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I L
F 000 | INITIAL COMMENTS | F OOOJ . |
i | Preparation and submission of ]
i This plan of correction does not (
} SKILLED NURSING FACILITY Constituto and admission orf .
i i
A Complaint Investigation CGR# 2015002905, agreement 4 “;?;;:Ve‘ge;" ¢ |
CCR# 20150037087, and CCR# 2015003927 tf:::lezme:s o the comclustons set x
5 <
was conducttsd off hours at 6:30a.m. Monday forth on the statement of ‘
) - deficiencies, the plan of correction ]
| is prepared and submitted
i nts
Excel Rehabilitation and Health Center is not in solely ls’fct“‘fsz d“;;gz:;‘ﬁ?me
compliance with 42 C.F R. Part 483 T'mh“izfphii ;3 orrection wil
Requirements for Long Term Care Facilities. serve as the Facility's allegation
/ Immediate Jeopardy was identified on of substantial compliance.
| A partial extended survey was completed on
[ Substandard Quality of Care was identified at F ’
333.
’ r
Findings of Immediate Jeopardy were identified at ! RECEIVED
F 2818/S: K; F 282 S/S: K: F 333 $/S: K; F490 J -
S/S: K and F 501 §/5. K i MAY 2.9 2013
The Administrator was informed of the Immediate } [I AHCA  HQAS(6
Jeopardy on S at 950 AM. )
- It was determined that the Immediate Jeopardy ! {
was removed on iat 5:30 PM and the
severity and scope was reduced to an E.
F 166 483.10(f)2) RIGHT TO PROMPT EFFORTS TO F 166
$5=D | RESOLVE GRIEVANCES :
Aresident has the right to prompt efforts by the | 0 }
facility to resolve grievances the resident may } /t,// 6 ~
have, including those wil h respect to the behavior | /( 9”5 }
| of other residents. Yy ! ( W (a] |
i . |
ORATORY DIRECTOR'S OR PRGVI 7:_;5»; REPRESENTATIVE'S SIGNATURE TILE (X6) DAT]
Aaniaisreiel 3[2& flgf

deficiency ending Wit ] asferisk (*) denotes a deficien

r safeguards provide sufficient protection to the patients. (See instructions.

which the institution may be excused from correcting providing it is determined that
.} Except for nursing homes, the findings stated above are disclosable 90 days

wing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

following the date these documents are
ram participation,

made available to the facility. If deficiencies are cited, an approved plan of correction is requisits to continued
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[ DEFICIENCY)
F 166 | Continued From page 1 F 166 LResident #bconcern recorded
in  nurses note regarding
Th!s REQUIREMENT is not met as evidenced timing of her medication, order
was written by MD on o
Based on interviews and record review, the chiange to times requested by res.
facility failed to act on, resolve, and log resident #6. Concern resolved at that time.
grievances for two (Resident #6 and Resident Res, #G concern recorded in
#23) of twenty-three sampled residents. nurse’s note regarding res. choice of |
Wt resident was provided choice |
Findings include: of 2 lft pads, esident chose which
one she wanted to use, this was resolved
(1) During an interview with Resident #6 on r:; i wsii‘;;':’:::;?
. +at 10:30 a.m. stated that she has advised resident that call light
multiple concerns with the facility including y ;
o 4 i L . augit was being implemented to address any
waiting for assistance with activities of dally living negative rends with cal ght response time,
(ADL) care, staff slow to answer call lights, and resdent xpresoad o futhor comeonmast ot
concerns related to nursing staff providing her time.
medications as ordered. She stated that she has Social Service met with
voiced these concerns to multiple facility staff, Resident #6 on
0 review
Review of the following nursing notes revealed Facility grievance process,
| that the staff was made aware by Resident #6 Resident stated she had no
I that she had concerns related to care and concerns or grievances at
i services on Sand this time. Sochal Service met
with Resident #23 on
] Review of the Grievance log from to review facility grievance
| .. revealed no grievances process. Resident stated
fogged for Resident #6, he bad no grievances/concemns
at this time. Resident #23
(2) During an interview with Resident #23 on discharged home on
at 3110 p.m. he stated that when he
pressed his call light for assistance that the staff
will come into his turn off the call fight and
stay that they are going to get his Certified
Nursing Assistant (CNA). He stated that this
happens consistently and that he has to do this a
few times before his CNA actually comes Into the
help him. He stated that there has been
times when he has asked the assigned CNA had
anyone told them that he needed assistance and
§7{02-99) Previous Versions Obsolete Event ID:KCY811 Faciity 1: 62032 If continuation sheet Page 2 of 167
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F 166 | Continued From page 2
they tell him no. He stated that the CNA staff has
told him that they are working short or are
working on another hall so they cannot see when
his call light goes off. He stated that many times,
staff not assigned to his | just walk past
his he has his call light on for
assistance. He stated that he has talked with the
unit manager and the nurses related to staff
coming into his , turning off the calf fight and
leaving without providing him assistance but it
has done no good because they continue to do it

During an interview with the Nursing Home
Administrator (NHA) on ‘at 4:34 p.m.
she stated that Resident #23 was angry about a
number of things when he first arrived at the
facility on _ including some things related
to his . She stated that they had
changed his - - the concerns he had were
never placed on the grievance form or grievance
log. She was asked if all residents ' grievances
are riot logged, then how the concerns are
reviewed by the Quality Assurance Committee to
identify patterns or trends per the facility poiicy.
She stated that " if grievances are not logged

( then it is impossible to track and trend them ", (

She confirmed that there was no grievance

logged related to Resident #23 having concerns. {

I

A review of the nursing notes for Resident #23
revealed that on . several staff made
administration aware that the resident had
concems related to staff not answering the call
light in a timely manner, taking too long to serve
the food. It was noted that the Nursing Home

I Administrator, DON, Social Worker, and Unit
Manager met with the resident at bedside.

