
administered that a resident was allergic. No
concems were identified.

Education for all statf, (o ensure services are
provided according to accepted practice of
clinical stendards, was initiated on 6/12/14 by
the Staff Development Coordinator, DirecmrJ
of Nursing, North Wing Assistant Director o
Nursing/interim South Wing Assistant
Disector of Nursing or the Nurse Consultant
regarding the abuse/neglect policy and
appropriale reporting of neglect to include
significant medication errors, care plans in
regards to following care plans and dchv:q

care as outling in the care plan, emergency
medication kit to include phermacist app

and allergy verification pricr to med cemoval
medication edministration to include the
responsibilitics and expectations of the nurse
in pulliog the medications and delivering the
medications while adhering to the 5 rights to
meet professional standards requirements, the
Quality Assurance Performance Improvemen)
process to include reperting of concems to
the Administrator and Line staff participation
in development of QAP plans. Staff will no
be permitted to work prior to receiving the
education and passing post-test with 100%,
Education regarding the abuse/neglect policy

and appropriate ceporting of negiect to
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Joeopardy was removed on 06/25/14, prior to exit,
which lowered the scopa and severity to "D" at 42
CFR 483.20 Resident Assessmant (F281 and
F262), 42 CFR 483.25 Quality of Care (F333),
and 42 CFR 483,75 Administration (F490 and
F520) while the facility monitors the effectiveness
of systemic changes and quality assurance
activitles.

Tha findings include:

Review of the facility's palicy titled “Medication
Administration,” dated December 2010, revealed
staff was required to verify the residant was not
allergic to the medication before administering
any antibiotic for the first time.

Review of the facility's policy fitled "Medication
Ordering and Receiving from Pharmacy
Provider,” dated September 2010, revealed when
a medication was neaded from the facility's
Emergency Drug Kit (EDK), staff should first
verify and review the prescriber’s orders for
appropriatenass and check the resident's
allergies.

Revlew of Resident #1's medical record revealed
the facility admitted the resident on 01/22/13, with
diagnoses including Pneumonia, Urinary Tract
Infection {UTI), and Dehydration. Reviewofa
Quarterly Minimum Data Set Assessment (MDS)
dated 05/21/14, revealed Resident #1 was alert
and oriented. In addition, based on the facility's
assassment on 05/21/14 Resident #1 had a Brief
Interview for Mental Status (BIMS) score of 15,
which indicaled the resident's cognition was

administration lo include the responsibilities
and expectstions of the aurse in pulling the
medications and delivering the medications tg
meet professional standards requirements
aleng with monitored medication pass with
questionnaire, the Quality Assurance
Performance Improvement process to include|
reporting of concerns to the Administrator
and line staff participation in development of |
QAPI plan will be included in orientation for
all new nurses hired after 6712714,
Education was provided by the Regiana!
Nurse Consultant on 6/12/14 for the
Administrator, Director of Nursing, North
Wing Assistant Director of Nursing/Interitn
South Wing Assistant Director of Nursing,
Staff Development Coordinator, Quality of
Life Direclor, Social Services Director, Plant
Operations Direclor, Chaplain, Medical
Records Coordinetor, Dictary Manager and
Admissions Director regarding the Quality
Assuranee Process and appropriate metheds
of identification of concerns including
significant medication errors, failure to report
neglect, audiling pharmecy services, care
plans, and professional services,
A follow-up questionnaire will be completed
by the Administrator, Director of Nursing,
North Wing Assistent Director of
Nursing/interim South Wing Assistant
Director of Nursing, MDS Coordinator,
Socirl Services Director, Quality of Life
Director, Dictary Manager, Plent Operations
Director, ar the Environmental Services
Manager for 5 different staff members daily,
starting on 6/25/14, for 4 weeks, to ensure
inued md i fing &
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plans in regacds to following care plans and
F 333 | Continuad From page 49 F 333 delivering care as cutline in the care plan,
received on 06/24/14, which alleged removal of emergency medicine kits to includs
the Immediate Jeopardy on 06/25/14. The State phemmecist epproval and allergy verification
Survey Agaency determined the immediate prior to med removal, medication
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Review of Resident #1's Comprehensive Care
Plan, last updated May 2014, revealed staff had
documented the resident was allergic to Bactiim.

A raview of Resident #1's medical record
revealed the record was labeled indicating the
resident had an allergy to Bactrim. Review of the
resident's medical record revealed the outside of
the chart was labeled with a red and white stickar,
which identified the resident's allergy to Bactrim.
Continued review revealed each page of the
resident’s MAR had documentation of the
resident's allergy to Bactrim. In addition, there
was a separata page with the MAR that was used
only for allergy information that identified the
resident had an allergy o Bactrim.

Review of Residant #1's Physician ordars dated
06/12/14, ravealad ARNP #1 prescribed 800
milligrams ({mg) of Bactrim to be administered to
the resident two times a day fo treal an abnormal
urinalysis. Review of the resident’s MAR
ravealed facility staff had administared ona dose
of the Bactrim to Resident #1 on 06/12/14 at
approximately 12:00 PM.,

Record review revealed the facility conducted an

1 investigation ralated to the stafi's failure to review

andfor verify Resident #1's altergies prior to {he
administration of the Bacirim. According to the
investigation, the facility Jeamed of the medication
arror when the pharmacy contacted facility staff
approximately three hours after the pharmacy
had filled the prescription for the Bactrim on
06/12H14 and asked staff to clarify the order
because the resident was allergic to Bactrim.

the residend do not have an ideatificd allergy
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comumnittes will cvalvate and detenmine need
F 333 | Continued From page 50 F 333 of engoing frequency,
intact. Pharmerica is providing ficld consultants on

site, starting on &/16/14 for 2 days per weck
for 4 weels to provide further
cducation/training on medication
administration, to include delivery of
medications and validation of allergies to
meet professionsl standards. All ntirses will
complete 1 med pass with a phasmerica field
consultent. QA committee will evaluate and
determine need of ongoing services required
from phannerica field consultant at the end o
2 weels,

Facility obtained a contract, on 6/16/14, with
an externel, independent clinical consultant
provide services 2 days per week, on sile,
This external, independent clinical consultan
will provide clinical oversight of process and
procedures to validete that professional
standards are being met until immediacy is
removed then QA committee will cvaluate
and detennine need on ongoing services
required from extemal, independent clinical
consultant.

Upon receiving a new medication ordes, all
new medication orders will be reconciled
with resident lsted allergies by two nurses,
thea pharmacy will be contacted to reconcile
new medication with residents listed allergied
at pharmerica, then new medication order
will be signed off by same two nurses on the
physician order velidating reconciliation of
new medication to listed aflergies in chart angi
with pharmerica. Nurse receiving the new
medication order will transcribe the order to
the MAR and a second nurse will co-sign
validating compliance. DON, North wing
ADON, Interim South wing ADON, SDC or
Regional Nurse Consultant will review daily
the above process for compliance to ensure
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Fa33 validation will continue daily, starting on
Cantinued From page 51 F 333 §725/14, for 4 weeks, then daily (M-F) for 4
ARNP #1 confirmed In an interviaw conducted on weeks. Findings will be presented and
08/17/14 at 1:56 PM that sha had prescribed reviewed weekly in the QA meeting to
Bactrimn {an antibiotic medication) for Residant #1 determine the need of ongoing frequency
on 068/12/14. ARNP #1 acknowladged she failed with new medication monitoring.

to review Resident #1's medication allergy list
prior to prescribing the Bactrim to the resident on
08H2H4. The ARNP stated she should have
reviewad the resident's allergy lists before the
arder for Bactrim was prescribed to Resident #1
on 06112/14.

An Interview conducted with ADON #1 on
06/17/14 at 1:30 PM, raveeled after the ARNP
wrate the order for the Bactim, ADON #1
transcribed the order onto Resident #1's MAR on
06/12/14. The interviaw further revealed aven
though he had been trained 1o verily allergles
before he transcribed them onto the MAR, he
failed to review the resident’s list of allergiss and
had transcribed the newly prascribed antibiotic
onto Resident #1's MAR on 06/12/14. The ADON
further stated ha was in 2 hurry on 06/12/14 due
to a scheduled mesting he had to attend, and
"was undar the impression the ARNP had
checked the resident's allargias before
prescribing the madication.”

{nterview with RN #1 at 1:50 PM on 08/17114
revealed the ADON had Instructed the RN to
obtain the Bacirim from the EDK 1o administerfo
Resident #1. RN #1 acknowledged she failed to
review the resident's medication allergies when
she obtained the medication from the EDK for
Resident #1 and stated she had "assumed” the

. ADON had verified the resident's allergies bafora
he had asked her to abtain the medication.
Continued interview with RN #1 revealed she had
instructad KMA #1 to administar the Bactrim to
Resident #1,

All new medication orders will be audited
and logged on the administrative nursing
monitoring form by the DON, North wing
ADON, Intetim South wing ADON, SDC,
FFN, MDS Coordinator, or Regional Nurse
Corsultant daily, starting on 6725/14 for 4
weeks then daily (M-F) for 4 wecks, to
ensure all new medications orders have been
signed off by two nurses, pharmacist hias bee|
contacted o verify allergies and two nurses
have signed off on the transerigtion of new
medicalion to MAR prior 1o new medication
administration to the resident. Additicnally,
regional nuvse consultant, special projects
administrator, V.P, of Operationa, Chief
Nursing Executive or Chief Operating
Oficer will audil all new orders twice weekl
for 4 weeks, slerting on 6/25/14, (o enstuse
compliance with the process and then weekl
for 4 weels. Findings will be reported durin,
weekly QA for recommendations and furth
follow-up as indicated and to determine
engoing frequency of monitoring.
Education waa provided for Licensed Nursing
Staff by the Staff Development Coordinetor,
or the Regional Nurse Consultant regarding
the above stated plan on 6/12/14, Licensed
Nursing Staff will not be allowed to work
prior to receiving the above steted education
Medication pass audits were completed by
the Director of Nursing, North Wing
Assistant Director of Nursing/interim South
Wing Assistant Director of Nussing, Staff -
Development Coordinator, MDS

Coordinator, FFN or Regional Nurse
ConsuMant forall nurces and Cedtified
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An interview with KMA #1 on 06/17/14 at 1:00 PM
revealed she had administered Bactrim o
Resident #1 an 06/12/14, and failed to review
Resident #1's allergles or ask the resident if
he/she had any drug allergies before
administering the newly ordered medication. The
KMA stated she “assumed” since RN #1 had
given her the resident's medication, still
packaged, and instructed her to administer the
medication, that the RN had verified the
resident's medication allergies.

An interview with the Directar of Nursing (DON)
on 06/18/14 at 11:30 PM, revealed staff had
previously been trained and instructed to review a
resident's allergles before they administered
newly prescribed medicafions. The DON
acknowledged staff had falled to verify Resident
#1's allergles prior to administering the Bactrim
on 06/12M14.

An interviaw with the Administrator on 06/18/14 at
4:00 PM revealed staff had been trained to verify
the facility’s residents’ medication aliergies before
administering medications. The Adminisirator
further stated Resident #1's medication allergies
should have been verified befora the madication
was prescribed, transcribed, or administered on
06/12/14.

“Tha facility provided an acceptable Allegstion of
Compliance (AQC) on 06/24/14, The facility
implemented the following actions fo remove the
Immediate Jecpardy:

—The Administrator and Director of Nursing
(DON) were notifled of the medication eror on
06/12/14 by Registered Nursa (RN) #1.

technique, proper identification of allergies,
professional standards are being met and care
plans are being followed. Medicalion pass
audity were commpleted by ADONs, SDC,
Regional Nurse Consultant or Pharmerica
Field Consultant for all nurses and certified
medication technicians duriog their initial
medication pass by 7/4/14. During the
medication pass audit, a questionnaire will be
completed by the Director of Nursing, North
Wing Assistant Director of Nursing/interim
South Wing Assistant Director of Nursing,
FFN, MDS Coordinator, Staff Development
Coordinator, or Regional Nurse Consultant to!
ensure their knowledge of where to review
for allergies prior to the administration of
medication,

After all ntirses have completed a medication
pass audit, the DON, ADONs, SDC, FFN,
MDS or Regicnal Nurse Consultant will
conduct a medication pass audit with 1
different nurse each day covering diffemnt
shifts weekly for 4 weeks, starling on
6/25/14, to ensure ongoing proper medicatior]
ndministration technique, propes
identification of allergies, professional -
standards are being met and care plans are
being followed, then 2 different nurses on
different shifts per week will complets a
medication pass audit for 4 weeks, then QA
commitiee will cvaluate end determine the
frequency of ongoing medication pass audits,
Administrative oversight of the facility will
tie completed by the Special Projects
Administrator, regional nurse consultant, the
Regional Vice President of Operations, Chic
Nursing Executive or the Chicf Operating
Officer weekly for 4 weeks, starting on
6/25/14, then monthly.

Prior to hire, any new MD, PA or NP will
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Advanced Registered Nurse Practitioner (ARNP)
#1, Assistant Director of Nursing (ADON) #1, RN
#1, and Kentucky Medicalion Aide (KMA) #1,
were all suspended on 06/12/14, pending resulls
of an invastigation. The DON initiated an
investigation on 06/12/14. The DON reported the
medication administration error that occurred on
06/12/14 to the regulatory agency on 08/12/14 to
meet siateffederal guldelines to ensure reporling
requirements were met. The Physician for
Resident #1 was notified upon Identification of the
medication error related to administration of
Bactrim on 06/12/14. The Physician instructed
facility staff to assess Rasident #1 and monitor
himvher for any signs and symptoms of allergic
reaction. Resident #1 waa assessed by facility
siaff on 06/12/14 for any slans and symptoms of
reaciion, no concemns wera identified. Resident
#1, who has a Brief Interview for Mental Status
{BIMS) score of 14 was notified of the medication
arror along with tha resident's Power of Altorney
(POA)} on 06/12H14 by facility staff.

—Based on the conclusion the investigation, staff
membersAhe contract consuitant involved.was
disciplined as below:

-ARNP #1, ADON #1, and RN #1's employment
was terminated from the facility.

-KMA #1 received coaching/counseling,
completed with restrictions that the KMA raceived
1:1 training by the Staff Development Coordinator
{SDC) to address medication adminisiration,
specifically not giving medicatians that she does
not pult herself, checking for allergies, and
providing care as ouifined in the care plan in
relation to medication administration.
Furtharmore, KMA #1 had to complete a

4. A Quality Assurance mecting was held on
6/12/14 with the Medical Director for further]
recommendationa regarding the plan for
removal of jeopandy. Medical director was
involved with creation and approval of
current plan to address the identified eceas off
concerm in regards fo appropriste
identification of resident allergies. All
primary physicians, along with covering
physiciang were provided with
cducation/treining on the QAPL plan along
with appropriate identification of resident
allergies prior to new medication prescribing
on 6/24/14 by Regional Nurso Consultaat or
Director of Nursing. A Quality Assurance
meeting will be held weekly for 4 weels,
then monthly for recommendations and
ﬁ.;ﬂh:t [ollow up regarding the shove stated
plan
Education was provided on 672414 to ofl
physicians by the Regional Nurse Consultent,
along with a letter, containing the above
stated QAP plan and educationfiraining was
sent ot on 6/24/14 to each of the physicians
by the facilities Medical Director, Dr. Martin
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medicatian pass with a phammacy field consultant
prior to passing any medications upon return to
work. She will also complete a weekly
medication pass with the Staff Davelopment
Coordinator for ongoing continued
education/compliance for four weeks. (The
facility determined, after reviewing the KMA's
33-year history with the facility as & KMA and
having exceptional evaluations and no
coaching/counseling during her years of service,
that with appropriate education and training she
should be allowed to return to work.)