Review of the Grievance log from

F 166

2. Grievance p&p reviewed by Social
Services at
resident council meeting, and
then quarterly with resident council
Call light audit to be completed
by Social Service/designees on ali 3
shiftsstarting - through
with results reported at
QAPImeeting. Cal light audit wil
continue on all three shifts
for three months by Social Service/designees
with results reported by Social Service
at monthly GAPI meeting. Negative trends
identified in callfight response time
will be addressed by inservice
to staff Involved and documented as
a resident grievance if indicated. K

Tracking and trending of all resident grievance
reports will continue monthly,

with results presented at

monthly QAPI meeting. Negative

trends identified with grievance type wil

be investigated by Risk Manager/Administrator

for quality improvernent plan and resolution via
root cause analysis,

I 3.Resident Grievance p&p Is posted

| ateach nurses station and n the

I Main lobby. Grievance p&p reviewed at
 resident council mesting, and then

| Quarterty with resident council

/ Resident’s recaive a copy

|

of the Grievance p&p at the time of

admission .  All staff to be

inserviced by Social Service/staff development

on grievance p&p by |

Grievance forms placed on clipboards ;
at each nurses station for ease of

access.
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F 166 Continued From page 3 F 166
revealed no grievances 4 Resident grievance tracking and trending
. wifl continue monthly with Sociai Service
logged for Resident #23. reporting results at monthly gapt.
) . . 1l tight audits wilt by

Review of the Grievance Policy {no date) ;;ia;gs;:;‘:;;:;;:; ::‘:':"eted 4

revealed the following: _ X N 3 shifts x 3months. Social Service will

Any resident or responsible parly has the right to oresent results of callight audits 3

voice grievances ... grievances include those with enonths at monthly api committee

respect to treatment and services furnished, as to identify any negative trends and ensure

well as those not furnished, and may be they are analysed and addressed through

expressed at any time, both verbally and in oot cause analysis .

writing. Grievances will be monitored by the

Quality Assurance Committee. In order to be

remedied, residents and responsible parties

report the concern to staff,
F 254 483.15(h)(3) CLEAN BED/BATH LINENS IN | F 254i Airisional linen was DUt

PAASIARIA v gt : s 5

$S=t

linens that are in good condtion.
This REQUIREMENT s not met as evidenced

by:

Based on observations, staff interviews, and
resident interviews, the facility failed to ensure
that there was sufficient linen (towels, wash
cloths and gowns) for the resident population on
two (Skilled Rehab Unit and the Life Enrichment
Unit) of two units in the facility.

Findings include:

On catef5am. thelinen .. _ithe
Skilled Rehab Unit (SRU) was observed to have
no wash cloths, towels, or gowns,

During an interview with Staff J, a Registered
Nurse, on . at 6:34 a.m. she stated that

ordered over 11,200 disposable

foths since
Supervisor rounds daily to ensure
sufficient inen supply. Laundry staff
detiver linen every 2 hours or as needed.

Linen order received

tinen inventory completed by
disposable wet wipes.

implemented on to use

for resident incontinence care.

l
|
|
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F 254 Continued From page 4 F 254 Laundry alde added for midnight
. . 5 hife, facility will
Certifled Nursing Assistant (CNA) staff had ; 4: facility V: pr:fetss I,aundw
complained to her that they have to work with 24 hours per day. Wet wipes
very little linen and wipes. There were no fmp’e‘f‘e"‘e" for !
{ disposable wash cloths/wipes observed in the incontinence care. Housekeeping i
supply . . _.that time. Supervisor will maintain monthly
linen audit and order as needed to
On .. .. at6:36 a.m. the linen the ensure par levels for linen are maintained.
| Life Enrichment Unit (LEU) was observed to have Linen delivery form implemented
two towels and no wash cloths or gowns. by Licensed nurse on each
X . ) N wing will sign off to verify count on
During an ‘”t‘ee“:’;gw anf’; !?éasfia}fyeg{\rléto:he " alllinen deliveries at time of delivery.
Loate36am, as 5 ot
N taff by staff d
worked at the facility for many years. She stated b HrSIng o agf:?;::'ced‘ ‘:5": " :Vﬁ loomer:
that there are not a lot of towels or wash cloths I.v delivery f service,inen defivery an
and that they often work with 2 short linen supply. \nen delivery form.
. . . N Housekeeping supervisor/designee
During an m:%‘t‘gew with S‘aff L CT(AdOYf’ e had will report to monthly gapi meeting
enough s'u :pliésosaizl‘: S ?aé&”a"[st?ss bzdl she ha x3months any negative trends in finen
Sometimes you only have two towels for 10 ’"fg“";:‘ de‘:i:’ - Neﬁame trends
patients." She stated, "This place was not always will be addressed through root cause
like this. It has really gone down.” analysis for resolution.
On ~at3:30 pm. thelinen . ... _ithe
Skilled Rehab Unit (SRU) was observed to have
no wash cloths, towels, or gowns.
On : at 3:40 p.m. the linen + the
Life Enrichment Unit (LEU) was observed to have
no towels, wash cioths, or gowns,
Duting an interview with Staff N, CNA on
at 3:45 she stated that the facility is
always short on having linen (wash cloths, towels
and gowns). She stated that the disposable wash
cloths are scarce. She stated, "When | see some,
Fhave to grab three or four packs because we
usually don't have any. When my resident has a
(bowel movement) | will sometimes have to go
37(02:99) Previous Versions Obsolete Event ID:KCY611 Facllity 1D: 62032 if continuation sheet Page 5 of 167
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F 254 | Continued From page 5 F 284
into other residents {6 find wipes or

somathing to clean them up with.”

During an interview with Staff O, CNAon

et 3:95 p.m. she stated that she has
been at the facility for only a couple weeks, She
stated, "l have {o ask other aides for (linen).
Towels and wash cloths are hard to find here.”

interview with Staff P, CNAon at 4:05
p.m. she stated that sometimes they do not have
enough linen available for alf of the residents. She
stated that they-do have wipes but somatimes
they run out of those {oo. She was asked what
she does when they run out. Ths staff was
observed to shrug her shoulders and stated, “We
have to Just use whatever we got.”

During an inferview with Staif Q, CNAon
. at4:15 p.m. she stated that the supply

of linen has baen a problem on all shifts. She
stated that sometimas the CNA staff has to use

| paper towels with soap and water to cleah the
residents when they have a bowel movemnent
bacause they don't have linan, She stated, "You
just gotiz do the best you can for them.” g

During an interview with Housekeeping
Supervisor on 4/28/2015 at 4:15 p.m, she stated

| that the staff had just placed a cart of linen on
each unit at 3: 00 g.m. She stated that the laurdry
staff takes carts of clean linen out to the floors
threa times a day, She stated that she does nat
know what the CNA staff does with the linen afier
that. She stated, "We have plenty of buxes of rew
linen." She was asked f she brings out the new I
linen for the CNA staff to use. She stated that she
does bring sut new linen "sometimes.”