~Facility staff was interviewed by the DON,
ADONSs, Facility Formulary Nurse (FFN), SOC,
Minimum Data Set {(MDS) Coordinator, and
Regional Nurse Consultant on 06/12/14 for any
knowledge of these four individusls transcribing
or administering any medication in which a
resident had an allergy.

—Interviews were completed on 08/12/14, with
residents which were assessed to have a BIMS
scora of 8 or greater, by the Social Services
Director and Chaplain regarding their knowledge
of any medications they were sllerglc 1o and may
have received. No concerns wers identified.

--Skin assessments were completed on 06/12/14
by the DON, ADON, MDS Coordinator, or SDC
on all residents with a BIMS score less than 8, for
any signs or symptoms of allergic reaction. No
concems were identified.

—All facility residents’ charts were audited, which
validated allergy stickers were on the outside of
the resident’s chart, face sheet, and care plans.
The residents’ Medication Administration Records
{MARs) and Treatment Administration Records
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{TARSs) and the allergy shest in front of tha MARS,
along with the Physician and Nurse Praclitioner's
(NP’'s) orders since 05/01/14 were audited, for
any new medication orders varsus resident
allergles, These audils were conducted by
06/13/14, by the Directer of Nursing, Assistant
Director of Mursing, Staff Davelopment
Coondinator, the MDS Coordinators, Social
Services Diractor, Admissions/Marketing or
Regional Nurse Consultant to ensure allergies
had been appropriately identified and no
medications were ordered andfor administered
that were listed as an aflergy for a resident. No
concerns ware identified.

~Education for facility staff was initiated on
06/12H 4 by the SDC, DON, ADONs, or tha Nurse
Coansultant regarding the abuse/neglect policy
and appropriate raporting of neglect. The
education alsa included informaticn related to
significant medication errors, care plans in
regards to following care plans and delivering
cara as outlined in the care plan, emergency
medication kit to include pharmacist approval and
allergy verification prior to med removal.
Education provided also included medication
administration related to the responsibilities and
expectations of the nurse related to how the
medications were obtained and delivered to meet
professional standards requirements. Staff will
be monitored during medication pass and will
complete questionnaires from training received.
Staff was also trained related to the Quality
Assurance Performance Improvement process
which included reporting of concems fo the
Administrator and line staff participation in
devalopment of Quality Assurance Performance
Improvement (QAPI) plans. Staff will not be
permitted to work prior to receiving the education

F333
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and passing a post-test with a score of 100
percent. All new licansed nurses hired after
06/12/14 will receive the above training.

—~Follow-up guestionnaires will ba completed by
the Administrator, DON, ADON, MDS
Coordinator, Social Sarvices Director, Quality of
Life Director, Dietary Manager, Plant Operations
Director, or the Environmental Servicas Manager
for five different staff members daily until remaval
of the immediacy of the Jeopardy, Afterthe
immedlacy has been removed the questionnsires
will be conducted weekly for two weeks, to ensure
conlinued understanding regarding the
abuse/neglect policy and procedure, and then the
Quality Assurance (QA) Commitiee will evaluate
and determine need of ongoing frequency.

—Pharmerica is providing field consultants
on-siie, starting on 06/16/14 for two days per
week for two weaks to provide further
education/iraining on medication administration.
The education will Include delivery of medications
and validation of allergies to meet professional
standards. All nurses will complete a med pass
with a Pharmmerica field consultant. The QA
Committee will evaluate and determine the nead
for services required from the phamacy field
consultant at the end of two weeks.

—The facility obtained a contract on 06/18/14 with
an extarnal independent clinical consullant to
provide services two days per week on-site. This
extemnal independent dlinical censultant will
provide clinical oversight of process and
procadures ta validala that professional
standards are being met untii the Immediacy is
removed, After the immadiacy is removed, the
QA Committee will evaluate and determine the

F 333
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need for ongolng services required from the
extamal independent clinical consultant.

--Upon receiving a new medication ordar, all new
medication orders will be reconciled with the
rasident's listed allergies by two nurses. The
phanmmacy will then be contacted to reconclle the
new medication with the resident's listed allergles
and new medication orders will ba signed off by
the same two nurses on the Physician Order
validating the reconcliiation of the new medication
to the listed allergies. The nurse receiving the
new medication order will transcribe the order to
the MAR and a second nurse will co-sign
validating compliance. Prior to administration of
nawly ordered medications for any resident, the
DON, ADONs, SDC or Regional Nurse
Consultant will raview the above process with the
Charge Nurse or certified medication techriclan
1o determine compliance to ensure the rasident
doesn't have an allergy to the medication. This
validation process will continue until the
immediacy is ramoved, then dally review for
compliance with the abave process will continue
for four weeks. The findings will be reviewed
weekly in the QA meeting to determine the nead
of the ongeing frequency with new medication
monitoring.

—Education was provided on 08/12/14, for
Licensed Nursing Staff by the SDC or the
Regional Nurse Consultant regarding the above
slated plan. Licensed Nursing Staff which was
not trained an 06/12/14 will not be permitted to
work until the above steted aducation has been
raceived.

—~All new maedication orders wera auditad and
logged onto the administrative nursing monitoring

F 333
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form by the DON, ADONs, SDC, FFN, MDS
Coordinator, or Regional Nurse Consuliant (three
regional nurse consuliants have been on-sita for
24-hour coverage to ensure all new medication
orders have gone through the process outlined
below, sinca thae incident which occurred on
06/12/14) avery shift (during night shift the
Charge Nurse is to cail the designated
Administrative Nurse or the Regional Nurse
Consultant with all new medicetions) to ensure all
new medications orders have been signed off by
two nurses. Audits have also included ensuring
the pharmacist had been contacted fo verify
allergies and two nurses have signed off on the
{ranscription of the new medication to the MAR
prior to the new meadication being administared to
the resident. {n Addition, the Regional Nurse
Consultant, the Spaclal Projects Administrator,
Vice President of Operations (VPO), Chief
Nursing Executive {(CNE), or Chief Oparating
Officer (COOQ) will audit all new orders daily to
ensure compliance with the process starting on
06/13/14; this process will be continued until the
immediacy has been removed. When the
immediacy has been removed audits will be
conductad twice weekly for four weeks, and at
that time the QA Commitiee will evaluate the
need for the continued frequency of monitoring.

—The Director of Nursing will conduct daily
reviews of the above log sheet for compliance.
The Regional Nurse Consultants will validate
compliance with the above process daily and the
COO0, CNE, VPO, or Special Projects
Administrator will validate compliance with the
above process twice weekly until the removal of
the immadiacy of the Jeopardy. When the
immediacy has been removad, then the DON or
ADONs will review daily for four weeks; the

F 333
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Regional Nurse Cansuttant will review three times
a week for four weeks; and the COQ, CNE, VPO,
or Special Projects Administrator will review
waekly for four weeks to ensura that compliance
is maintained. The findings will be reporied
weekly to QA for recommendations and further
follow-up as Indicated and to determine ongoing
frequency of manitoring.

~Medication pass audits were completed by the
Director of Nursing, Assistant Directors of
Nursing, Staff Developmant Coordinater, MDS
Coordinatar, FFN, or Regional Nurse Consultant
for all nurses and KMAs who had warked on
06/12/14 to ensure proper medication
administration technique, proper identification of
allergles, that professional standards were being
met, and that care plans were being followad.
Further medication pass audits were completed
for all nurses and KMAs during their initfal
medication pass by 06/17/14 except four PRN
nurses. Certified letizrs have bean mailed to the
four PRN licensed nurses to inform them thay
waould not be permitted to work until a medication
pass audit was complated with the ADONSs or
SDC. During the medication pass audit, a
questionnalre will be completed by the DON,
ADON, FFN, MDS Coordinator, SDC, or Regional
Nurse Consuliant to ensure their knowledge of
where 1o review for allergies prior to the
administration of the medication.

—When all nurses have completed a medication
pass audit, the DON, ADONs, SDC, FFN, MDS
Coordinator, or Regional Nurse Consultant will
conduct a medication pass audit with two nurses
per day (one nurse per nursing unit) to ensure
ongoing proper medication administration
technique, proper identification of allergies, that

F 333
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professional standards are being met, and that
care plans are being followed until the immediacy
has bean removed. When the immediacy has
been removed, one nurse per day will complete a
medicatlon pass audit for two weeks, and then
the QA Committee will svaluate and determine
the frequancy of ongoing medication pass audits.

—Administrative oversight of the facility was
completed by the Special Projects Administrator,
Regional Nurse Consuiltant, the Regional Vice
President of Operations, Chief Nursing Executive,
or the Chief Operating Officer daily until removal
of the immediacy. After the removal of the
immediacy, the aversight will continue weekly for
four weeks, then monthly.

--Education was provided by the Regional Nurse
Consuitant on 06/12/14 for the Administrator,
DON, ADON, SDGC, Quality of Life Director, Social
Services Diractor, Plant Operations Director,
Chaplain, Medical Records Coordinator, Diatary
Manager, and Admissions Director regarding the
Quality Assurance Process and appropriate
methods of identification of concerns including
significant medication errors, failure to report
neglect, auditing pharmacy services, cara plans,
and professional services.

—A Quality Assurance meeting was held on
06/12/14 with the Medical Director for further
recommendations regarding the plan for removal
of Jeopardy. The Medical Dirsctor was involved
with creation and approval of the current plan to
addrass the identified areas of concern in regards -
1o appropriate identification of resident allergies.
All piimary physicians, along with covering
physicians, were provided with education/training
along with a letter which detailed the facility's

FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING COMPLETED
188084 B WING 06/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
SIGNATURE HEALTHCARE OF PIKEVILLE 260 SOUTHMAYO TRAIL
PIKEVILLE, KY 41501
x40 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Sl
DEFICIENCY)
F 333 | Continued From page 60 F233

FORM CMS-2587(02-86] Previous Versions Cbsclisle Everi ID: XVERN

Facity iD: 100267 if continuation shaet Page 61 of 116




DEPARTMENT OF HEALTH AND HUMAN SERVICES

__CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
ANC PLAN OF CORRECTION

PRINTED: 07/17/2014
FORM APPROVED

OMB NO. 0338-0391

%1) PROVIDER/SUPPUER/CLIA
IDENTIFICATION HUMBER:

185094

(X2) MULTIPLE CONSTRUCTION

A BUILDING

B.WING

{X3) DATE SURVEY
COMPLETED

c
062512014

NAME QF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF PIKEVILLE

STREET ADDRESS, CITY, STATE, 21° CODE
260 SOUTH MAYO TRAIL
PIKEVILLE, KY 41501

(X410
PREFIX
TAG

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

1D

TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION [
[EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
CROSS-REFERENCED TO THE APPROPRIATE OATE

F 333

Continued From page 61

QAP plan, along with appropriate identification of
resident allergies prior to new medication
prascribing on 06/24/14 by the Regional Nurse
Consultant or DON. A Quality Assurance meeting
will be held weekly far four weeks, then monthly
for recommendations and further follow-up
regarding the above stated plan.

“*The surveyars validated the Immediate
Jacpardy was removed as follows:

—~Interviews conducted with the Administrator and
the Director of Nursing (DON) on 06/25/14
revealed Registered Nurse {RN) #1 nofified them
of the medication error that occurred on 06/12/14
when facility staff had prascribed, obtained, and
administered a medication to Resident #1 that
had previously been identified as a medication
allergy for the resident. Further interviews and
review of the facifity's Investigation confirmed staff
members involved with the incident (ARNP #1,
ADON #1, RN #1, and KMA #1) were all
suspended on 06/12/14, pending results of the
investigation. Resident #1's physician was
nolified, and new orders ware recelved and
implemented on 06/12/14, when the medication
error was identified by facility staff. Continued
raview of the Investigation revesled Resident #1
was assessed by facility staff on 06/12114 for any
signs and symptoms of reaction and no concems
were identified. Continued review of the
investigation revealed Resident #1, who has 8
BIMS scora of 14 was notified, along with the
resident's Power of Attorney (POA), of the
medication error that occurred on 06/12/14.

-Interviews with facility staff and review of the
facility's investigation on 06/25/14 revealed the
following actions were taken, as a result of the

F 333
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facility's investigation findings: ARNP#1, ADON
#1, and RN #1's employmeni was terminated
from tha facility. KMA#1 recelved
coaching/counseting and 1:1 training by the Staff
Development Coordinator (SDC) which
addressed medication administration, specifically
not giving medications that she did not pull
herself, checking for resident allergies, and
providing care as outlined in the care plan in
relation to medication administration. Centinued
intarview and a review of the investigation
canfimned KMA #1 had completed a medication
pass with the facllity’'s Phammacy Consultant prior
to administering any further medications to facllity
residants. Further intarviews revealed KMA #1
would also complete a weekly medication pass
with tha SDC for ongoing continued
education/compliance for four waeks. The
facility's investigation findings revealed they had
determined, after reviewing tha KMA's 33-year
work history with the facllity, and having
excaptional avaluations and ne previous
disciplinary actions, with appropriate education
and training she should be allowed to return lo
work.

~Interviews with staff and further review of the
facility's investigation on 0€/25/14 revealed the
facility staff was interviewed by the DON, ADONSs,
FFN, SDC, MDS Coordinator, or Regional Nurse
Consultant on 06/12/14 for any knowledge of the
four individuals identified in the incident
transcribing or administering any medication
which had been listed as an allergy for any other
resident.

-Intarviews and review of the facility's
investigation conducted on 06/25/14 revealed
residents who were assessed to have a BIMS
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score of 8 or graatar wera interviewed on
06/12114, by the Social Servicas Director and
Chaplain to determine if medications they had an
allergy to had been administerad to them while in
the facility. The investigation furthes ravealed no
concerns wera identified.

—Interview with the DON and review of the
facility's investigation on 08/25/14 confirmed skin
assessments wera conductad to ensure no
allergic reactions had occurred on all facility
residents with & BIMS score of 8 or below on
06/12/14.

~Review of facility audits and interviews with staff
on 06/25/14 ravealed all facility residents’ charts
were audited and staff validated allergy stickers
were on the outside of tha residents' charts, face
sheets, and care plans. Further reviews and
interviews with staff conducted on 06/25/14
revealed the residents' Medication Administration
Records (MARs) and Treatment Administration
Records (TARs), allergy sheets located in front of
the residents' MARs, along with physician orders
obtained since 05/01/14 wars audited to ensure
the residents' allergies had been verified when
new ordars had been recelved, Continued review
confinmed audits were conducted by 06/13/14, by
the DON, ADON, SDC, MDS Coordinators, Social
Services Director, Admissions/Marketing, or
Regional Nurse Cansultant. Interviews
conducted on 06/25/14 revealed audits were
conducted to ensure allergies had bean
appropriately identified and no medications were
ordered and/or administered that were listed as
an allergy for a resident, with no concerns
idantified.

—A review of steff education provided by the
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facility, initiatad on 06/12/14, confirmed the SDC,
DON, ADONSs, or the Nurse Consultant instructed
staff about the facllity’s abuse/neglect policy and
appropriate reporting of neglect. The education
raview conducted on 06/25/14 also ravealed
information was included relatad to significant
medication errors, implemantation of care plans,
emergency medication kit to include pharmacist
approval, and allergy verification prior to
medication removal. Continued review of the
education provided to facility staff also included
medication administration and the responsibilities
and expectations of the nurse on how the
medications were obtained and delivered lo meet
professional standards requirements. Interviews
conducted with facility staff on 06/25/14
confirmed staff was monitored during medication
pass and had been required to complsie
questionnaires related io the training they
raceived. KMA #1 stated in Interview on 06/25/14
that she received training related to the Quallty
Assurance Performance Improvement (QAPI)
process which included reporting of concerns to
tha Administrator and line staff participation in
davelopment of QAPI plans. Interview with the
Regloral Nurse Consultant and the DON on
06/25/14 ravealed staff was not pemmilted to wock
until they wera educated and completed a
 post-test with a score of 100 percent. Interview
with the DON on 06/25/14 revealed all new
licensed nurses hired after 06/12/14 will recaive
tha above training during their crientation.