# CMS-2887{U2.08) Previous Verslons Dbsolate Buont L KOYEIT Faciiy I0: 8283% If sontinuation shest Page & of 167
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(%3) DATE SURVEY
COMPLETED

c
08/01/2015

{Xa) 10 SUMMARY STATEMENT OF DEFICIENSIES
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY URLST IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION

i x5)
PREFIX {EACH CORRECTIVE AGTION SHOULD BE SOMPLETION
™6 BATE

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

F 2541 Continued From pags 6
On at 4:15 p.m. a tour was conduced
on the Lang Term Care Unlt with the
Housskseping Supervisor, A tour of the linsn
closet was conducted and there was no linen in
thelinen ... . The CNA staff on the unit stated
that they placed the linen that they were provided
in the residents « glready, The 300 hall
wers toured to observe the linen supply for
the resident papulation. The Housekeeping
Supervisor was able to find eleven towels and
four wash clothes available for fourleen residents.

The 10 hall were toured to observe the

] linen supply for the resident population. The

| Housekeeping Supervisor was able to find ten
towsls and two wash ciothes avallable for
fourteen residents. ... was observed and
the resident in the A bed had a wash cloth placed
on her bed. The resident in B bed had a gown
placsd an her bed. An interview was conducted
with the two residents at that time. They both
confirmed that there is a lack of finen in the
facility. The resident in bed B stated, “Yes, that is
a prablem. | guess since 1 get 2 gown, | don't get
& wash cloth.”

F 281 | 483.20{k)(3)(1) SERVICES PROVIDED MEET

53=K | PROFESSIONAL STANDARDS
The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

record revisw, interviews with the facility staff, the
Attending Physician, the Madical Director, facility
Administration and review of the facility ' s polic:r

|
Based on a review of the Nurse Pracfice Act, ]]
!

F 254

Fes1

1CMS.2567(02-88) Pravioun Varsions Chiscdute Evant iD:KCYE1
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2811 CAMPUS HILL DR
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I DEFICIENCY) |
f | ‘
F 281 | Continued From page & F 281 |
administered five doses of 1on 3/7, 10, 1. Resident#6 Is receiving their 1 a5 ordered
13, 18, 19/2015. Resident #18 was not by the physiclan since Resident #2 has
administered four doses of _.iondfz, 11, been discharged from the faciity A
13 and . Resident #19 missed four doses { medication error report was completed for this
of Pradaxa from Resident#20 was | rasident and the physician was notified. Resident
not adriinistered seven doses of ... from #10 is currently raceiving 140 mg once
. The faciiity* 5 Licensed Nursing a day. Residents #1 was discharged on
staff falled follow physician ' s orders and and was s closed recard, A medication error
administer madications. report was completed with physician notification,
Resident #15 was discharged Fl
Based on record review and interview, the nurses ":'d“"'““ ermor report was campleted and the
also falled to administer medications for two (£2, fu;’fe'?:" :e':,:f:‘ﬂﬂ“' Resident #1815 not
#8) out of forty-eight (48) residents reviewed for | e denz 1o i's :_e‘;wm 3mgoncea
g:‘zg:fiﬂo" a;:.:]r:cy. Resident Mw;:?msi'{‘t’f; ( day. Resident #18 is recelving Coumadin 8.5 mg
S once & day. Residant #19 Js receiving Pradaxa 150
for 10 days, Tftefe was a three day delay In H mg twice @ day. Resident # 20 is recalving
starting = physician ordered : for Enoxaparin 40 mg every twalva hotws. Afl
Resident #8 and two doses were omitted. medjcations ar being administered under
“Practice of Professional Nursing”.
The nursing staffs failure to administer
maedications resulted in the findings of immediate 2. Acomplete facllity review was complated on
Jeopardy existing in the facility as of  _ J 1o assure that all resident madication
The facility Administration was informed on orders are current and transcribed on the
'8t 9:50 a.m. The Immediate Jenpardy medication administration racords, All residants
was removed on at 530 p.m, and the are racelving their medications as orderad by
scope and severity was reducedtoa "E. " { | thelr physiclans under "Practize of Professionst
Nursing®,
Findings Include; { } !
The Florida Nurse Practice Act, Section 464.003, ! f
Definitions Part (3) {a) "Practics of professional [ |
nursing” means the performance of those acts f
| requiring substantial specialized knowledge, |
judgment, and nursing skil based upon apptied |
| principles of . hiclogical, physical,
and social sciences which shall inciude, but not
be imitad fo:
1. The observation, assessment, nursing
[ diagriosis, planning, intervention, and evaluation
W CMS2587(02.88) Pravioue Varslsnz Obsolate Evant it KCYS if confinuation shest Page 9 of 167
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) 1D f SUMMARY OF DEFICIENCIES ] ) PROVIDER'S PLAN OF CORRECTION s
FREFIX * (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) A6 CROSS-REFERENCED TO THE APPROPRIATE DATR
1 ) { DEFICIENGY) |
}
F 281 Continued From page 9 ! F281 I
of care; health teaching and sounseling of the i,
injured, or infirm; and the promotion of weliness,
maintenance of health, and prevention of liness 3. Nursing staff hias been re-aducated on holding a
of sthers. resident’s madication. + arders on hotd
{ b) Practice of practical nursing * means the will be discontinued and the P:ys 'C:" willbe "
performance of selected acts, including the walledto °b*";'" “;whamm: e em '
adminlstration of treatmends and medications, in o be restated and the rew dose tht the
the care of the I, Injured , or infirm and the physician wants implamented, Any o ]
© s injured , of | hat requires a hold will be
pramotion of wellr!ess, maintenance of haalth, documented as hold and the orderad will be
and prevention of iliness of others under the yallawed out, The order will be rewritten and
dlre;tr\?n of 2 registered nurse, 2 In:ansg:d arrownd ouer to the restart date and the dote of
physician ,a licensad osteopathic physician, a l the restart will be written an the order. All halds
hceqsed podiatric physician , or 2 licensed { far . will b tracked on the Twenty-
dentist, [ four hour report until it Is restarted, A naw
B . . . tracking log has been Implamented and
1. The facility identified thirty residents receiving the nursing staff has been educated on how to
- All thirty residents were sampled, | atitize this tool. This was provided on 4.27-18,
The following residents were identified with Nursing staff has been re-educated by the
medications errors by the Licensed Nursing staif [ Pharmacy Nursing Consultant ___ionall
at the facility related to R aspacts of medication mansgement incluting
Review of Resident #6 ' s Medication obtaining orders, transcribing orders and
Administration Recerd dated 2018 | implemanting ordars, All residents on
revesled a typed order dated ; . : will be raviewsd at 2
15 MG tablet one tablet by mouth once a day. weekly Standards of Care meeting, this wilt
Directly undermnaath the typed order a hand nctude review of currant ordare, labs and
written entry; resume . The Medication Medication Administration Records and that the
| Administration Record (MAR) revealed the | medication i on Hand and avallable. Al new
Licensed Nurses documented for ) admissions will be reviewed at the Daily Clinical
andg :"HOLD." On {
. . {the MAR Indicated to resume
The remainder of the MAR from i through
.. was reviswed with no indication that
the medication had been given and no indication
| as ta why the medication was not given,
l The MAR indicated that six Licensed Nurses
were assigried on the 3-11 p.m. shift and falled to
adrminister the as ordered by the
attending physician. |
During an interview on > @t 4110 p.m. !
; 2 - - L
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Employee (Registered Nurse) E, a nurse that
cared for the resident on 12 of the 26 evening
shiffs, stated that she had baen a nurse for a long
timé and workad in long term care, She stated

Megting to assure Implementation of ol ordars
and assure transeription of arders 1o the

that she was famillar with Residsnt 46, -She
stated that she was aware the resident needed
. The medication was not admin(stered.

appropriste MAR/TAR, Medication errors will be
will be documented on the Medication Error
Repart and all nacassary notiflcations will be
made. Thase will ba investigated by the Risk

Manager according to risk management stantsrds
and root cause analysis. A shift to shift MAR/TAR
reviaw has been implemented o Assure
that residents have received all of their
redications, There wifl also be & dally Nursing
Adsministration review of the MAR/TAR to assure
compliance with this procass. Binders with
current nursing education has been implamented

ifor the agency nursing staff and they are
required to review this material and sign off each
time they work at the facility, This will 2t be
ovafseen by the Diractor of Nursing/Designes and
the interdlseiplinary Tagm,

{ She stated that she did not think the order was an
going. She stated that it was on hold, She stated
that she did not hiave the time to research the
order and was aware that Resident #6 was at
figh risk for She stated that she
questioned the medication to other staff:
however, she did not recall who the staff member
was. She stated that the doctor came in and then
realized the madication should have been
resumed, The nurse stated that when a
medication was held, the nurse should write hold

| on the days that the medication is to ba held and
fhen indicate when the medication should be
resumed. The nurse confirmed the MAR and
canfirmed that there was ne indication the
medication had been given, She statsd that she
did not recall the resume date. The nurse
stated that " my philosophy is if | dun 't see the
medication and don ' tses g stop order, then |
question with another nurse as to whether ire

| medication is on hold or should be discontinued, "
She stated that she would call the pharmary, . . . !
She steted that the medication card was not in
the cart. The nurse alse confirmed that she did
not document any omissions in the chart. She
stated that she did not ook at the chart o find the

{ originat erder,

An interview was conducted on 1314130

p.m. with Employee Licensed Practical Nurse

(LPN) D she stated that she worked at the facility

. When asked about har tralning
she stated she had trained for two {o three days

M CMS-2287(02.88) Praviaus Versions Gbeolate

These areas of cans wilf be monitored by the
Dirertar of Nursing/Designee utilizing dats
collection tools weekly times four weaks and then
monthiy on an ongoing basis to assure continued
compliance, This will also be cversean by the
Administrator and the QAP Committes,

»
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and was on her gwn by the fourth day. She sald
she had felt thatitwas  50/50 " on her
orlentation process as far as knowing the *
processes and was able to always go back and
ask questions, Employee (LPN) D stated that
she recalled caring for Resident #5, She {
confirmed that she was on +and stated that‘

she cared for her severai fimes, The staff /

member the MAR and
she worked on 3/6/15, N
319715, and
D. next confirmed the order for »and then
confirmed the order said to resume . The
nurse stated that she would not have given a
medication without signing the MAR.

f The DON and NHA on 4/27/2015 at 3:30 p.m,
confirmed that they were aware of Resident #5
medication errors and pravided & facility
document that indicated a medication error had
oceurred. The facility was aware of the
medicatian errors for Resident #68 only after the
Doppler confirmed the positive . Itis unclear
due lo the lack of the investigation of how and
why the medication error was found.

During an inferview on at 3130 pm. the
DON stated " she checks the MARS two fimes &
week by fiipping through aj of the MARSs", she
confirmed thers was no documentation related to
this process. The DON said that the ADON and
Unit Manger chack every MAR daily for sceuracy

! and completeness,
During an interview on ‘at 850 aum,
Assistant Director of Nurses stated that she
randomly checked the MARSs on & daily basis for
accuracy and completeness, She stafad that she
checked new admissions and * maybe two
others. " She stated that the Unit Manager was
responsible for checking at feast five residents on
each cart on a dally basis, The ADON stated that

F 281

e

|

| |
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there was not a definite syster of checking the
MARSs, .
During an interview on 4/30/15 at 9:30 am.,
Employee (LPN) A Interim Unit Manager, stated
that she checked all new admissians for accuracy
of orders and double checks with the MAR far
accuracy, Shae stated that she did not do anything
with the MARS an a daily basis. No one infarmed
her she was supposed fo be checking the MARs,
She stated that she gets the new arders and the
24 hour report in the merning and then gives
them 1o the ADON or DON to take them to the
morning maeting. She daes not usually go to the
morning meetings and was not aware of any plan
to begin to go. She stated that no aducation or
training was provided to be a Unit Manager, The
ADON told her the things that needed {o be done
and sha was " just helping them out not delng the
whole position, ™
The regular Unit Manager (LPN) B on the Long
Term Care unit is currently on medical leave and
was unable to ba contzcted.
During an interview on at 10;13 a.m. and
2t 10:42 am., the DON stated that the
process of checking the MARs was an informal
process that was implemented inconsistently and
the ADON and Unit Manager assist with the
process. There is not a vritten policy or
procedure, The DON stated that she had been in
the role of DON for one year and the pracess of
checking the MARS had been an axpactation
since har arrival and she had cantinued that
process since then, The DOM alsa stated on
l '8t 10:43 a'm. that sha was unaware the
ADON and Unit Managers wars not checking the
f MARs daily.
10n at 8:50 a,m. the Nursing Home

|

i

|
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Administrator, DON and the facility” < corporate
nurse confirmi

ed that an in service was not
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conducted reisted to Resident #6 ' s omissions of

| o scheduled medications,

Review of the Pharmacy Dispensing Recard for
1A

Regident #6 ' s .+ from .
2015. The pharmacy sent 14 pills st a fime.