—Interviews with the Regional Nurse Consultant
on 06/25/14 confirmed follow-up questionnaires
were complated by the Adminisirator, DON,
ADON, MDS Coordinator, Social Servicas
Director, Quality of Life Director, Dietary
Manager, Plant Operations Director, or the
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Environmental Services Manager for fiva different
slaff members daily. The Nurse Consultant
further stated aftar the immediacy had been
removed the questionnaires would be conducted
waekly for two weeks lo ensure confinued
understanding regarding tha abuse/neglect policy
and procedure, and the QA Committee would
evaluata further the need for the questionnaires.

—Review of Medication Pass audits conducted,
and an intarview with the Reglonal Nurse
Consultant on 06/25/14, ravealed the facility's
Phamacy had provided Field Consultants
on-site, which started on 06/16/14, for two days
per week for a total of two weeks. He stated the
pharmacy service was to provide further
educalionftraining on medication administration.
The education would include dalivery of
medications and validation of the residents’
gllergies to meet professional standards. The
Consultant stated all nurses would complete
medication pass with 8 Pharmacy Field
Consultant and the QA Committee would
evaluate and determine the continued need for
services required from the Pharmacy Fiald
Consultant at the end of two waeks.

—Interview with the DON and the Administrator on
08/25/14 confirmed the facility had obtained a
conlract on 06/16/14 with an external
Indapendant Clinical Consultant to provide
services two days par week on-site. The
Administrator stated the external Indepandent
Clinical Consultant would provide clinical
oversight of processes and procedures o validate
thase prefessional standards were met untll the
immediacy was removed. After the immediacy
was removed, the Administrator stated the QA
Committee would evaluate and detenmnine tha
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need for services required from an external
Independent Clinical Consultant

~|nterviews with KMA #1 on 06/17/14 at 1:00 PM
and Administrative staff on 08/25/14 confirmed
training was initiated on 06/12/14 and Included
guidance on what staff was required to do when a
new medication order was recelved. Allergies
were 1o be validated and all new medication
orders were to be reconciled and transeribed onto
the resident's MAR by two nurses. Continued
interview confirmed the pharmacy would be
contacted to reconclle new medications, with the
rasident's listed allergles. Continued review of
trainings and interviews with KMA #1 on 06/17/14
at 1:00 PM, tha DON on 06/18/14 at 11:30 AM,
and the Administretor on 06/18/14 at 4:00 PM
confimad new medication orders would be
signed off by the two nurses that validaled
reconciliation of new medications to the resident's
listed allergies. Tha nurse recelving the new
medication order would transcribe the order to the
MAR and a second nurse would co-sign which
would validate compliance. Continued interview
ravealed staff was required (o contact the DON,
ADONs, SDC, or Regional Nurse Consultant,
before any new medication was administered for
any rasident, to validate all required checks had
been completed. Continued interviews on
06/25/14 revealed this validation process would
continue until the immediacy was removed. The
Reglonal Nursa Consuliant stated on 08/25/14 at
1:00 PM the validation process would be
reviewed daily for compliance and would be
continued for four wasks. The Nurse Consultant
further stated the findings would be reviewed
weekly in the QA meeting to determine the need
of ongoing frequency with new medication
monitoring.
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—Interview with the DON and the Nurse
Consultant on 06/25/14 revealed Licensed
Nursing Staff that had not received the training on
6/12114 would not ba parmitted to work until tha
above stated education has been recalved.

—A raview of facility audits and interviews with
Administrative staff on 06/25/14 revealed all new
madication crders were audited and logged onto
the administrative nursing monitoring form by the
DON, ADONs, SDC, FFN, MDS Coordinator, or
Regicnal Nurse Consultant. Continued interview
revealed three Regional Nurse Consultants had
been on-site 24 hours a day since the incident
occurred on 06/12/14 to ensure staff had
validated all new medication orders. The
Regional Nurse Consullant stated during night
shift the Charge Nurse was required to call the
designatad Administrative Nurse or Regional
Nurse Consultant with all new medication orders,
to ensure all new orders had been signed off by
two nurses as required, Continued interview on
06/25/14 confirmed facility audits included
ensuring the pharmaclist had been contacted to
verify allergias, and that two nurses had signed
off on the transcription of the new medication to
the MAR prior to the administration of any new
medications 1o the resldents. Continued Interview
revealed the Reglonal Nurse Consultant, Spacial
Projects Administrator, VPO, CNE, or COQ would
audit all new orders daily to ensure compliance
with the process starting on 06/13/14 and would
continue to audit the orders until the immediacy
had been removed. The Nurse Censultant stated
when immediacy had been removed audits would
be conducted twice weekly for four weeks, and
then tha QA Commitiee would evaluate the need
for continued frequency of monitoring.
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=The Director of Nursing stated on 08/25/14 at
3:25 PM shea had conducted daily reviews of the
medication audit log sheels for compliance. The
Regional Nurse Consultant stated on 06/25/14
that he had validated comphiance with the above
process daily and the COO, CNE, VPO, or the
Special Projects Administrator had validated
compliance with the ahove process, twice weekly,
until removal of the immediacy. The DON stated
when the immediacy had been removed, then
she or the ADONs would review the log sheets
daily for four weeks, the Regional Nurse
Consultant would review the log sheets three
times a week for four wasks, and the COO, CNE,
VPO, or the Spacial Projects Administrator would
ravigw the log sheets weekiy for four weeks to
ensure that compliance has bean maintained.
The DON further stated the findings would be
reported weekly to the QA Committee for
recommendations and further follow-up as
indicated and to determine ongoing frequency of
manitoring.

Interviews with the Administrator on 06/25/14 at
3:00 PM and review of the facility's sudits on
06/25/14 revealed medication pass audits wera
completed by the DON, ADON, SBC, MDS
Coordinator, FFN, or Reglonal Nurse Consuitant
for all nurses and KMAs that had worked on
06/12/14. Continued review of the audils
revealed the audits ensured proper madication
administration technique, proper identification of
allergies, that professional standards were met,
and that cara plans ware followed, Further reviaw
and intervlew ravealed by 06/17/14 medication
pass audits had been completed for the KMAs
and all but four nurses (who worked on a PRN
basis) during their initial medication pass. The
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Regional Nurse Consultant stated cerlified letters
had been mailed to the four PRN licensed nurses
to inform them thay would not ba permitted to
work until a medication pass audit had been
completed by the ADONs or SDC. During the
medication pass audit, a questionnalre was
completed by tha DON, ADON, FFN, MDS
Coardinator, SDC, or Regional Nurse Consultant
to ensure their knowledge of where to review for
allergies prior to the administration of medication.

=Interview with the Regional Nurse Consultant on
06/25/14 at 1:00 PM revealed sfter the
medication pass audits had been conduclad for
all licansed nursas, the DON, ADONs, SDC, FFN,
MDS, or Regional Nurse Consultani would
conducl a medication pass audit with twe nurses
per day (one nurse from each of the two nursing
units) to ensure ongoing proper medication
administration technique, proper idenfification of
allargies, that professional standards were mel,
and that care plans were being followed until
immediacy had been removed. When the
immediacy has been removed, one nurse par day
would complete a medication pass audit for two
woeks, and then the QA Committee would
avaluate and determina the frequency of ongoing
medication pass audits.

~The Regional Nurse Consultant stated on
068/25H14 at 1:00 PM that Administrative oversight
of the facility would be completed by the Special
Projects Administrator, Reglonal Nurse
Consultants, and the Regional Vica President of
Operations, Chief Nursing Executive, or he Chief
Operating Officer daily until removal of
immediacy. After tha removal of immediacy the
oversight would continue weekly for four weeks
and then monthly.
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—Ravlew of education provided by the facility
ravealed education had been provided by the
Regional Nurse Consultant on 06/12/14 for the F450 7/13/14
Administrator, DON, ADON, SDC, Quality of Lifa 1. Administrator and DON were notified of the
Director, Social Services Director, Plant medication error on 6/12/14 by Charge narse.
Operations Director, Chaplaln, Medical Records Stalf members were all suspended on 6/12/14
Coordinator, Dietary Manager, and Admissions to nclude the NP, South wing ADON,
Director. Tha education provided consisted of the Charge nurse, and KMA. Al 4 staff memt
Quality Assurancs P and appropriate were disciplined, to include, NP, Soplh wing
. " ] s ADON and Charge nurse were terminated
methods of identification of concems including and the KMA was allowed to return b work
significant medication errors, fallure to report after additional education/iraining completed|
neglect, audiling pharmacy services, care plans, DON initiated a thorough investigation on
and professional services. 6/12/14. DON rcported to regulatory agency
on 6/12/14 to meet state/federal guidelines to
--A review of e.ducation provided and intarviews mim&mmﬁmﬁ’:f L
on 08/25/14 with the DON, Administrator, and the 6/12/14, upon identification of medication
Regional Nurse Consultant confirmed a Quality error related to administration of Bacirim.
Assurance meeting was held on 06/12/14 wilh the Physician instructed staff to assess resident
Medical Director for further recommendations :;1;11 mn:;rhii;: f;ra xz:ig; ?:; s
P b e e 4 1
signs and symptoms of reaction, none were
approval of the current plan to address the noted. Resident has a BIMS score of 14 and
identified areas of concern in regards to wus notified of medication error along with
appropriate identification of resident allergies. By residents POA or 6/12/14 by charge nurse.
06/24/14, the Regional Nurse Consultant 2. Al other residents weve assessed, skin checks
provided education training {o all primary care were completed on 6/12/14 by DON, North
L. wing ADON, Intesim South wing ADON,
physictans, alang \nflth the physlcuar]s that provide MDS Coordinatar gz SDC on residents with &
coverage for the primary care physiclans, a letter BIM score less than § for any signs or
Twhich detailad the facility's QAPI plan, and the symptoms of allergic reaction. Nane were
appropriate identification of resident allergies identificd, Interviews were completed on
prior to prescribing new medication. The 6/12/14 by the Social Services Director end
Administrator staled on 08/25/14 that a Quality Chaplain for residents with 2 BIMS scoro
Assurance masting would b held weekly for f above 8 regarding ther knowledge of any
L e L sty AL medications they received which they had
weaks, then monthly for recommendations and allergics. None were identified.
further follow-ups regarding the above statad Staff were interviewed by the DON, Nosth
plan. wing ADON, FFN, SDC, MDS or regionai
F 490 | 483.75 EFFECTIVE F 480 6/12/14 for any nowledge of these 4
individuals transeribing or administering an
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. All resident current allergies were validated
F 490 | Continued From page 71 F 430 by chart audits, to inclode, allergy sticker on
58=J| ADMINISTRATION/RESIDENT WELL-BEING outside of chart, face sheet, care plans,

A facility must be administerad in a manner that
anables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
wall-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on intarview, record review, review of the
facility’s investigation, and a review of the facilily's
policies, titted "Medication Administration” and
“Medication Ordering and Receiving from
Pharmacy Provider,” it was determined the Facility
failed to be administered in a manner that
enabled it to use its resources effectively and
efficiently {o attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident for ane (1) of four (4)
sampled residents (Resident #1). The Facility's
Administration failed to ensure residents were
free from significant medication errors.  Staff
interviews, record reviews, and review of the
facility's investigation revealed staff had identified
Resident #1 was allergic to Bactrim {antiblotic).
Interviews ravealed Advanced Registered Nurse
Practitioner (ARNP) #1, Assistant Director of
Nursing (ADON) #1, Registerad Nurse (RN} #1,
and Kentucky Medication Aide (KMA) #1 faited to
raview Resident #1's list of allergies prior to
prescribing the medication, transcribing tha
madication onio the MAR, obtaining the
medication from the facility's Emergancy Drug Kit
(EDK), and before administering the Bactrim to
Resident #1 on 06/12/14. ‘As a result of the
facilty's failure to ansure staff revlewed and/or

MARS/TARS, and allergy sheet in front of
MARSs slong with physician/NP orders since
5/1/14 for any new medication orders vs
resident ellesgics by the Director of Nursing,
Assistant Director of Nursing, Staff
Development Coordinator MDS
Coordinators, Social Services Director,
Admissions/Marketing or Regional Nusse
Consultant by 6/13/54 for all residents to
ensure allecgics arc appropriately identied
and no medications were ordered and/or
administered that a resident was allergic. No
concerns were identified.

3.  Edocation for all staf¥, to ensure services are
provided according to accepted practice of
clinical standards, was initiated on 6/12/14 by
the Staff Development Coordinator, Director
of Nursing, North Wing Assistant Director of|
Nursing/intezim South Wing Assistant
Director of Nursing or the Nurss Consultant
regarding the abuse/neglect policy and
approprigte reporting of neglect to include
significant medication crrors, care plans in
regards (o following care plans end deliverin
care as outline in the care plan, cmergency
medication kit to inclede phenmacist appro
and allergy verification prior to med removal,
medication administration to include the
responsibilitics and expectations of the nurse
in pulling the medications and delivering the
medications while adhering to the 5 rights to
mect professionel standards requirements, the
Quality Assurance Performance Improvemen
process to include reporting of concerns to
the Administrator and line staff participation
in development of QAPT plans. Staff will noy
be permitted to work prior to receiving the
cducation and passing post-test with 100%.
Education reganding the abuse/neglect policy
and appropriale reporting of neglect 1o
include significant medication erors, care
plans in rogards to fullowing care plans and
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emergency medicine kits to include
F 490 | Cantinued From page 72 F 490

vesified Resident #1's drug allergy to Bactrim, the
resident receivad one (1) dosa of 800 milligrams
{mg) of Bactrim on 06/12/14 at approximately
12:00 PM. (Refer to F281, F282, F333, and
£520.)

The facility's failure to be administered in a
manner that enabled it to use its resources
effectively and efficiently to attain or maintain the
highest practicable physical, mental, and-
psychosodial well-baing of facility residents

related to medication administration caused, or all new nurses hired afies &12/14.
was likely to cause, serious injury, harm, Education was provided by the Regional
impairment, or death to resfdants in the facility. Nurse Consultant on 6/12/14 for the

Immediate Jeopardy with Substandard Quality of
Care was detormined (o exist on 06/12/14 at 42
CFR 483.20 Rasident Assessment (F281 and
F282), 42 CFR 483.25 Quality of Care (F333),
and 42 CFR 483.75 Administration (F490 and
F520) at a scope and severity of "J."
Substandard Quality of Care was Idenfified at 42
CFR 483.25 Quality of Care (F333). The facility
was notified of the Immediate Jeopardy on
08/1814.

An acceptable Allegation of Compliance was
received on 06/24/14, which alleged removal of
the Immediate Jecpardy on 06/25/14. Tha State
Survey Agency determined the Immadiate

Jeopardy was removed on 06/25/14, prior 1o et % N . P
. o Nussing/interim South Wing Assistant
which lowered the scope and severity ta "D" at 42 5 . .
Ditector of Nursing, MDS Coonlinatar,
CFR 483.20 Resident Assessment (F281 and ! . . .
, Social Services Director, Quality of Life
F282), 42 CFR 483.25 Quality of Care (F333), . _ |
and 42 CFR 483.75 Administration (F490 and Direcior, Dictary Manager, Plant Operntions
; Director, or the Environmental Services

F520) while the facility monitors the effectiveness
of systemic changes and quality assurance
activities.

The findings include:

pharmacist approval and allergy verification
prior to med removal, medication
ndministration to include the responsibilities
and expectatians of the nurse in pulling the
medicalions and delivering the medications ig
meet professionel standards requitements
along with monitored medication pass with
questionnaire, the Quality Assurance
Performance Improvement process to include
reporting of concerns to the Administrator
and line staff participation in development of
QAPI plan will be included in orientation for

Administrator, Director of Nursing, North
Wing Assistant Director of Mursingfinterim
South Wing Assistant Dircctor of Nursing,
Staff Development Coordinator, Quality of
Life Director, Social Scrvices Director, Plant
Operations Director, Cheplain, Medical
Records Coordinator, Dictary Manager and
Admissions Director regarding the Quality
Assurance Process end appropriate methods
of identification of concems including
significant medication crrocs, failure to report
neglect, suditing pharmacy services, care
plaxns, and professional services.