Review of the Dispensing Log revealed the facility

last received 14 pifis on All of the
medication would have baen administered by

. Therafors, there was no . avallable

for administration. The medication was not a

routinely stacked medication in the Emergency

Drug Kit. The Licensed nursing staff failed to
reorder after .

Review of the Drug Manufacturer ' s
Pharmaceutical Medication Guide for
revealed; " XARELTO® is a prescription
medicine used to treat

of these conditions oocurring again,

lowers your chance of having a - by helping
1o prevent clots from forming, If you stop taking

XARELTO®, you may have increased risk af

forming a cist in your , Do not stop taking

XARELTO® without talking to the doctor who
preseribes it for you, Stopping

increases your risk of having 2 If you have

f to stop taking XARELTO®, your doctor may
presecribe another medicine o0

time before any surgery, medical or dental

procedure, Your doctor wilf tefl you when to start
taking -l again aftar your surgery or

procedure, ®

i

|
1 and resume one day post

p.m.” A telephone prder dated

and
and to help reduce the risk

preventa - clat from forming. Do not stop
taking without talking to your doctor
f first, Your dnctor may stop for a short

Further review of the physiclan orders dated on
© " Stop X 3 days prior to

F281

|
|
|
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_ revealeda Doppler STAT and

a third order daled for the same day

G 5Q t(two
times) was ordered for 5 days.
Review of the Physician ' s Progress Notes

{ revealed on . the Attending Physician

assessed Resident #6 and diagnosed her with an

acuie The physician
documented: " Redness and leftlag, 4+
L> lefting, " The physician
also documented that the resident had besn * Off
18 MG for 3 weeks by nurse ' s efrar ",

Further review of the Attending Physician's

progress note ravaaled ha documented "

{ Doppler was ordered. * There was ne
corresponding physician ’ s order for the Daoppier
Studies until three days after the
physician assessed the resident,

Review of the Nurses ' Notes on

revesled no decumentation of @ red, leg.

Thers was no documentation of the omission of
| the medication, the physiclan visit or the new

} crders, On , employee (LPNJ A

ducumented! the resident complained of pain

and redness to her leg, upon assessmant the leg

was warm to touch and was Painful, 2+

pitting. The doctor was paged snd made aware
and stated he saw her on Satrday. New orders
for Bactrohan . were abtained, On 33172015
at 3:25 a.m, the nurse documented at * 12:45

a.m. patient states she thinks she has a “to
her LLE. Area of slight redness noted to inner
calf to LLE, o - LE. Skin temp

within normal limits, refillis brisk
. Unable to assess pulse refated to
Patient rates pain level #7 gt this ime on
a scale of 1+10 with 10 being the worst. Pationt
slates she has had multigle _ tinthe past and
| knows what it feels fike. Notified resident

|
|
|

| |
R
.

| ' |
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physicians of above and new orders were
received for a STAT Doppler of the LLE to
nule out . At 0200 (2:00 1 100mg
was administered for o/o pain to LLE with a pain
Isvel of 49, | was effective, At 0320 (the
mobile .'service) arrived to perform
Doppler. Patient remained on bed rest. Patient
remained alert and responding appropriately to
verbal and stimull. No s/s of distress noted,
Vitals 97.8-74-1 - Patient received new
orderon . torestart iwas
not discontinued),
Review of Ultra Sound Report dated: E
Examination; - Doppler extremity/limp, Jeft,
Clinfcal Indications: i of Limb, Findings;
Real fime color imaging shows no coliateral and’
augmentation of past ! , popliteal
deep ! and common _: of left lag,
There are no excessive collateral vains, Left
lower Extremity dupiex !
Imprassion: Extensive
seen,
During 2 telephone interview on at
11:42 am., Resident #5 ' s Attending Physician
stated; " The nurses did not give her medication
-.. The medication was only on hold for a
few days for her deptal Surgery. " The physician
was asked why the medication Xarieto was not
i restarted after her dentat surgery. The physician

|
I
|

stated be did not understand why the nurses did
ot restart the madication, ” | gave the nurses

| the arder they should have restarted the

2 afier the dental procedure was completed. The

+i8 to prevant her from getting a
+ I she would have received the

medication she would not have goltena .
During an intérview on ‘at 12:20 p.m., the
Attending Physician confirmed he assessed the
resident on - and documented the resident

I
Fa2s1

|
.

|
| |
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' s leg was red and . He also ordered a r
: Doppler study. The physician atatad that
he was informaed by Employee (LPN) A of the i {
- tleg and ths lack of the on
He verbally gave the order to Employse | .
A. The Attending Physician confirmed the
Deppler order was not completed until
1 and also confirmed that no [
medication was started until , Hewas |
unsure of why thers would have been a delay in
| obtaining treatment, necessary tesis or initiating
the medication, {
During an interview on 4/28/ s at 10:30 am.
Resident #6 stated she was diagnosis with a [
. She said it was
| not justa it was-an extensive . The
i resident stated that " the doctor said [t was from |
my knea to my foot and | think there was mare
than one " The resident was asked if the
nurse had spoken o her about her she sajd
r " No, the doctor told me the nurses were not
giving me my medication, he was really pissed. "
They (the nurses) had to give ma two
times a day for fiva days and | hate nesdlas. *
Resident #6 said that when she first had come o
the facility she had a "friher leftarm ” that is
why | take the everyday.” The resident
[ stated that she used to check her medications
avery day and row has fo start checking them
again. "Hi'spat my job to have to ask I all my
medications are there or not is it7 "
Further review of Resident #6° s medical record
revaaled that she had resided in the facility for
approximately fiftsen months and was fifty three
years ald. Resident#8 ' s medical history
f included and a historyof
. On

a
- (BIMS) ravealed & X |

Scora of 15 indicating no” . |
FM CMS-2567(02-93) Pravious Versians Cbavite Bvant ID:KCYSI¢ Faeliny i 62032 I sontinuation shest Page 17 of 167
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An Interview was conducted with the farility ' s
Director of Nursing (DONj) on . fat 3:00
p.m, Alist of medication efrors for the month of
- 2015 was provided by the DON, The DON
Stated that she was awars of the medication error
for Resident #6. She stated that a nurse found
the error after performing a * madication review, "
The DON stated that she was unsure of why the
error accurred. She stated that the facility ' s
intarvention was the - fand the
[ physiclan and the resident ware nofifled of the
error. The DON confirmed that no audits o
education were provided fo the Licensed Nursing
staff following the medication error. The DON
also confirmed that there was no evidenca of an
investigation. The DON stated that her
conelusion of the omitted medication for Resident
#6 was " we performed an . and
started giving her injections and
elevated her loft leg, .
During an interview on 4/25/15 at 2:45 p.m., the
Medical Director stated that he had been the |
Medical Director of the faclity since 2012, He |
stated that he participated in the QA monthly
meetings and the facillty followad a set agenda,
He stated that he was made aware of incidents
for his patients and that tha attending physician
for the other residants would be notified of
Incidents. He stated that he would expect fo be
notified of incidents, including medication errors,
Specifically for system failures that could affect all
| 1esldents. He stated that he was here at the
facility every Wednesday and Friday. However, (