A Dollow-up questionnaire will be completed
by the Administrator, Director of Nursing,

Manages for 5 different staff members daily,
starting an 6/25/14, for 4 weeky, to cnsure
continued understanding regarding the
abuse/neglect policy and procedure, then QA
. g
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Administration,” dated Decembar 2010, "Befora
adminisiering any antibiotic for the first time,
check lo be certain that the resident [s not allargic
to the drug.”

In addition, review of the facility's policy titled
"Medication Ordering and Receiving from
Phamacy Provider,” dated September 2010,
ravealed when a medication was needed from the
facilty's Emergency Drug Kit (EDK), staff should
first verify and review the prescriber’s orders for
appropriateness and check the resident's
allergies.

Review of the facility's Administrator Job
Description, dated December 2011, revealed the
Administrator would "lead and direct the overall
operations of the facility in accordance with
customer needs, government regulations and
Company policies, with facus on maintaining
axcellent care for tha rasidents while achleving
the facility's business objectives.”

Documentation In the medical record revealed the
facility admitted Resident #1 on 01/22/13.
Review of Rasidant #1's Medication
Administration Record (MAR) for Juna 2014
revealed facility staff had documented on the
MAR the resident had an allargy to Bactrim.
Raview of Resident #1's madical record and the
MAR revealed staff had documented on a red
and white sticker, located on the outside of
Resident #1's medical record, and on the
resident's MAR, that Resident #1 was allergic to
Bactim. In addition, revisw of an updated
Comprehensive Care Plan dated May 2014,
revealed staff had documented Resident #1 was

administration, to include delivery of
medicationy and validation of allergics to
meet professional standards, All nurses will
complete a med pass with a phammeriea feld
consultant. QA committee will evaloate and
determine need of ongoing services required
from pharmerica fizld consultant at the end of
2 weeks.

Facility obtained a contract, on &/16/14, with
in external, independent clinical consultant t
pravide services 2 days per week, on site.
This external, independent clinical consultany
will provide clinical oversight of process and
procedures to validate that professional
stendards are being met until immediecy is
remaoved then QA committee will evaluate
and determine need on ongoing services
required from extemal, independent clinical
cousultant.

Upon receiving a new medication order, all
new medication orders will be reconciled
with resideat Jisted allergies by two nurses,

then pharmacy wiil be contacted to reconcile
new medication with residents listed allergi
at pharmerica, then new medication ocder
will be signed off by same two nurses o the
physician order validating reconciliation of
new medication to isted allergies in chart an
with pharmerica. Nurse receiving the new
medication order will transcribe the order to
the MAR and a second nurse will co-sign
valideting compliance. DON, North wing
ADON, Interim South wing ADON, SDC or
Regional Nurse Consultant will review daily
the above process for complisnce to ensure
the resident do not have an identified allergy
to the new medication. This process of
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Phamerica is providing field consultants on
F 490 | Continued From page 73 F 490 site, starting on 6/16/14 for 2 days per week
. for 4 weeks to provide finther
Accarding to the facility's policy titled, "Medication educationftraining on medication

yalidation will continne daily charting.on
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weeks, Findings will be presented and
F 490 | Continued From page 74 F 490

allargic to Bactrim and developed interventions lo
address the resident's aliergy. Howaver, ravisw
of Physician Orders revealed on 06/12/14,
Advancad Registarad Nurse Practifioner (ARNP)
#1 wrota an order for staff to adminisier 800 mg
of Bactrim o Resident #1 two times a day and,
based on documentation on the MAR, staff
administered one doss of Bactrim to Resident #1
on 08/12/14 at approximately 12:.00 PM.

Review of the facllity’s Investigative report dated
08/12/14 revealed the pharmacy received the
order for the Bactrim and contacted the facility
approximately three hours after they had received
the order for the medication to Inform the facility
Resident #1 was allergic to Bactrim. However,
based on the facllity's invastigation, RN #1
obtained the Bactrirn from the facility's
Emergency Drug Kit {EDK) {pricr to the
phammacy's contact with the facility) and
instructed KMA #1 to administer the medication.
The KMA adminisiered tha medication on
06/12M14.

‘An interview with the Administrator on 08/18/14 at

4:00 PM revealed the facility had policies and
procedures in place on medication administration
that required staff to review resident allergies
before they administered medications. The
Administrator also stated staff was expectad to
administer medications in accordance with
nursing standards. According to the
Administrator, prior to the incident that occurred
on 08/12/14 with Resident #1, the Quality
Assurance Committee had implementad a plan to
monitor staff to ensura medications, including
medicafions rasidents were allergic to, were
accurately transcribed from the physiclan's orders
to other documents in the resident's medical

revicwed weekly in the QA mecting to
determine the need of ongeing frequency
with new medication monitoring,

All new medication orders will be audited
and Jogged on the administretive nursing
meonitoring form by the DON, North wing
ADON, Intesim South wing ADON, SDC,
FFN, MDS Coordinator, or Regional Nurse
Consultant daily, starting on 6/25/14 for 4
weeks then daily (M-F) for 4 weeks, to
ensure all new medications onders have been
signed off by two nurses, pharmecist hos bncL
contacted to verify allergies and two nurses
have signed off on the tmnscription of new
medication to MAR prior to new medication
administration to the resident. Additionally,
regional nurse consultant, special projects
administrator, V.P, of Operations, Chief
Nursing Exccutive or Chicf Operating
Officer will audit all new orders twice weekl)
for 4 weeks, starting on 6/25/14, to cnsurc
compliance with the process and then weekl
for 4 weeks, Findings will be reporied durin
weckly QA for recommendations and furth
follow-up as indiceted and to determine
ongoing frequency of monitoting,
Education was provided for Licensed Nursi
Staff by the Staff Development Coordinator,!
or the Regional Nurse Consultant regarding
the above stated plan on 6/12/14. Licensed
Nursing Staff will not be allowed to work
priar to receiving the above stated education)
Medication pass audits were completed by
the Director of Nursing, North Wing
Assistant Director of Nursing/interim South
Wing Assistant Director of Nussing, Staff
Development Coordinator, MDS
Coordinator, FFN or Regional Nurse
Consuitant for all nurses and Certified

Medication Technicians working on 6/12/14
b fication adminisrats
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record such as the Medication Administration
Racord, the cover of tha madical record, ele., to
ensure residents recalved tha medications as
ordered. Howaver, interview with the
Administrator revealed he failed to implement a
plan for staff to audit to ensure they were
following facility policy. According to facility
policy, staff was to check "befora administering
any santibiotic for the first time" and “check to be
certain that the resident is not allergic {o the
drug.” The Administrator acknowledged staff
should have verifled Resident #1's allergies prior
to ordering the medication, obtaihing the
medication, and administering the medication.

“*The facility provided an acceptable Allegation of
Compliance (AOC) on 06/24/14. Tha facility
implemented the following actions to remove the
Immediate Jeopardy:

—The Administrator and Direclor of Nursing
{DON) were notified of the medication error on
06/12/14 by Registerad Nurse (RN) #1.
Advanced Registared Nurse Practitionar (ARNP)
#1, Assistant Director of Nursing (ADON) #1, RN
#1, and Kentucky Medication Aide (KMA} #1,
were all suspended on 06/12/14, pending results
of an investigation. The DON initiated an
investigation on 06/12/14. The DON reported the
medication adminisiration error that occurrsd on
06712114 to the regulatory agancy on 06/12/14 {o
meet state/federal guidslines to ensure reposting
requirements were met The Physician for
Resident #1 was notified upon identification of the
medication error refated to administration of
Bactrim on 06/12/14. The Physician Instructed
facility staff to assess Rasidant #1 and monitor
him/har for any signs and symptoms of allergic
reaction. Resident#1 was assessed by facility
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professional standards are being met and care
F 490 | Continued From page 75 F 490 plans arc being followed. Medication pass

audits were completed by ADONs, SDC,
Regional Nurse Consultaut or Pharmerica
Field Consultant for all nurses and certified
medication technicians during their initial
medication pass by 7/4/14. During the
medication pass audit, a questionnaire will be
completed by the Director of Nursing, North
Wing Assistant Director of Nugsing/interim
South Wing Assistant Director of Nursing,
FFN, MDS Coordinator, Steff Development
Coordinator, or Regional Nurse Consuliant to)
ensure their knowledge of where to review
for allergics prior to the administration of
medication.

After al] nurses have completed a medication
pass audit, the DON, ADONs, SDC, FFN,
MDS or Regionel Nurse Consultant will
conduct a medication pass audit with [
different nurse each day covering diffemt
shifts weekly for 4 wecks, starting on
6/25/14, to ensure ongoing proper medicalinnf
administration technique, proper
identification of allergics, professional
standards are being met and care plans are
being followed, then 2 different nurses on
different shifts per week will complete a
medication pass audit for 4 weeks, then QA
committee will cvaluate and determine the
frequency of ongoing medication pass sudits.
Administrative oversight of the facility will
be completed by the Special Projects
Administrator, regional aurse consultant, the
Regional Vice President of Operations, Chief]
Nursing Executive or the Chicf Operating
Offseer weekly for 4 weeks, starting on
6/25/14, then monthly,

Prior to hire, any new MD, PA or NP will
feceive educationfiraining on the QAPI plan
along with appropriate identification of
resident ellergies prior to new medication
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stafl on 06/12/14 for any signs and symptoms of
reaction, no concerna were identified. Resident
#1, who has a Brief Interview for Mental Status
{BIMS) scora of 14 was notified of the medication
ermor ajong with the resident’s Power of Aiomey
(POA) on 06/12/14 by facillty staff.

—Basad on the conclusion the investigation, staff
members/the contract consultant involved was
disciplined as below:

-ARNP #1, ADON #1, and RN #1's employment
was terminated from the facility.

-KMA #1 recelved coaching/counseling,
completed with restrictions that the KMA received
1:1 training by the Staif Davelopment Coordinator
{SDC) to address medication administration,
specifically not giving medications that she does
not pull herself, checking for allergies, and
providing care as outlined in the care plan in
relation to medication administration.
Furthermore, KMA #1 had to complele a
medication pass with a pharmacy field consultant
prior to passing any medications upon return to
work. She will also complete a weekly
medication pass with the Staff Davelopmant
Coordinator for ongoing continued
education/compliance for four weeks. (The
facility determined, after ravigwing the KMA's
33-year history with the facility as a KMA and
having exceptional evaluations and no
coaching/counseling during her years of service,
that with appropriate education and training she
should be allowed to retumn to work.)

-Facility staff was interviewed by the DON,
ADONs, Facility Formulary Nurse (FFN), SDC,
Minimum Data Set {MDS) Coordinator, and

X4 SUMMARY STATEMENT OF DEFICIENCIES 1>} PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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A Quality Assurence meeting was held on
F 480 | Continued From page 76 F 490 6/12/14 with the Medical Director for further|

recommendations regarding the plan for
removal of jeopardy. Medical director was
involved with creation and approval of
current plan to address the identificd arcas of|
concemn in regards (o appropriate
identification of resident allergics. All
primary physiciims, along with covering
physiciang were provided with
education/training on the QAPT plan elong
with appropriate identification of resident
allergies prior to new medication preseribing|
on 6/24/14 by Regional Nurse Consultant or
Director of Nursing. A Quality Assurance
meeting will be held weekly for 4 weeks,
then monthty for recommendations and
further follow up regarding the above stated
plan

Education wes provided on 6/24/14 (o all
physicians by the Regional Nuse Consuliant]
along with a letter, conteining the above
stated QAP plan and education/training was
sent out on 6/24/14 {o cach of the physicians
by the facilities Medical Director, Dr. Martt
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F 490 | Continued From page 77 F 490

Regicnal Nurse Consultant on 06/12/14 for any
knowladge of these four individuals transcribing
or administering any medication in which a
resident had an allergy.

~Interviews were completed on 06/12/14, with
residents which were assessed fo have a BIMS
score of B or greater, by the Social Services
Director and Chaplain regarding their knowledge
of any medications they were allergic to and may
have received. No concerns were identifisd.

—~Skin assessments were completed on 08/12/14
by the DON, ADON, MDS Coordinator, or SOC
on all residents with a BIMS score less than 8, for
any signs or symptoms of allergic reaction. No
concarmns were identified.

--All facility residents’ charls were audited, which
validated allergy stickers wera on the outside of
the resident's chart, face sheet, and cara plans.
Thae residents' Medication Adminlstration Records
{MARs) and Treatment Administration Records
(TARs) and the allergy sheet in front of the MARS,
along with the Physician and Nurse Practitioner's
{NP's) orders since 05/01/14 were audited, for
any new medication orders varsus resident
allergies. These audits were conducted by
06/13/14, by the Diractor of Nursing, Assistant
Director of Nursing, Staff Development
Coaordinator, the MDS Coardinators, Social
Services Director, Admissions/Marketing or
Reglonal Nurse Consultant to ensure allergies
had been appropriately identified and no
mad[cations were ordered and/ar administered
that wera lisled as an allergy for a resident. No
concerns wera identified.

-Educatian for facility staff was Initialed on
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06/12114 by the SDC, DON, ADONS, or the Nurse
Consultant regarding the abuse/neglact policy
and appropriate reporting of neglect. The
educatlon also included information related to
significant medicalion errors, care plans in
regerds to following care plans and delivering
cara as outlined in the care plan, emargency
medication kit to Include pharmacist approval and
allergy varification prior to med removal.
Education provided also Included medication
administration refated fo the responsibilities and
expectations of the nurse related to how the
medications wera obtained and delivered to mest
professional standards requirements. Staff will
be monitorad during medication pass and will
complate questionnaires from freining received.
Staff was also trained related to the Quality
Assurance Performance Improvement process
which Included reporting of concems to the
Administrator and line staff participation in
davelopment of Quality Assurance Performance
Improvemnent (QAPI) plans. Staff will not be
permitted to work prior to receiving the education
and passing a post-tast with a score of 100
percant. All new licensed nurses hired after
06/1214 will receive the abeove training,

—Foliow-up questionnaires will be completad by
the Administrator, DON, ADON, MDS
Coordinator, Social Services Director, Quality of
Life Director, Dietary Manager, Plant Operations
Director, or the Environmantal Services Manager
for five differant staff members daily until removal
of the immadiacy of the Jeopardy. Afiar the
immediacy has been removed the questionnaires
will ba conducted weekly for two waeks, to ensure
continued understanding regarding the
abuse/neglact policy and procedure, and then the
Cluality Assurance (QA) Committee will evaluate
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F 480 | Continued From page 79
and determine need of angoing frequency.

--Phammerica is providing field consultants
on-site, starting on 06/16/14 for two days per
week for two weeks to provide further
educatlon/training on medication administration.
The education will include delivery of medications
and validation of allergtes to meet professional
standards. All nursas will complete a med pass
with a Pharmerica field consuitant. Tha QA
Committee will avaluate and detarmine the need
for servicas required from the pharmacy field
consultant at the end of two waeks,

~The facility obtained a contract on 06/16/14 with
an external independent clinical consultant to
provide servicas two days per week on-site. This
external independent clinical consultant wifl
provide clinical oversight of process and
procedures to validate that professional
standards are being met until the immediacy is
removed. After the immediacy is removed, the
QA Committee will evaluate and determing the
need for ongaing services raquired from the
extemnal independent clinical consultant.