someone from his physician Qroup was prasent
daily and should be notfied, He expected that
the nursas notify the physisian of any incident,
He confirmed again that he was nat mads aware
of any medication errors for Residont #6, He was
not aware of any issues in QA related to

|
|
|

|

|
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medication administration. He stated that he was
aware that the facility used a ot of agency staff
and had a ot of turnover. The Medical Director
stated that thers was no action plan Identified or
implemented related to staffing or staff
procedures, He also stated that he was aware of
& concern with nurses not implementing physician
orders timely. He stated that the nurse would
pass off the order to the oncoming shifts and the
medication would nat be started. He stated that
he provided edusation to the staff " within the
year " related to madication implementation, The
aducation was to have a second nurse jnitial the
order to assure implementation, He confirmed
that there was nothing in Quality Assurance {QA)
related to the medication administration and order
implemantation process. Tha Medical Director

| stated that If the faciity had a good system in
place, then any staff member shauld be able to
come In and care for the resident with no bresks
in the systern. He stated that the * system was
ot perfect and should not have failed. " The
Medical Director was asked i it was expected
that the facility notify him of negative cutcomes;
he stated, " would love to. " When refarring to
the intident for Rasident #6, the Medical Director
stated that It was a " negative outcome and that
he was afraid for his patients. " He stated that ~
there was not a plan in place, "
During an interview on
Administrator stated that she was Informed of this
medication error on ! 1st. She was informed
the Unit Manager had educated the staff involved,
The DON informed her that she was assembling
her Investigation and would bring the information
to the next QA meeting op . Tha QA
meeting was inifially scheduled on fand it
waz delayed due to 3 irial, The Nursing Home

| Administrator (NHA) said usually the QA s

|

|

.at10:15am, the |

F 281

i
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F 281 | Continued Fram page 18
scheduled every third Tuasday of the month, The
facility has done Ad Hac mestings In the past but
the DON wanted to surs everything was done
before hand and an Ad Mo meefing was not
scheduled. Tha DON informed her that the
physician had been notified. The DON alse
Informed her that the faclity was still working the
conesrh. The Administrator stated that she was
aware the process was in placa. The four point
process was not completed and had not baen
presented,

Areview of Resldent 46 ' s O
Fecus on Anticoagulaf
potential for abnormal i Date Initiated
; updated: . Goal will be free
frem signs and symptoms of abnormal
Interventiens: Administer . as MD
| ordered. The Care Plan was not foliowed,

Review of the facllity ' s policy entitled *

Madication Administration Genaral Guidslines for

the Administration of Medications » poficy 6.2

| (page one of three) (no dated) was reviewed and

are Plan indicated
‘hasa

it 15 expected that the Licensed Nurses
dminister medicath s per the physit

§

orders,

[ 2! During an iriterview on 04/27/2015 at 3:45 pun.
the facllity ' s Director of Nursing (DON) she
stated. " we have had another problam with an

ulant, it happened to Resident #2. " The
DON said that when Resident #2 was adrittad
on and the nurse had written up the
physician orders on one of our order sheefs, The

i was written on a regular sheet that did
ot have a - copy that was used for the

J medicativn administration reacord, We the (DON

| and ADON) did not find out about the medication

not being given until " The DON
was asked what the process was on chacking

|
|
|

f
|
|

/
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PREFIX
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ks
COMPLETION
£ATE

) I
PREFIX
aG

Continued From page 20
admission crders for their accuracy she said that

Fza1

next morning and then added the unit manager

was out on maternily leave, The DON wasg asked

1 who would be responsible to verify the physiclan
ordered madications were accurately transcribed
Into the Medication Administration Record {MAR)
she said the ADON or herself, The DON said
We checked the physician order sheet and they
were written correctly but because the Coumadin
order was not put on the physician order sheet
that containad a copy it did not show up

on the MAR. " When the DON confirmed she did

not review the MAR to make sure all the

physician orders were transcribed. The DON was

asked bow that had happensd she stated; "J'm

still trying to figure out how it happened and when

bdo find # out it has unfortunately already
occurred. " When asked if the facility uses a
chack off system for newly admitted residents

she said * we used to buf now it is computerized,

| The computer talls us what to do. " She stated
she was there the day of the verbal teaching but
she did not sign the In-Service verifying that she
had attended,
A medical record review was conducted for
Resident #2 and revealed he had resided inthe
facility for approximately three weeks, Mis
diagnoses included:

, and .
The Medication Administration; Record for
Resident #2 ' s physician orders were 1o give
Coumadin 4 mg by meuth on Sunday, Tuesday,
| Wedrnesday, Thursday and Saturday and to
| administer Coumadin 2 mg on Monday and

‘4{1.3, - and on 4/16/2015 both orders were
initialed/signed as being adminristered resulting in
atotal of & mq of . On the

usually the unit manager will check the orders tha

Friday. The MAR indicated that on; 4/8, 4/9, 4/12,

l

I
|
i
!
i
281 }

|
|
|

I

|

|
| |
[ |
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F 281/ Continued From page 21
" | order was discontinued and rewritten to give
4 mg by mouth on Sunday, Tuesday,
Wednesday, Thursday and Saturday and to
administer 2 mg on Monday and
Friday, (The same ldentical order, this time the
inftial boxes were outlinad indicating which day of
the week the medication needed to be given),
On ‘at 11:45 a.m. a telephone interview
was conducted with Resident #2 ' s altending
physician, He confirmed ha was notifled that the
resident had baen receiving double doses of his
and confirmed that his Intermational
Ratio was 3.2 and not critical srapeutic) .
The physictan confirmed the facility did not follow
his orders and sheuld have administarad the
proper dosages of » on the proper days
as ordered. The physician stated "they nesd to
fix it, ] don’ tknow if it 5 the DON or the
corporation they have to fix these things so It
dossn ' t happen agaln. *
The DON provided a copy of an in-service that
was conducted on - i{three days after the
medication pmisston was found) Teaching

Method: Verbal Topic: . and
i Protocol, Make sure  INR is done,
Call MD with results bafore glving madication,

check orders daily and make sure 1log

is accurate. The DON was asked about any
in-servicing that was provided to. the Ji
on physician orders not beiflg ransoribed
accurately in the residents MAR or not being
ranscribed at all, she did not respond.