--Upon receiving a new medication order, all new
medication orders will be reconciled with the
resident's listed allergies by two nurses. The
phamacy will then be contacted to reconcile the
new medication with the resident's listed allergies
and new medication orders will be signed off by
tha same two nurses on the Physiclan Order
validating the recontiliation of the new madication
to the listed allargies. The nurse recaiving the
new medication order will transcribe tha order to
the MAR and a second nurse will co-sign
validating compliance. Prior to administration of
newly ordered medications for any resident, the

F 490
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DON, ADONs, SDC or Regional Nurse
Consuliant will review the above process with the
Charge Nurss or certified medication technician
to determine compliance to ensure the resident
doesn't have an allergy to the medication. This
valldation process wili cantinue until the
immediacy is removed, then daily review for
compliance with the above process will continue
far four weeks. The findings will be reviewed
weskly in the QA meeting to determine the need
of the ongoing frequency with new medication
monitoring.

—Education was provided on 06/12/14, for
Licensed Nursing Staff by the SDC or the
Regional Nurse Consultant regarding the above
stated plan. Licensad Nursing Stafl which was
not trainad on 06/12/14 will not be permitted lo
work until the above stated education has been
raceived.

-All new medication orders were audited and
logged onto the administrative nursing monitoring
form by the DON, ADONs, SDC, FFN, MDS
Coordinatar, or Reglonal Nurse Consultant {three
regional nurse consuitants have been on-site for
24-hour covarage to ensure all new medication
orders have gone through the procass cutlined
below, since the incident which occurred on
06/12/14) every shift {during night shift the
Charge Nurse is o call the designated
Administrative Nurse or the Reglonal Nurse
Cansultant with all new medications) to ensure all
new medications orders have been signed off by
two nurses. Audits have also included ensuring
the pharmacist had been contacted to verify
allergles and two nurses hava signed off on the
transcription of the new medleation to the MAR
prior to the new medication baing administered to
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tha resident. In Addition, the Regional Nurse
Cansuttant, the Special Projects Administrator,
Vice President of Cperations (VPO), Chief
Nursing Executive (CNE), or Chief Operating
Officer (COQ) will audit all new orders dally to
ensure campliance with the process starling on
06/1314; this process will be continued until the
immediacy has been removed. When the
immediacy has been removed audits will be
conducted twice weekly for four weeks, and at
that time the QA Commitiee will evaluate the
need for the continued frequancy of monitoring.

~The Director of Nursing will conduct daily
raviaws of the above log sheet for compliance.
The Regional Nurse Consultants will validate
compliance with the above process daily and the
COO, CNE, VPO, or Special Projects
Administrator will validate compliance with the
abave process twice weekly uniil the remaval of
the immediacy of the Jeopardy. When the
immediacy has been removed, then the DON or
ADONSs willl reviaw daily for four weeks; the

a week for four weeks; and the COO, CNE, VPO,
or Special Projects Administrator will review
weekly for four weeks to ansure that compliance
is maintained. The findings will be reporied
weekly to QA for recommendations and further
follow-up as indicated and to determine ongoing
frequency of monitoring.

~Medication pass audits were completed by the
Director of Nursing, Assistant Directors of
Nursing, Staff Development Coordinator, MDS
Coordinator, FFN, or Regional Nurse Consultant
for all nurses and KMAs wha had worked on
06/12/14 to ensure praper medication
administration technique, proper identification of

Regional Nurse Consultant will review three times
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allergies, that professlonal standards were baing
met, and that care plans were being followed.
Further medication pass audits wers completed
for all nurses and KMAs during thelr initial
medication pass by 06/17/14 except four PRN
nurses. Certified letters have been mailed to the
four PRN licensed nurses to inform them they
woukl not be pammitted 1o work until a medication
pass audit was completed with the ADONs or
SDC. During the medication pass audit, a
questionnaira will be completed by the DON,
ADON, FFN, MDS Coordinator, SDC, or Regional
Nurse Consultant to ensure their knowledge of
where to raview for allergies prior to the
administration of the medication.

—When all nurses have completed a medication
pass audit, he DON, ADONs, SDC, FFN, MDS
Coordinalar, or Regional Nurse Consultant will
conduct a medication pass audit with two nurses
per day (one nurse per nursing unit) 1o ensure
ongoing proper medication administration
technique, proper identification of allergies, that
professional standards are being met, and that
cara pians are being followed untll the immediacy
has been removed. When the immediacy has
been removed, one nurse per day will complete a
madication pass audit for two weeks, and then
the QA Committea will evaluate and determineg
the frequency of ongoing medication pass audits.

~Administrative oversight of the facility was
complated by the Special Projects Administrator,
Regional Nurse Consultant, the Regional Vice
Prasidaent of Operations, Chief Nursing Executive,
of the Chief Operating Officer daily until removal
of the Immediacy. After the removal of the
immediacy, the oversight will continue weakly far
four weeks, then monthly.
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—Education was provided by the Regional Nurse
Consultant on 06/12/14 for the Administrator,
DON, ADON, SOC, Quality of Life Director, Social
Services Director, Plant Operations Director,
Chaplain, Medical Records Coordinator, Dietary
Manager, and Admissions Director regarding the
Quality Assurance Procass and appropriate
methods of Identification of concerns including
significant medication errers, failure to report
neglect, auditing pharmacy services, care plans,
and professional services.

-A Quality Assurance meeting was held on
0612114 with the Medicat Director for further
recommendations regarding the plan for removal
of Jeopardy. The Medical Diractor was involved
with creation and approval of the current plan to
address the identified areas of concarn in regards
to appropriate identification of resident allergies.
All primary physicians, along with covering
physicians, were provided with education/training
along with a letter which detailed the facility’s
QAP plan, along with appropriate identification of
resident allergies prior o new medication
prescribing on 06/24/14 by the Regional Nurse
Consultant or DON. A Quality Assurance mesting
will be held weekly for four weeks, then monthly
for recommendations and further follow-up
regarding the above stated plan.

“*The surveyors validatad the Immediate
Jeopardy was removed as follows:

—Interviews conducted with the Administrator and
the Director of Nursing (DON) on 08/25/14
ravealed Regisiared Nursa (RN} #1 notified them
of the medication error that occurred on 06/12/14
when facility staff had prescribed, obtained, and
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administered a medication to Resident #1 that
had previously been identified as a medication
allergy for the resident. Further interviews and
review of tha facility's investigation confirmed staff
members invalved with the incidant (ARNP #1,
ADON #1, RN #1, and KMA #1) were all
suspended on 06/12/14, pending results of the
investigation. Resident#1's physician was
notified, and new orders were received and
implementad on 06/12/14, when the medication
amor was identified by facility staff. Continued
review of the investigation revealed Resident #1
was assessed by facility staff on 06/12/14 for any
signs and symptoms of reaction and no concems
wera identified. Continued review of the
investigation revealed Resident #1, who has a
BIMS score of 14 was notified, along with the
vesident's Power of Attorney (POA), of tha
medication error that occurred on 08/12/14.

—Interviews with facility staff and review of the
facility's investigation on 06/25/14 revealed the
following actions wers taken, as a result of the
facility's investigation findings: ARNP #1, ADON
#1, and RN #1's employment was terminaled
from the facllity. KMA#1 recelved
coaching/counseling and 1:1 fraining by the Staff
Development Coordinator (SOC) which
addressed medication administration, specifically
not giving medications that she did not pull
hersell, checking for resident allergies, and
providing care as outlined in the care plan in
refation to madication administration. Continued
inferviaw and a review of the Investigation
confirmed KMA #1 had completed a medication
pass with the facility's Pharmacy Conguliant prior
to administering eny further medications to facility
residents. Further interviews revasled KMA #1
would also complete a weekly madication pass
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with the SDC for ongoing continued
education/compliance for four waeks. The
facility's investigation findings revealed they had
determined, after reviewing the KMA's 33-year
work history with the facility, and having
exceptional avaluations and no previous
disciplinary actions, with appropriate education
and training she should be allowed fo return to
work.

—Interviews with staff and further review of the
facility's investigation on 06/25/14 revealed the
facility staff was interviewed by the DON, ADONSs,
FFN, SDC, MDS Coordinator, or Regional Nurse
Consultant on 06/12/14 for any knewladge of the
four individuals identified in the incident
transcribing or administering any medication
which had been listed as an allergy for any other
resident.

~-Interviews and review of the facility's
investigation conducted on 06/25/14 revealed
residents who were assessed to have a BIMS
scora of 8 or graater were Interviewed on
06/12/14, by the Soclal Services Director and
Chaplain to determine if medications they had an
allergy to had been administered to them while in
the facility. The investigation further revealsd no
concems were identified.

-Interview with tha DON and review of the
facility's investigation on 06/25/14 confirmed skin
assessments were conducted o ensure no
sllergic reactions had occurred on all facility
residents with a BIMS score of 8 or below on
061214,

—Review of facility audits and interviews with staff

an 08/25/14 revealed all facility residents’ charts

F 480
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wera audited and staff validated allergy stickers
were on the ouisida of the residents’ charis, face
sheetls, and care plans. Furiher reviews and
interviews with staff conducted on 06/25/14
ravealed the residants’ Madication Administration
Records {MARs) and Treatment Administration
Records {TARs), allargy sheets located in front of
the residents’ MARs, along with physiclan ordars
obtainad since 05/31/14 wers audited to ensurs
the residents’ allergies had basan varified when
new ordars had bean received. Continued review
confimed audits were conducted by 06/13/14, by
the DON, ADON, SDC, MDS Cocardinators, Social
Services Direclor, Admissiens/Marksting, or
Regional Nurse Consuliant. Interviews
conducted on 068/28/14 revealed audits were
conducied to ensure aflergies had been
appropriately identified and no medications were
ardered and/or administered that were listed as
an allergy for a resident, with no concems
identified.

-A review of staff education provided by the
facility, initiated on 06/12/14, confirmed the SDC,
DON, ADONs, or tha Nurse Consultant Instructed
staff about the facility's abuse/neglect policy and
appropriate reporting of neglecl. The education
review conducted on 06/25/4 also revealed
information was included related to significant
medication errors, implementation of care plans,
smergency medicaticn kit to include pharmacist
approval, and allergy verification prior o
medication removal. Continued raview of the
education provided to facilily staff also included
medication administration and the responsibilities
and expactations of the nurse on how the
medications were obtained and delivered fo meet
professional standards requirements. Interviews
conducted with facility staff on D8/25/4
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confimed staff was monitored during medication
pass and had been required to complate
questionnalres related to the training they
received. KMA #1 stated in interview on 06/25/14
that she received fraining related to the Quality
Assurance Performance Impravement (QAPI)
procass which included reporting of concems to
the Administrator and line staff participation in
development of QAP1 plans. Interview with the
Regional Nurse Consultant and the DON on
06/25/14 revealed staff was not pamitted to work
until they were educated and completed a
post-test with a score of 100 percent. Interview
with tha DON on 06/25/14 ravealed all new
licensed nurses hired after 06/12/14 will receive
the abave training during their orientation.

~Interviews with the Regional Nurse Consuftant
on 06/25/14 confirmed follow-up questionnaires
were completed by the Administrator, DON,
ADON, MDS Coordinator, Social Services
Diractor, Quality of Life Director, Dietary
Manager, Plant Operations Director, or the
Environmental Servicas Manager for five different
staff members daily. The Nurse Consultant
further stated after the immediacy had been
ramoved the questionnaires would be conducted
weekly for two weeks to ensure continued
understanding regarding the abuse/neglect policy
and procedura, and the QA Commitiee wauld
gvaluate further the nead for the questionnaires.

—Review of Madication Pass audits conducted,
and an interview with the Regional Nurse
Consultant on 06/25/14, revealed the facility's
Pharmacy had provided Field Consultants
on-site, which started on 06/16/14, for two days
per week for a total of two weeks. He stated the
pharmacy service was to provide further
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educationfiraining on medication administration.
The education would include delivery of
medications and vafidation of the residents'
allergies to meet professional standards. The
Consultant stated all nurses would complete a
medication pass with a Pharmacy Field
Consuitant and the QA Committee would
evaluale and determine the continued need for
services required from the Pharmacy Field
Consultant at the end of two weeks.

06/25/14 confirmed the facility had obtained a
contract on 06/16/14 with an external
Independent Clinical Consultant to provide
services two days par week on-sita. The
Administrator stated the external Independent
Clinical Consuttant would provida clinical

those professional standards were met until the
immediacy was removed. After the immediacy
was removed, the Administrator stated the QA
Committae would evaluate and determine the
need for services required from an external
Independent Clinical Consultant.

~Interviews with KMA #1 on 06/17/14 at 1:00 PM
and Administrative staff on 06/25/14 confirmed
training was initiated on 06/12/14 and included

new medication order was raceived. Allargies
were {o be validated and all new medication

the resident's MAR by two nurees. Continued
interview confirmed the pharmmacy would be
contacted to reconcile new medications, with the
resident's listed allergies. Continued raview of

at 1:00 PM, the DON on 08/18/14 at 11:30 AM,

—~Interview with the DON and the Administrator on

oversight of processes and procedures to validate

guidance on what staff was raquired lo do when a

orders wers to be reconciled and transcribed onto

trainings and interviews with KMA #1 on 06/17/14

F 490

FORM CMS-2567{02-99) Previous Versions Obsolete

Event ID; XVaR11

Faciity 1D; 100067

if continuation shest Page 89 of 118




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

PRINTED: 07M7/2014
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUIA
ANE PLAN OF CORRECTYON [DENTIFICATION NUMBER:

185094

{X2) MULTIPLE CONSTRUCTION

A BULDING

B. WING

(%2} DATE SURVEY
COMPLETED

c
0812512014

NAME OF PROVIDER OR SUPPLIER

SIGNATURE HEALTHCARE OF PIKEVILLE

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

e ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

L]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 490 | Continued From page 89

and the Administrator on 06/18/14 at 4:00 PM
confirmed new medication orders would be
signed off by the twa nurses that validated
reconciffation of new medications fo the resident's
listed allergies. The nurse receiving the new
medication ordar would transcriba the order to the
MAR and a second nurse would co-sign which
would validate compliance. Continued interview
revealed staff was required to contact the DON,
ADONSs, SDC, or Reglonal Nurse Consultant,
hefore any naw medication was administered for
any resident, to validate all required checks had
been completed. Continued interviews on
06/25/14 ravealsd this validation process would
conlinue until the immediacy was removed. The
Regional Nursa Consultant stated on 06/25/14 at
1:00 PM the validation process would be
reviewed daily for compliance and would be
continued for four weeks. Tha Nurse Consultant
further stated the findings would be reviewed
weakly in tha QA meeting to determine the need
of engoing frequency with new medication
maonitoring,

--|nterview with the DON and the Nurse
Consultant on 06/25/14 revealed Licansed
Nursing Staff that had not received the tralning on
06/12/14 would not be pamitted to work until the
abave stated education has been received,

—A review of facility audits and interviews with
Administrative staff on 06/25/14 revealed all new
medication orders ware audited and logged onto
the administrative nursing monitering form by the
DON, ADONs, SDC, FFN, MDS Coordinator, or
Regional Nurse Consultant. Continued interview
revealed three Regional Nurse Consuliants had
been on-site 24 hours a day sinca the incident
ocecurred on 06/12/14 to ensure staff had

F 490
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validated all new medication orders. The
Reglonal Nurse Consultant stated during night
shift the Charga Nurse was required to call the
designated Administrative Nurse or Regional
Nurse Consultant with all new medication ordars,
to ensure ali new orders had been signed off by
two nurses as required. Conlinued interview on
06/25H14 confirmed facility 2udits included
ensuring the pharmacist had been contacted fo
verify aflergies, and that two nurses had signed
off on the transcription of the new medication to
the MAR prior to the administration of any new
rmedications to the residents. Contlnued interview
revealad the Regional Nurse Consultant, Special
Projects Administrator, VPO, CNE, or COO would
audit all new orders daily to ensure compfliance
with the procass starting on 06/13/14 and would
continue to audit the orders until the immediacy
had been removed. The Nurse Consultant stated
when immediacy had been removed audits would
be conducted twice waekly for four weeks, and
then the QA Committee would evaluate the need
for continued frequency of monitoring.

—The Director of Nursing stated on 06/25/14 at
3:25 PM she had conducted daily reviews of the
medication audit log sheets for compliance. The
Regional Nurse Consuitant stated on 08/25/14
that he had validated compliance with the sbove
process daily and the COO, CNE, VPO, or the
Special Projects Administrator had validated
complianca with the above process, twice weekly,
until removal of the immediacy. The DON stated
when the immediacy had been removed, then
she or the ADONs would review the log sheets
dally for four weeks, the Regional Nurse
Consultant would review the log sheets three
times a week for four weeks, and the COO, CNE,
VPO, or the Special Projects Administrator would

F 430
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review the log sheats weekly for four weeks to
ensura that compliance has been maintained.
Tha DON further stated the findings would be
reported weekly lo the QA Committes for
recormmendations and further follow-up as
indicated and to determine ongoing frequency of
menitoring.

Interviews with the Administrator on 06/25/14 at
3:00 PM and review of the facility’s audits on
06/25/14 revealed medication pass audits were
completed by the DON, ADON, SDC, MDS
Coonrdinator, FFN, or Reglonal Nurse Consultant
for all nurses and KMAs that had worked on
06/12114. Continued review of the audits
ravealed the audits ensured proper medication
administration technique, proper identification of
allergies, that professional standards wera met,
and that care plans wers followed. Further raview
and interview revealed by 06/17/14 medication
pass audits had besn completed for the KMAs
and all but four nurses (who worked on a PRN
basis) during their initial medication pass. The
Regional Nurse Cenaultant stated certified latiers
had baen mailed 1o the four PRN licensed nurses
to inform them they would not be permittad to
work until a medication pass audit had been
completad by the ADONs or SDC. During the
medication pass audit, & questionnaire was
compleled by the DON, ADON, FFN, MDS
Coordinator, SDC, or Regional Nurse Consultant
1o ensure their knowiedge of where to reviaw for
allergiea prior to the administration of medication.

—Interview with the Regional Nurse Consultant on
06/25/14 at 1:00 PM revealed after the
medication pass audits had been conducted for
all licensed nurses, the DON, ADONs, SDC, FFN,
MDS, or Regional Nurse Consultant would
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conduct a madication pass audit with two nurses
par day (ona nurse from each of the two nursing
units) to ensura ongoing proper medication
administration technique, proper identificalion of
allergies, that professional standards were met,
and that care plans were being follawed until
immediacy had been removed. When the
immediacy has been removed, one nurse per day
would complete a medication pass audit for two
weeks, and then the QA Committea would
avaluate and datermine the frequency of ongoing
madication pass audits.

~The Reglonal Nurse Consullant stated on
06/25/14 at 1:00 PM that Administrativa oversight
of the facility would ba completed by the Special
Projects Administrator, Regional Nurse
Consultants, and the Regional Vica Presidant of
Operations, Chief Nursing Exacutive, or the Chief
Operating Officer daily until removal of
immadiacy. After the removal of immediacy the
oversight would continue weekly for four weeks
and then monthiy.

~Revisw of education provided by the facility
revealed education had been provided by the
Regional Nursa Consultant on 06/12/14 for the
Administrator, DON, ADON, SDC, Quality of Life
Director, Soclal Services Directar, Plant
Operations Director, Chaplain, Medical Records
Caordinator, Dietary Manager, and Admissions
Director. The education provided consisted of the
Qualily Assurance Process and appropriate
methods of identification of concems including
significant medication errors, failure to repart
naglact, auditing phamacy services, care plans,
and professional services.

-A review of education provided and interviaws
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an 08/25/14 wittt the DON, Administrator, and the
Regional Nurse Consultant confinmed a Quallty F 520 I/ ¢3/4
Assurance meeting was held on 06/12/14 with the L. X
Medical Director for further recommendations L Qﬂ&mngmﬁ;ocﬁﬁfe
regarding the plan far removal of jeopardy. The Staff mentbers were all suspended on 61214
Meadical Direclor was involved with creation and to include the NP, South wing ADON,
appraval of the current plan to address the Charge nurse, and KMA. All 4 staff members
identifled areas of concam in regards ‘o cho S{hdglicn;d' lo include, Ni:mnu
- 5 H an BUrse were
ggfzr:r‘rlat:. identrf‘imton of resident allergies. By andthe KMA ;IE;" allowed to retum to work
, the Regional Nurse Consuitant afier additional cducation/training completed
provided education training to all pimary care DON initiated a thorough investigation on
physicians, along with the physicians that provide 6/12/14, DON reported to regulatory agency
coverage for the primary cara physicians, a letter on §/12/14 to meet state/federal guidelines to
which detailed the facility's QAPI plan, and the gf"ﬁifn"?ﬂi ?ﬂ‘m \::e llﬂT:,L The
a;:!propnate identification of resident allergies m"z‘u 4, upon identification of medication
prior to prescribing new medication. The ervor telated to admintstration of Bactri
Administrator stated on 06/25/14 that a QUBllty Physician instructed staff to assess resident
Assurance meaiing would be held weekly for four and monitor resident for zny signs and
waeks, then monthly for recommendations and symptoms of allergic reaction. Resident was
further follow-ups regarding the above stated assessed by charge nurse on 6/12/14 for any
noted.
F 520 | 483.75(cK1) QAA F 520 was notified of medication error along with
55=J | COMMITTEE-MEMBERS/MEET residents POA on 6/12/14 by charge nurse.
QUARTERLY/PLANS All other residents were asseseed, skin check|
were completed on 6/12/14 by DON, North
wing ADON, Interim South wing ADON,
A facllity must maintain a quality assessment and msgoﬁ“l‘::‘m}sgfg; ;?g;‘i‘g:’ with 3
assurance commiitee consisting of the director of symptoms of allergic reactio. None were
nursing services; a physiclan designated by the identificd, Interviews were completed on
facility; and at least’3 other members of the 6/12/14 by the Social Services Director and
facility's staff. Chaplain for residents with a BIMS scero
above 8 reparding their knowledge of any
The quality assessment and assurance :llf:g?:m;ogﬁw::ﬁ;ﬁh they had
{ commitiea meets at least quartarly to identify Staff were interviewed by the DON, North
Issues with respect to which quality assessment wing ADON, FFN, SDC, MDS or regional
and assurance activities are necessary, and 612114 foranyknmvledgc of these 4
develops and implements appropriate plans of individuals transcribing or administering en
action to corract identified quality deficiencias. medication in which a resident had en all
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A State or the Secretary may not reqguire
disclosure of the records of such committea
except insofar as such disclosure is related to the
compliance of such commitiea with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on'Interview, record raview, a review of
the facility's investigation, and a review of the
facility's policy, "Performance Improvement with
Abaqis,” it was determined the facilily failed to
maintain a Quality Assessment and Assurance
Committee to develop and Implement appropriate
plans of action to correct identified quality
deficiencies related to ensuring facility residents
were free from significant medication’errors for
one (1) of four (4) sampled residents (Resident
#1). Interviews with facility staff revealed Quality
Assuranca (QA) audils were conducted every
moming during the daily clinical meeting to
ensure facility residents ware not allergic to any
newly prescribéd medications. Continued ~
interviews revealed Assistant Director of Nursing
(ADONj) #1 was responsible to conduct QA audits
daily and fo ensure residents remained free from
significant medication errors.

Interviews and record reviews revealed on
06/12/14 at approximately 12:00 PM, Advanced
Registerad Nurse Practitionar (ARNP) #1
prescribed 800 milligrams {mg) of Bactrim for

by chart audits, to include, allergy sticker on
oulside of chast, face shest, care plans,
MARS/TARs, and allergy sheet in front of
MARSs along with physician/NP orders since | '
5/1/14 for any new medication orders vs
resident aliergies by the Director of Nursing,
Assistant Director of Nursing, Staff
Developiment Coordinator MDS
Coordinators, Social Services Director,
Admissions/Marketing or Regional Nurse
Consultant bry 6/13/14 for all residents to
casure allergies are appropriately ideptified
and no medications were ordered and/or
administered that a resident was allergic, No
concems wese identified.

Education for all staff, to ensure services are
provided accerding to accepted practice of
clinical standards, was initiated on 6/12/14 by
the Staff Development Coordinator, Director
of Nursing, Nosth Wing Assistant Director of
Nursing/interim South Wing Assistant
Director of Nursing or the Nurse Consultant
regarding the abuse/neglect policy and
appropriate reporting of neglect to include
significamt medication errors, care plans in
regards to followlng care plans and deliveri
cere as outline in the care plan, emergency
medication kit to include pharmacist app
and ellergy verification prior to med removal
medication administration to include the
responsibilities and expectations of the nurse
in pulling the medications and delivering the
medications while adhering to he § rights to
meet professional standards requirements,
Quality Assurance Performance Improvem
process to include reporting of concems to
the Administrator end line staff participation
in development of QAP plaps, Staff will no}
be permitted to work prier to receiving the
education and passing post-test with 100%.
Education regarding the abuse/neglect policy
and appropriate reporting of neglect to
include significant medication errors, caro
plans in regerds (o following care plans and
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Resident #1 due to a laboratory report of an
abnormal urlnalysg. The ARNP failed to review
the resident’s allergies.

Assistant Director of Nursing (ADON) #1
transcribed the order for Bactrim onto Resident
#1's Medication Administration Record on
06/12/14. The ADON failed to verify the
resident's madication allergies.

Registered Nurse (RN) #1 obtained the Bactrim
from the facility's Emergency Drug Kit (EDK) for
Rasident #1. RN #1 falled to reviaw the
resident's allergles.

RN #1 instructed Kentucky Medication Aida
(KMA) #1 io admirister the medication lo
Resident #1. KMA #1 administerad the Bactrim
to Resident #1. KMA #1 failed to review Resident
#1's drug allergias before the medication was
administered on 06/12/14 at approximately 12:00
PM. (Referto F281, F282, F333, and F480.}

The facility's failure to maintain a quality
assessment and assurance commities to develop
and implement appropriate plans of action to
correct identified quality deficiencies related to
ensuring facility residents were free from
significant medication errors caused or was likely
to cause, serious injury, harmi, impainmient, 6r "~
death to residents in the facility. Immediate
Jeopardy with Substandard Quality of Care was
detemmined to exist on 08/12/14 at 42 CFR
483.20 Resldent Assessment (F281 and F282),
42 CFR 483.25 Quality of Care (F333}, and 42
CFR 483.75 Adminisiration (F480 and FS20) ata
scope and severity of "J." Substandard Quality of
Care was [dentified at 42 CFR 483.25 Qualily of
Cara (F333). The facility was notified of the

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF CEFICIENCIES (A1) PROVIDER/SUPPLIERICUA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BULDING COMPLETED
c
185094 8. VNG 0612512014
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2IP CODE
SIGNATURE HEALTHCARE OF PIKEVILLE 260 SOUTH MAYQ TRAIL
PIKEVILLE, KY 41501
(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUET BE PRECEDER BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
cmergency medicine kits to include
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phannacist approval and aflergy verification
prior to med removal, medication
administration to include the responsibilities
and expectations of the nurse in pulling the
medications and delivering the medications
meet professional standards requirements
along with monitored medication pass with
questiormaire, the Quality Assurance
Performance Improvement process to include
reporting of concerns to the Administrator
and line staff participation in development o
QAPI plap will be included in crientation for
all new nurses hired after 6/12/14.
Education was provided by the Regional
Nurse Consultant on 6/12/14 for the
Administrator, Director of Nursing, North
Wing Assistant Director of Nursing/interim
South Wing Assistant Director of Nursing,
Staff Development Coordinator, Quality of
Life Director, Sucial Services Director, Plant
Cperations Director, Chaplain, Medical
Recards Coordinator, Dietary Manager and
Admissions Director reganding the Quality
Assurance Process and appropriate methods
of identification of concems including
significant medication esrors, failure to repor
neglect, auditing pharmecy services, care
plans, and professional services,
A follow-up questionnaire will be completed
by the Administrator, Director of Nursing,
North Wing Assistant Directarof - -
Nursing/intetim South Wing Assistant
Director of Nursing, MDS Coordinator,
Social Services Director, Quality of Life
Director, Dictary Manager, Plunt Operations
Director, or the Environmentat Services
Manager for 3 different staff members daily,
starting on 6/25/14, for 4 wecks, to ensure
continued understanding regarding the
abuse/neglect policy and procedure, then QA
. i)l eval L4 ; :
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Immediate Jeopardy on 06/18/14.

An acceptable Allegation of Compllance was
received on D6/24/14, which alleged removal of
the iImmediate Jeopardy on 06/25/14. The State
Agency determined the Immediate Jeopardy was
removad on 06/25/14, prior to exit, which lowared
the scope and severity to "D" at 42 CFR 483.20
Resident Assassment (F281 and F282), 42 CFR
483,25 Quality of Care (F333), and 42 CFR
483.75 Administration (F490 and F520) while the
facility monitors the effactiveness of systemic
changes and quality assurance activitios.

The findings include;

A review of the facility's policy titled "Parformance
Improvernent with Abaqis” (Pl) dated 2012,
reveeled the facility would conduct an ongoing
performance improvement program designed to
systematically monitor, evaluate, and improve the
quality of resident care, '

An inlerview conducted with Assistant Director of
Nursing (ADON) #1 on 06/17/14 at 1:30 FM
revealed he conducted dafly audits of all new
medication orders during the facility’s Daily
Standup Meetings. The ADON stated the
meetings ware conducted Monday through Friday
to ensure residenis remained free from significant
medication errors. Tha ADON acknowledged he
transcribed the medication order for Bactrim for
Resident #1 on 06/12/14, which was later
{dentified to be listed as en allergy for iha
residant. The ADON stated he had baen trained
1o varify allergies; however, he failed to verify the
resident's allergies when he transcribed the order
for Bactrim for Resident #1 on 06/12/14.
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Pharmerica is providing field consultants on
F 520 | Continued From page 96 F 520 site, starting on 6/16/14 for 2 days per week

for 4 weeks to provide further
cducation/training on medication
administration, to include delivery of
medications and validation of sllergies to
meet professional standards. All nurses will
complete a med pass with a phermerica feld
consultant. QA commitice will evaluate and
determine need of ongoing services required
from pharmerica field consultant at the end uJ
2 weseks,

Facility obtained a contract, on 6/16/14, with
an extemat, independent clinical consultant tg
provide services 2 days per week, on site,
This external, independent clinicaf consultant
will provide clinical oversight of process and
procedures to validate that professional
stundards are being met until immediacy js
removed then QA commitiee will evaluate
and determine need on ongoing sesvices
required from external, independent clinicel
consultant.

Upon receiviog a new medication order, all
new medication orders will be reconciled
with resident listed allergics by two nurses,
then phanmacy will be contacted to rcooncil:J
new medication with residents listed allergi
at pharmerica, then new medication order
will be signed off by sume two nurses on the
physician order validating reconsiliation of
new medication to listed ajlergies in chart ang
with pharmerica. Nurse receiving the new
medication order will transcribe the order to
the MAR and a szcond nurse will co-sign
validating compllence. DON, North wing
ADON, Intesim South wing ADON, SDC or
Regional Nurse Consultant will review daily
the above process for compliance to ensure
the resident do not have an identified allergy
to the new medication. This prucess of
validation will conlinue daily, starting on
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An interview with the Director of Nursing (DON)
on 06/18/14 at 11:30 AM revealed audits were
conducted daily on all new medication orders for
facility residents to ensure residents were free
from significant medication errars. Sha further
stated ARNP #1, ADON #1, RN #1, and KMA #1
had been trained and should have verified
Resident #1's medication allergles before the
Bactrim was prescribed, transcribed, and
administered to the resident on 06/12/14. The
DON stated the QA audits would have identified
the medication error the next day, during the daily
meeting.