The DON and NHA on . confirmad that
they were aware of Resident #2 ' s medication
BITOrs and provided o facifity ducument that
indicated a medication arrar had ocourred, The
faclity was aware of Resident #2 ' 5 medlcation
arror on however, no negative
sutcomes oceurred, (It was unclear due to the

censed staff
i
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i

F 281 Continued From page 21
order was discontinued and rewritten to give
-... 4 mg by mouth on Sunday, Tuesday,
Wednesday, Thursday and Saturday and to
administer 12 mg on Monday and
Friday. (The same identical order, this time the
initial boxes were outiined indicating which day of
the week the medication needed to be given).
On - at 11:45 a.m. a telephone interview
was conducted with Resident #2 ' s attending
physician. He confirmed he was notified that the
resident had been receiving double doses of his
1 and confirmed that his International
Ratio was 3.2 and not critical arapeutic) .
] The physician confirmed the facility did not follow
his orders and should have administered the
proper dosages of on the proper days
as ordered. The physician stated "they need to
fix it, tdon ' tknow if it ' s the DON or the
corporation they have to fix these things so it
doesn 't happen again, "

] The DON provided a copy of an in-service that
was conducted on - (three days after the
medication omission was found) Teaching
Method: Verbal Topic: and

...i Protocol. Make sure . INR is done,
Call MD with results before giving medication,
check orders daily and make sure . fog
is accurate. The DON was asked about any

in-servicing that was provided to the licensed staff

on physician orders not beifg transcribed
accurately in the residents MAR or not being
transcribed at alfl, she did not respond.

[ The DON and NHA on « confirmed that

| they were aware of Resident #2 ' s medication
errors and provided a facility document that
indicated a medication error had occurred. The
facility was aware of Resident #2 ' s medication
error on however, no negative

; outcomes occurred, (It was unclear due to the
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F 281/ Continued From page 22 F 281
lack of the investigation of how and why the
medication error was found.}

3. The facility admitted Resident #10 on
with diaghoses including

e
e,

. ... Accident and
. per the physician order surmmary
list of diagnoses, ]
Review of the Medication Administration
Record revealed Resident #10 the nurses falled I
to document the administration of the on
4/9 or .. .. ... There was no documentation on /

the back side of the MAR as to why the
medication was omitted.
Review of the Admission Physician Orders dated
revealed the resident was prescribed

_- 40 unit daily at 9a.m.
Review of the Care Plan dated ... . revealed a
problem area was identified for "

.. potential for abnormal " The

approaches included " administer
{ as MD ordered, *
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on - at 11:00 a.m. No additional
information was provided related to why the
medication would not have been given to
Resident #10.

4. The facility admitted Resident #14 on
with diagnoses including Acute

. _.:and
, per the demographic

face sheet.

Review of Resident #14 ' s Medication
Administration Record for 20

revealed the nursing staff failed to document the
administration of for 4 cut of the 6
available doses, She did not receive any

i7(02-99) Previous Versions Obsolete Event ID:KCYE11 Faclity ID: 62932 if continuation sheet Page 23 of 167
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PREFIX
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F 281 Continued From page 23
on . The resident did not receive
. on cat$am., at9am.
jor at9 a.m. There was no
documentation in the nurses ' notes or the back
of the Medication Administration Record as to
why the medication was not given,
Further review of the medical record revealed a
physician's telephone order dated for
230 units twice daily.
The resdent was placed on ‘dueto
sub-therapeutic INR (International Normalizing
Ratio) levels and she was at risk for developing
additional ... _ . clots.
Review of the Laboratory results revealed on
Resident #14 s INRwas 1.1. On
“the .. was discontinued. The
resident remained sub-therapeutic and the
| physician was attempting to adjust her _ __
; On i the resident was noted to have
redness and i to her rightleg. An
! was ordered and the resident was
diagnosed with a
Review of the Care Plan dated .,
problem area was identified for "
., potential for abnormal
approaches included " administer
as MD ordered. *
| During aninterview on . at 2:30 p.m., the
Nurse Consultant confirmed the missed doses of
_... He stated that the medication should
have been available from pharmacy and was
unable to determine why the nurses would not
have given the medication. He stated that the at
least one dose of the should have been
given on

revealed a

7 The

|

5. The facility admitted Resident #15 on
with diagnoses including
i . »and

F 281

.
f
| ]

i7(02-89) Previous Versians Obsolete Event ID:KCY8T1

Facilty ID: 62032 If continuation sheet Page 24 of 167




S At s Y IO IWMRE & MIELILAID SERVICES

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

105884

{X2) MULTIPLE CONSTRUCTION
A BULDING

B. WING

{X3) DATE SURVEY
COMPLETED

C
05/01/2015

NAME OF PROVIDER OR SUPPLIER

EXCEL REHABILITATION AND HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2811 CAMPUS HILL DR

TAMPA, FL 33612

e
e
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(x4) ID
PREFIX
TAG

|
|
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PREFIX
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{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

5
COMPLETION
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DEFICIENCY}

F 281} Continued From page 24
. - per the demographic face
sheet.
Review of Resident #15 ' s Medication
Administration Record for 1 2015 revealed the
nurses failed to document the administration of
| the _..on ~and -
Review of the Physician Orders revealed
Resident #15 was prescribed -1 40 unit
daily for two weeks,

problem area was identified for *

_. potential for abnormal " The
approaches included " administer
as MD ordered. "
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on at 11:00 a.m. No additional
) information was provided related to why the

medication would not have been given to
Resident #15.

6. The facility admitted Resident #16 on
with diagnoses including
Il « per the physician
diagnoses listed on the Medication Administration
Record.
Review of Resident #16 ' s Medication
Administration Record for . 1 2015 revealed
the nurses failed to document to review the
resident ' s pertinent laboratory data (INR) and
administered four extra doses of _.lon
, . .oand .. He received four
doses of ... after the medication should
have been discontinued per the INR value of 2.5.
Review of the Physician ' s Orders revealed on
{ - Resident #16 was prescribed *
60 units every 12 hours, DIC {discontinue) when
} INR {international normalizing ratio) above 2. "
Review of the Laboratory Data revealed an INR

Review of the Care Plan dated ‘revealed a

|
!