An Interview with the Administrator on 068/18/14 at
4:00 PM confirmed staff was conducting daily
audits to ansure residents were free from
significant medication errors. The Administrator
further stated Resident #1's allergy to Bactrim
should have been verified before the medication
was prascribed, transcribed, or administered on
06/12M14.

The facility falled 1o maintain a Quality
Assessment and Assurance Committee that
developed and implementad approprate plans of
action to correct identified quality deficiencies
related to ensuring facility residents were free
from significant medication.

**Tha facifity provided an acceptable Allegation of
Compliance (AQC) on 06/24/14, The facility
implemented the following actions to remove the
Immediate Jeopardy:

—The Administrator and Director of Nursing
{DON) were notified of the medication emor on
06/12/14 by Registered Nurse (RN) #1.
Advanced Registered Nurse Practitionar (ARNF)
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weeks, Findings will be presented and
F 520 | Continued From page 97 F 520 reviewed weekly in the QA mecting to

determine the need of ongoing frequency
with new medication monitoring.

All new medication orders will be audited
and logged an the administrative nursing
mouitoring form by the DON, North wing
ADON, Interim South wing ADON, SDC,
FFN, MDS Coordinator, or Regional Nurse
Consultant daily, starting on 6/25/14 for 4
weeks then daily (M-F) for 4 weeks, 1o
ensure afl new medications orders have been
signed off by two nurses, pharmacist has b
conlacted to verify allergies and two ourses
have signed off on the transcription of new
medication to MAR, prior fo new medication
administration to the resident, Additionally,
regional nurse consultant, special projects
administrator, V.P. of Operetions, Chicf
Nursing Executive or Chicf Gpernting
Officer will audit all new orders twice weekly
for 4 wecks, starting on 6/25/14, to ensure
compliance with the process and then weekly,
for 4 weeks, Findings will be reported during
weekly QA for recommendations and further
follow-up as indicated and to determine
ongoing frequency of monitoring.

Education wes provided for Licensed Nursing
Staff by the Steff Development Coordinator,
of the Regional Nurse Consultant regarding
the above stated plan on 6/12/14, Licensed
Nursing Steff will not be allowed to work
prior to recelving the ebove stated education.
Medication pass avdits were completed by
the Director of Nursing, North Wing
Assistant Director of Nunsing/intcrim South
Wing Assistant Director of Nusing, Staff
Development Coordinator, MDS
Coordinator, FFN or Regional Nurse
Consultant for all owrses ond Centified
Medication Technicians working on 6/12/314
to ensure propes medication administration
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professionel standards are being met and care
F 520 | Continued From page 98 F 520 plans are being followed, Medication pass

#1, Asgistant Director of Nursing (ADON) #1, RN
#1, and Kentucky Medication Aide (KMA) #1,
were all suspanded on 06/12/14, pending results
of an investigation. The DON Initiated an
invastigation on 06/12/14. The DON reported the
medication administration etror that occurred on
06/12/14 ta the regulatory agency on 06/12/14 to
meet stateffederal guidelines o ensure reporting
requirements were met. The Physician for
Resident #1 was notified upon identification of the
medicatlon error related o administration of
Bactrim on D8/1214. The Physician instructed
facility staff to assess Resident #1 and monitor
him/her for any signs and symploms of allergic
reaction. Resident #1 was assessed by facility
slaff on 08/12/14 for any signs and sympiems of
raaction, no concams were identified. Residant
#1, who has a Brief Interview for Mental Status
(BIMS) score of 14 was nolified of the medication
error along with the resident’'s Power of Attorney
(POA) on (16/12/14 by facility staff,

--Based on the conclusion the investigation, staff
members/the contract consultant involved was
disciplined as below:

-ARNP #1, ADON #1, and RN #1's employment
was terminated from the facility.

-KMA #1 received coachingfcounseling,
completed with restrictions that the KMA received
1:1 training by the Staff Devalopment Coordinator
{SDC) to address medication administration,
specifically not giving madications that she does
not pull herself, checking for allergies, and
providing cara as outlined in the care plan in
relation to medication adminisiration.
Furthermore, KMA #1 had to complaie a
medication pass with a pharmacy field consuitant

audits were completed by ADONs, SDC,
Regional Nurse Consultant or Pharmerica
Field Consuitant for all nurses and certified
medication technicians during their initial
medication pass by 7/4/14, During the
medication pass sudit, n questionnaite will be
completed by the Director of Nursing, North
Wing Assistant Director of Nursing/interim
South Wing Assistant Director of Nursing,
FFN, MDS Coordinator, Staff Development
Coordinator, or Regional Nurse Consultant to
ensure their knowledge of where 1o review
for allergies prior to the administration of
medication.

After ell mirses have completed a medication
pass audit, the DON, ADONs, SDC, FFN,
MDS or Regional Nurse Consultant will
condoct a medication pass audit with |
different nurse cach day covering diffemt
shifls weekly for 4 weeks, starting on
6/25/14, to enstire angoing proper medicatios
administration lechnicque, proper
identification of allergies, professional
standards are being met and care plans are
being followed, then 2 different nurses on
different shifts per week will compleica
mediceation pass audit for 4 weeks, then QA
committee will evaluate and determine the
frequency of ongoing medication pass sudits,
Administrative oversight of the facility will
be completed by the Special Projects
Administrator, regional nurse consultant, the
Regional Vice President of Operations, Chief
Nursing Executive or the Chief Operating
Officer weekly for 4 weeks, starting on
6/25/14, then moathly.

Prior 12 hire, any new MD, PA or NP will
receive educationftraining en the QAP plan
alang with appropriate identification of
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prior to passing any medications upon retum o
work. She will also complete a weekly
medication pass with the Staif Development
Coondinator for ongoing continued
education/compliance for four weeks. (The
facility determinad, afler reviewing the KMA's
33-year history with the facility as a KMA and
having exceptional evaluations and no
coaching/counssling during her years of servica,
that with appropriats education and training she
should be aliowed to return to work.)

—Facility staff was interviewed by the DON,
ADONSs, Facility Formulary Nurse (FFN), SDC,
Minimum Data Set (MDS) Coordinator, and
Reglonal Nurse Consuliant oh 06/12/14 for any
knowladga of these four individuals transcribing
or administering any medication in which a
resident had an allergy.

~Interviews were completed on 06/12/14, with
residents which were assessed to have a BIMS
scora of B or greater, by tha Sacial Services
Director and Chaplain regarding their knowledge
of any medications they were allergic to and may
have received. No concarns wera idantified.

—Skin assessments were completed on 06/12/14
by the DON, ADON, MDS Coordinator, or SDC
ori all residents with a BIMS score less than 8, for
any signs or symptoms of allergic reaction. No
concarns were identifled.

--All facility residents’ charts were audited, which
validated allargy stickers were on the outside of
the resident's chan, face shest, and care plans.
The residents’ Medication Administration Records
{MARs) and Treatment Adminisiration Records
{TARs} and the allargy sheet in front of the MARSs,
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A Quality Assurance meeting was held on
F 520 | Continued From page 89 F 520 /12714 with the Medical Director for fusther

recommendations regarding the plan for
removal of jeapardy, Medical director was
involved with creation and approval of
current plan 1o address the identified areas of |
concern in tegards to approprinte
identification of resident aflergics. All
primary physicians, elong with covering
physicians were provided with
cducationftraining on the QAPI plan along
with eppropriate identification of resident
allergies prior to new medication preseribing
on 6/24/14 by Regional Nurse Consuliont or
Director of Nursing. A Quality Assurance
meeting will be held weekly for 4 wecks,
then monthly for recommendations and
further follow up regarding the above stated
plan.

Education was provided on 6/24/14 to all
physicians by the Regional Nurse Consultanty
along with a leiter, containing the sbove
stated QAPI plon and education/training was
sent out on 6/24/14 to each of the physicians
by the facilities Medical Director, Dr. Martin
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Continued From page 100

along with tha Physiclan and Nurse Practitioner's
(NP's) orders sinca 05/01/14 were audited, for
any new medication orders versus resident
allergies. These audits were conducted by
06/13/14, by the Director of Nursing, Assistant
Director of Nursing, Staff Devalopment
Coordinator, the MDS Coordinators, Social
Sarvices Director, Admissions/Marketing ar
Reglonal Nurse Consultant to ensure allergies
had besn appropriately identified and no
medications were ordered and/or administered
that wera listed as an allergy for a resident. No
concarns were identified.

~Education for facility staff was initiated on
06/12/14 by the SDC, DON, ADONSs, or the Nurse
Consultant regarding the abuse/neglect policy
and appropriate reporting of neglect. The
education also included information related to
significant medicstion errors, care plans in
regards to following care plans and delivering
care as outlinad in the care plan, emergency
medication kit to include phamacist approval and
allergy verification prior to med removal.
Education provided also included medication
administration related to the responsibilities and
expectations of the nurse relatad to how the
medications were obteined and delivered to meet
profassional standards requirements. Staff will
ba manitored during medication pass and will
complate questionnaires from training received.
Staff was also trained related to the Quality
Assurance Performance improvement process
which included reperting of concermns to the
Administrator and line staff participation in
development of Quality Assurance Performance
Improvement (QAPI) plans. Staff will not be
permitted to work prior to receiving the education
and passing a post-test with a score of 100

F 520
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F 520 | Continued From page 101 F 520

immediacy has been

Quality Assurance (QA) Committee will svaluate

educationfiraining an

consultant at the end

external independent
provide clinical oversi

percent. All new licensed nurses hired after
06/12/14 will receive the above training.

~Follow-up questionnalras will be complated by
the Administrator, DON, ADON, MDS
Coordinator, Social Services Diractor, Quality of
Life Director, Dietary Manager, Plant Operations
Director, or the Environmsntal Services Manager
for five diffarent staff members daily until removal
of the immediacy of the Jeopardy. After the

removed the questicnnaires

will be conducted weekly for two weeks, to ensure
cantinued understanding regarding the
abuse/neglect policy and procedure, and then the

and detarmine need of ongoing frequency.
—Pharmerica is providing field consultanis

on-site, starting on 06/16/14 for two days per
week for two weeks to provide further

medication administration.

The education will include delivery of medications
and validation of allergies to meet professional
standards. All nurses will complete a med pass
with a Phammerica field consultant. The QA
Committes will evaluate and determine the need
for sarvices required from the pharmacy field

of two weeks,

--The facility obtained a contract on 06/16/14 with
an axternal indepandent clinical consuitant to
provide services two days per week on-site. This

clinical consultant will
ght of process and

procedures to valldate that professianal
standards are being met until the immediacy is
removed. After the immediacy is removed, the
QA Committea will evaluate and determine the
need for ongoing services required from the
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external independent clinical consultant.

-Upon receiving a new medication crder, all new
medication orders will be reconciled with the
resident's listed allergles by two nurses. The
pharmacy will then be contacted to reconcile the
new medication with the resident's listed allergies
and new madication orders will be signed off by
the same two nurses on the Physician Order
validating the reconciliation of the new medication
to the listed allergies. The nurse recelving the
new meadication order will transcribe the ordar to
the MAR and a second nurse will co-sign
validating compliance. Prlor to administration of
newly ordered medications for any resident, the
DON, ADONs, SOC or Ragional Nurse
Consultant will review tha above process with the
Charge Nurse or cartified medication technician
1o determine compliance to ensure the resident
doesn't have an allergy to the medication. This
validation process will cantinue until the
immediacy is removed, then daily review for
compliance with the above process will continue
for four weeks. The findings will be reviewed
weekly in the QA meeling fo detarmine the need
of the ongoing frequancy with new medication
monitoring.

—~Education was provided on 06/12/14, for
Licensed Nursing Staff by the SDC or the
Regional Nursa Consultant regarding the above
stated plan. Licensed Nursing Staff which was
not trained on 06/12/14 will not ba permitted to
work until the above stated education has been
received.

--All new medication orders were audited and
legged onto the administrative nursing monitoring
form by the DON, ADONs, SDC, FFN, MDS
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Coordinator, or Regional Nurse Consultant (three
ragional nurse cansultants have been on-site for
24-hour coverage to ensure all new medication
ordars have gone lhrough the process outlined
below, since the incldent which occurred on
06/12/14) every shift (during night shift the
Charge Nursa is to call the designated
Administrativa Nurse or the Regional Nurse
Consultant with all new medications) to ensure all
new medicalions orders have been signed off by
two nurees. Audits have also included ensuring
the pharmacist had been contacled to verify
allergles and twa nurses have signed off on the
transcription of the new medication to the MAR
prior lo tha new medication being administered fo
the resident. In Addition, the Regional Nurse
Consultant, the Special Projects Administrator,
Vica President of Operations (VPO), Chief
Nursing Executive (CNE), or Chief Operating
Officar (COO) will audit all new orders daily to
ensure compliance with the process starting on
08/13/14; this pracess will be continued until the
immediacy has been removed. When the
immediacy has been removed audits will be
conducted twice weekly for four weeks, and at
that time the QA Committee will evaluate the
need for the continued freguency of monitoring.

—Tha Director of Nursing wilt conduct daily
reviews of the above log sheet for compllance.
The Reglonal Nurse Consultants will validate
complianca with the above process daily and the
CO0, CNE, VPO, or Special Projects
Administrator will validate compliance with the
above process twice weekly until the remaval of
the immediacy of the Jeopardy. When the
immediacy has been removed, then the DON or
ADONSs will review dally for four weeks; the
Regional Nurse Consultant will review three times
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a weeak for four weeks; and the COO, CNE, VPO,
or Special Projects Administrator will review
weekly for four weeks to ensure that compliance
is maintained. The findings will be reported
weakly to QA for recommendations and further
follow-up as indicated and to determine ongoing
frequency of monitoring.

—Madication pass audits were completed by the
Diractor of Nursing, Assistant Direclors of
Nursing, Staff Development Coordinator, MDS
Coordinater, FFN, or Regional Nurse Consultant
for all nurses and KMAs who had worked on
06/12/14 to ensure proper medication
administration technique, proper identification of
allergies, that professional standards were being
met, and that care plans were being followed.
Furthar medication pass audits wers completed
for all nursas and KMAs during their initial
medication pass by 08/17/14 except four PRN
nurses, Certified lstiers have been mailed to the
four PRN licensed nurses to inform them they
would nat ba permitted to work until a medication
pass audit was completed with the ADONs or
SDC. During the medication pass audit, a
questionnaire will be completed by the DON,
ADON, FFN, MDS Coordinator, SDC, or Regional
Nurse Consultant to ensure their knowledge of
whera to review for allecgles prior to the
administration of the medication.

~When all nursas have completed a medication
pass audit, the DON, ADONs, SDC, FFN, MDS
Coordinalor, or Regional Nurse Consultant will
conduct a medication pass audit with wo nurses
per day (one nursa per nursing unit} to ensure
ongoling propar medication administration
technique, proper identification of allergles, that
professional standards ara being met, and that
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care plans are being followed until the immediacy
has been removed. When the immediacy has
been removed, one nurse per day will complate a
medlication pass audit for two weeks, and then
the QA Commiltee will evaluate and detarmine
the frequency of ongoing medication pass audits.

—Administrative oversight of the facility was
completed by the Special Projects Administrator,
Regional Nurse Consultant, the Reglonal Vice
Pragident of Operations, Chief Nursing Executive,
or the Chief Operating Officer daily until removal
of the immediacy. After the removal of the
immediacy, the oversight will continue waekly for
four weeks, then monthly.

—Education was provided by the Regional Nurse
Consultant on 06/12/14 for the Administrator,
DON, ADON, SDC, Quality of Life Diractor, Social
Services Director, Plant Operations Director,
Chaplain, Medical Records Coardinator, Dietary
Manager, and Admissions Director regarding the
Quality Assurance Process and appropriate
methods of identification of concerns including
significant medication errors, fallure to report
neglect, auditing pharmacy services, care plans,
and professional services.

-A Quality Assurance meeting was held on
06/12/14 with the Medical Director for further
recommendsgtions regarding the plan for removal
of Jeopardy. The Medical Director was involved
with creation and approval of the current plan to
addrass the identified areas of concern in regards
to appropriate identification of residant allergies.
All primary physiclans, along with cavering
physicians, were provided with educationftraining
along with a letter which detailed the facility's
QAPI plan, along with appropriate identification of
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residant allergies prior to new medication
prescribing on 06/24/14 by the Regional Nurse
Consultant or DON. A Qualily Assurances meeting
will be haki weekly for four weeks, then monthly
for recommendations and further follow-up
regarding ihe above stated plan.

**The survayors validated the Immediate
Jeopardy was removed as follows:

~Intarviews conducted with the Administrator and
the Diractor of Nursing (DON) on 06/25/14
revealed Registered Nurse (RN) #1 notified them
of the medication error that occurred on 06/12/14
when facility staff had prescribed, obtained, and
administered a medication to Resident #1 that
bad previously been identified as a medication
allargy for the resident. Further interviews and
review of the facility's investigation confirmed staff
members involved wilth the incident (ARNP #1,
ADON #1, RN #1, and KMA #1) were all
suspended on 06/12/14, pending resulis of the
investiaation. Resident #1's physician was
notified, and new orders were racaived and
implemanted on 06/12/14, when the medication
arror was identified by facility staff. Continued
review of the investigation revealed Resident #1
was assessed by facility staff on 06/12/14 for any
signs and symploms of reaction and no concemns
wera dentified. Contlnued review of the
investigation revealad Resident #1, who has a
BIMS score of 14 was notified, along with the
resident's Powar of Attorney (POA), of the
medication error that ocgurred on 06/12/14.

~Interviews with facility staff and review of the
facility's investigation on 06/25/14 revealed the
following actions were taken, as a resuit of the
faciiity's investigation findings: ARNP #1, ADON
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#1, and RN #1's employment was terminated
from the facility. KMA #1 recelved
coaching/counseling and 1:1 training by the Staff
Development Coordinetor {SDC) which
addressed medication administration, specifically
not giving medications that she did not pull
hersell, chacking for resident allergies, and
providing care as outlined in the care plan in
relation to medication administration. Continued
interview and a review of the investigation
confirmed KMA #1 had completed a rmedication
pass with the facility's Pharmacy Consultant prior
to administaring any further medications to facility
residents. Further intsrviews revealed KMA #1
would also complate a weekly medication pass
with the SDC for ongoing cantinued
education/compliance for four weeks. The
facility’s investigation findings ravealed they had
determined, after reviewing the KMA's 33-year
work history with the facility, and having
exceptional evaluations and no previous
disciplinary actions, with appropriate education
and training she should be allowed to return to
work,

~Interviews with staff and furthar review of the
facility's investigation on 06/25/14 revealed the
facility staff was Interviewed by the DON, ADONs,
FFN, SDC, MDS Coordinator, or Regional Nurse
Consultant on 08/12/14 for any knowledge of the
four individuals identified in the incident
transcribing or administering any medicatlon
which had been listed as an allergy for any other
rasident.

—Interviews and review of the facility's
investigation conducted on 08/25/14 revealed
residants who were assessed to have a BIMS
score of B or greater were interviewed on

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING COMPLETED
c
185034 B, Wna 06/25/2014
NAME OF PROVIDER OR SUPPUIER STREET ADDRESS, CITY, STATE, ZIP CODE
260 SOUTH MAYO TRAIL
IGNATURE CARE QF PIKEVILLE
G S U S PIKEVILLE, KY 41501
X410 SUMMARY STATEMENT GF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 520 | Continued From page 107 F 520

FORM CMS-2567(02-99) Previous Verslons Obiaclets

Evant ID:XVBR11

Fectity 10 1003687

if continuation sheet Page 108 of 118



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/17/2014
FCRM APPROVED

06/1214, by the Social Services Director and
Chaplain to determine if medications thay had an
allergy to had been administered to them while in
the facility. The invastigation further revealed no
concerns were identified.

—Interview with the DON and review of the
facility'’s investigation on 06/25/14 confirmed skin
assessments wers conducted to ensure no
allergic reactions had occurred on all facility
residents with & 8IMS score of 8 or below on
06/12/14.

~Review of facility audits and interviews with staff
on D6/25/14 ravealed all facility residents' charts
waere audited and staff validated allergy stickers
ware on the outside of the residents' charts, face
sheets, and care plans. Further reviews and
interviews with staff conducted on 06/25/14
revealed the residents' Medication Administration
Records (MARs) and Treatment Administration
Records (TARs), allergy sheets located in front of
the residents' MARs, along with physician orders
obtained since 05/01/14 were audited to ensure
the residents’ allergies had been verified when
new ordars had been received. Continued review
confirmed audils were conducted by 08/13/14, by
the DON, ADON, SDC, MDS Coordinatoss, Social
Services Director, Admissions/Marketing, or
Regional Nurse Consultant. [nterviews
conducted on 06/25/14 ravealad audits were
conducted to ensure allergles had been
approprialaly identified and no medications were
ordered and/or administered that were listed as
an allergy for a resident, with no concemns
identified.

—A review of staff education provided by the

facility, initiated on 06/12/14, confirmed the SOC,
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DON, ADONSs, or the Nurse Consultant instructed
staff about the facility's abuse/neglect policy and
appropriate reperting of neglect. The education
raviaw conductad on 06/25/14 also revealed
information was included related to significant
medication errors, implementation of care plans,
emergency medication kit to include pharmacist
approval, and allergy verification prior to
medication removal. Continued review of the
education pravided to facility staff also inciuded
medication administration and the responsibilities
and expectations of the nurse on how the
medications wera obtained and delivered to meet
professional standards requirements. Interviews
conducted with facility staff on 06/25/14
confirmed staff was monitored during medication
pass and had been required to completa
questionnalres refated fo the training thay
received. KMA #1 slated in interview on 06/25/14
that she received training related to the Quality
Assurance Performance Impravement (QAPI)
process which included reporting of concemns to
the Administrator and line staff participation in
development of QAPI plans. Interview with the
Ragional Nurse Consultant and the DON on
06/25/14 revealed staff was not permitted to work
until they were educated and completed a
post-test with a scora of 100 percent. Interview
with the DON on 06/25/14 revealed all new
licensad nurses hired after 06/12/14 will recelve
the above tralning during their orlentation.

—Interviews with the Regional Nurse Consultant
on 06/28/14 confirmed follow-up questionnaires
wera completed by the Administrator, DON,
ADON, MDS Coordinator, Sacial Services
Director, Quality of Life Director, Dietary
Manager, Plant Operations Diractor, or the
Envirpnmental Services Manager for five differant
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staff mambers daily. The Nurse Consultant
further statad after the immediacy had been
removed the questionnalres would be conducted
weekly for two weeks to ensure continued

and procedurs, and the QA Committee would
evaluate further the need for the questionnalres.

—Review of Medication Pass audits conducted,
and an inferview with the Ragional Nurse
Consultant on 06/25/14, revealed the facllity's
Pharmacy had provided Field Consultants
on-sile, which started on 06/16/14, for two days
per week for a total of two weeks. He statad the
pharmacy servica was to provida further
educationfiraining on medication administration.
The education would include defivery of
medications and validation of the residents’
allergies to meet professional standards. The
Consultant stated all nurses would complete a
medication pass with a Pharmacy Field
Consuliant and the QA Committee would
evaluale and determine the continued need for
services required from the Pharmacy Field
Consultant at the end of two weeks.

06/25/14 confirmed the fagility had obtained a
contract on 06/16/14 with an external
Indepandent Clinlcal Consultant to provide
services two days per week on-site. The
Administrator stated the external Independant
Clinical Consgultant would provide clinical

those professional standards were met until the
immediacy was removed. After the immediacy
was removed, the Administrator stated the QA
Committee would evaluste and determine the
need for services required from an external

understanding regarding the abuse/neglect policy

~Interview with the DON and the Adminlstrator on

oversight of processes and procedures to validate

F 520

FORM CMS-2587(012-98) Pravious Varsions Obsolsl Event [D:XVERTI

Focility (0 100367

If continuation shest Poge 111 of 118




PRINTED: 07/17/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ENTERS FOR MEDICAR! MEDICAID SERVICES MB NO. 0938-0391
STATEMENT OF DEFICIENCIES %1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
Cc
185094 8 WING 06/25/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IF CODE —
SIGNATURE HEALTHCARE OF PIKEVILLE ikl
i ‘ PIKEVILLE, KY 41501
%4) ID SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION xs)
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 520 | Continued From page 111 F 520

Independant Clinical Consultant.

—Interviews with KMA #1 on 06/17/14 at 1:00 PM
and Administrative staff on 06/25/14 confirmed
training was initiated on 06/12/14 and included
guidance on what staff was required to do when a
new medication arder was recelved. Allergies
were to be validated and all new madication
orders were to be reconciled and franscribed onto
the resident's MAR by two nurses. Continued
Interview confirmed the pharmacy would be
conlactad to reconclle new medications, with the
resident's listed allergies. Continued review of
trainings and Interviews with KMA #1 on 08/17/14
at 1:00 PM, the DON on 06/18/14 at 11:30 AM,
and the Administrator on 06/18/14 at 4:00 PM
confirmed naw medication orders would ba
signed off by the two nurses that validated
reconciliation of new medications to tha resident's
listed allargies. The nurse receiving the new
madication order would transcribe the order to the
MAR and a second nurse would co-sign which
would validate compliance. Continued interview
ravealed staff was required to contact the DON,
ADONSs, SDC, or Regional Nurse Consultant,
before any new medication was administered for
any resident, to validate all required chacks had
bean completed. Continued interviews on
06/25/14 revealed this validation process would
continue until the immediacy was removed. The
Reglonal Nurse Consultant stated on 08/28/14 at
1:00 PM the validation process would be
reviewed daily for complianca and would be
continued for four weeks. The Nurse Consultant
further stated tha findings would be reviewed
weekly in the QA mesting to determine the need
of ongoing frequency with new medication
monitoring.
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~Interview with the DON and the Nursa
Consultant on 06/25/14 revealaed Licansed
Nursing Staff that had not received the training on
06/12/14 would not be permitted to work until the
above stated education has been received.

--A review of facility audits and interviews with
Administrative staff on 06/25/14 revealed all new
medication orders were audited and logged anto
the administrative nursing menitoring form by the
DON, ADONSs, SDC, FFN, MDS Coardinator, or
Regional Nurse Consuliant. Continued interview
revealed three Regional Nurse Consultants had
been on-site 24 hours a day since the incident
occurred on 06/12/14 to ensura staff had
validated all new medication orders. The
Regional Nurse Consultant stated during night
shift the Charge Nurse was required to call the
designated Administrative Nurse or Regional
Nurse Consultant with all new medication orders,
to ensure all new orders had been signed off by
two nurses as required. Continued interview on
0€/25/14 confirmed facility audits included
ensuring the phanmacist had been contacted to
verify allergies, and that two nurses had signed
off on the transcription of the new medication to
the MAR prior to the administration of any new
medications to the residents. Continued interview
revealad the Regionai Nurse Consultant, Spacial
Projects Administrator, VPO, CNE, or COO would
audit all new orders daily to ensure compliance
with the process starting on 06/13/14 and would
continue fo audit the orders until the immediacy
had been removed. The Nurse Consultant stated
when immediacy had been removed audits would
be conducted twice weekly for four weeks, and
then the QA Committee would evaluate the need
for continued frequancy of monitoring.
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—Tha Director of Nursing stated on 06/25/14 at
3:25 PM she had conducted daily reviews of the
rmadication audit log sheets for complisnce. The
Regional Nurse Consultant stated on 06/25/14
that he had validated compliance wilh the sbove
process daily and the COO, CNE, VPO, or the
Special Projects Admiinistrator had validatod
compliance with the above process, twice weekly,
until removal of the immediacy. The DON stated
when the immediacy had baen removed, than
she or the ADONSs would review the log sheets
daily for four weeks, the Regional Nurse
Consultant would review the log sheets three
times a week for four weaks, and the CQO, CNE,
VPO, or the Special Projects Administrator would
review the log sheets weekly for four wesks to
ensure that compliance has been maintained.
The DON further stated the findings would be
reported weekly to the QA Commities for
recommendations and further follow-up as
indicated and to determine ongoing frequency of
monitoring.

Interviews with the Administrator on 06/25/14 at
3:00 PM and review of the facility's audits on
06/25/14 revealed medication pass audits were
completed by the DON, ADON, SDC, MDS
Coordinalor, FFN, or Regional Nurse Consultant
for all nurses and KMAs that had worked on
06/12/14. Continued review of the sudits
revesled the audits ensured proper medication
administration technique, proper identification of
allergles, that profeasional standards were met,
and that care plans were followed. Further review
and interview revealed by 06/17/14 medication
pass audits had besn completed for the KMAs
and all but four nurses (who worked on a PRN
basis) during their initlal medication pass. The
Regianal Nurse Consultant stated certified letters
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had been mailed {o the four PRN licensed nurses
to inform them they would not be parmmitted to
work until a medication pass audit had baan
completed by the ADONs or SDC. During the
medicalion pass audit, a questionnaire was
caompleted by the DON, ADON, FFN, MDS
Coordinater, SDC, or Regional Nurse Consultant
to ensure their knowledge of where to review for
allergies prior to the administration of medication.

—[nterview with the Regional Nurse Consultant on
06725114 at 1:00 PM revealed after the
medication pass audits had been conducted for
all llcensed nurses, the DON, ADONs, SDC, FFN,
MDS, cr Regional Nurse Consultant would
conduct a medication pass audit with two nurses
per day (one nurse from each of the two nursing
units} to ensure ongoing proper medication
administration technique, proper identification of
allergies, that professional siandards were met,
and that care plans were baing followed until
immediacy had been ramoved. When the
immediacy has bean removed, one nurse par day
would complete a medication pass audit for two
weehs, and then the QA Commitiee would
evaluala and determine the frequency of ongoing
medication pass audits.

—~The Regional Nurse Consultant stated on
06/25/14 at 1:00 PM that Administrative oversight
of the facility would be completed by the Special
Projects Administrator, Regional Nurse
Consultants, and the Regional Vice Prasidant of
Operations, Chisf Nursing Executive, or the Chief
Operaling Officer daily until removal of
immediacy. After the removal of immediacy the
oversight would continua weekly for four weeks
and then manthly,
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—Review of education provided by the facility
ravealed education had been provided by the
Regional Nurse Consultant on 06/12/14 for the
Administrator, DON, ADON, SDC, Quality of Life
Director, Social Services Director, Plant
Operations Director, Chaplain, Medical Records
Coordinator, Dietary Manager, and Admissions
Director. Tha education provided consisted of the
Quality Assurance Process and appropriate
methods of identification of concerns including
significant medication errors, failure to report
neglect, auditing pharmacy services, care plans,
and professional services,

—~A review of educatlon provided and interviews
on 06/25/14 with the DON, Administrator, and the
Regional Nurse Consultant confirmed a Quality
Assurance meeting was held on 06/12/14 with tha
Medical Director for further recommendations
ragarding the plan for removal of jeopardy. The
Medical Director was involved with creation and
approval of the current plan to address the
identified areas of concem in regards to
appropriate identification of resident allergies. By
06/24114, the Regional Nurse Consultant
provided education training to all primary care
physicians, along with the physicians that provide
coverage for the primary care physicians, a latfer
which delailed the facility's QAPI plan, and the
appropriata identification of resident allergies
prior to prescriblng new madication. The
Administrator staled on 06/25/14 that a Quality
Assuranca mealing would be held weekly for four
weeks, then monthly for recommendations and
further follow-ups regarding the above stated
plan.
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