F281

e

I

|

|
|

|
|
|
|

I

i7(02-89) Previous Versions Obsolete Event ID:KCY811

Faciltty 1D: 62032

if continuation sheet Page 25 of 167



FURMArRUY RL

OMB NO. 0938-039

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DA’EE SEL;‘RE\EEY
AND PLAN OF CORRECTION HDENTIFICATION NUMBER: A BUILDING COMPL
Cc
105884 B. WING S 05/01/2015
STREET ADDRESS, CITY, STATE, 2iP CODE

EXCEL REHABILITATION AND HEALTH CENTER

2811 CAMPUS HILL DR

TAMPA, FL 33612

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

(X4)iD
R"F!X

l NAME OF PROVIDER OR SUPPLIER

i
PREFIX |

TAG

{ PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X5}
COMPLETION
DATE

DEFICIENCY}

281 Continued From page 25
was collected on that was 2.5,
Further review of the Laboratory Data revealed an
INR was collected on . and the resident
was srapeutic at 3.9.
Record review revealed no indication of abnormal
was noted.

| Review of the Care Plan dated
problem area was identified for *

. potential for abnormal
approaches included " administer
as MD ordered. "

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on rat 11 am. No additional information as
prov;ded related to why the resident received the

~when the medication should have been
dlscontlnued

- revealed a

 The

with dragnoses including
i - - Accident and
-.- - per the demographic face sheet,
Review of Resident #17 ' s 2015 Medication
Administration Record revealed the nurses did
not document the administration of the prescribed
:for 5 doses; 4/7, - and
. There was no documentation in the
nurses ' notes or on the back of the MAR as to
/ why the medication was omitted.

7. The facility admitted Resident #17 on . ;
|

Review of the Physician ' s Orders for 12015

revealed the resident was prescribed )

mg PO daily at 5 p.m,

Review of the Care Plan dated

problem area was identified for *
_. potential for abnormal _

approaches included * administer

as MD ordered. "

The findings were confirmed by the Nurse

Consultant, Administrator and Director of Nurses |

~revealed a

. The

F 281

f
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on at 11:00 a.m. No additional
information was provided related io why the
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F 281 Continued From page 26 / F 281(

medication would not have been given to

Resident #17.
8. The facllity admitted Resident #18 on

' and readmitted him on S with
diagnoses including |
Chest Pain and
Review of Resident #18 ' s 2015 Medication

Administration Record revealed the nurses did
not document the administration of his
on 4/2, or . There was no
documentation on the back side of the MAR as to }
why the medication was not given. }
Areview of the Physician ' s Orders, dated
revealed Resident #18 was prescribed |
8.5 mg daily at 9 p.m..
Review of the Care Plan dated
problem area was identified for "
potential for abnormal
approaches included " administer
as MD ordered.
During an interview with Resident #18 on
- @t 3:20 p.m. he stated that there have
been occasions where he did not receive all of his
ordered mediations from the nurse, He stated
that he now has to check all his medications for
accuracy. He stated that when he brought it to the
| nurse ' s attention when he did not receive his
| medications, they told him that they were either
out of the medication or they would go back and
bring him his ordered medication. He stated that
he used to have a medication book on his
bedside table that he would utifize to check his
medications but that the medications are
changed from the manufactures or the pharmacy
50 often now that it is obsolete,
The findings were confirmed by the Nurse

|
|
|

revealed a

" The

|

|

|
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F 281 { x
|

on - at 11:00 a.m. No additional
information as provided related to why the
medication would not have been given to
Resident #18.

] {
F 281 Continued From page 27 (
|

9. Resident #19 was admitted to the facility in
2015. Her admitting diagnosis was

. s an
Resident #19 was identified and listed
on " Current active orders for "
that was provided by the facility.
; Resident #19 ' s Medication Administration

Record for 2015 revealed the nurses failed !
to administer four doses of Pradaxa on
at 5:00 p.m., > at 5:00 p.m.,

i 9:00 a.m, and again at 5:00 p.m.

The physician orders were reviewed with an order
dated to administer Pradaxa 150 mg
capsule one capsule by mouth two times daily for
a diagnosis of .

The nursing notes revealed for the days the
medication had been omitted there was neither
documentation nor notification to the physician on
f why a prescribed medication was not
administered as ordered. !
Review of resident #19 Care plan Focus on i
Anticoagulation - has a potential for

} abnormal Date Initlated; .

Goal will be free from slgns and symptoms of

abnormal - Interventions: Administer

as MD ordered. The Care Plan
was not followed,

sat

10. Resident #20 was admitted to the facility on
} > with & history of recent
for . of right with
Resident #20 's 2015 Medication
Administration Record revealed the nurses falled |

|
i
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to administer 7 doses of - On o
at 9:00 p.m. the box on the MAR was without an
initial, 9:00 a.m. the box was initialed
with a circle, at 9:00 a.m. the box was
initialed with a circle, at 8:00 p.m. the
box MAR was without an initial, at9:00 |
p.m. no initialed as given, and on dat |

! 9:00 am. the box was initialed with a circle.
| Review of resident physician orders dated
she is to receive 40 mg

f every 12 hours for preventative
measures. |
The back of the MAR nursing notes for :
at 9:00 p.m. indicated that the “was not
available to give. A second nursing note for

@t 9:00 a.m. indicated the pharmacy
was notified.

e

conducted on Resident #2 ' s admission orders

e

! 11. An additional medical record review was
|

dated on - The admission orders
indicated he was to receive 40 mg by
mouth one time daily and . 15 units |

in the morning ahd 5 units at
night time. Resident #2 did not receive his

from -. Resident #2 did not receive
his scheduled ' ' morning dosage
from i Jand the i night
time dosage from . The MAR
revealed orders dated .- ftostart 40
mg one time daily and 116 units in
|

the morning and 5 units at night time, hold if BS is
less than 110.
| Resident #2 nursing notes were reviewed for
< at 3116 p.m. " there was a med error
for patient in patient , patient
and was never given patient was
supposed to be on daily weight not dore. f
Physician has been paged, Waiting for call back. |
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" The nursing notes for cat1:54am. "
New order for INR ordered for the AM
for the dosage error. "

On - at 11:45 a.m. a telephone interview
was conducted with Resident #2 ' s attending
physician. The attending physician also confirmed
that he was notified that resident did not receive
his ordered for ten days after being i
admitted and he did not receive his _.ifor ten |
days after being admitted to the facility. The |
attending physician was asked if a resident had a|
diagnosis of being i

 does that mean he needs monitering.
’ The attending physician stated * yes, he neads

!
I
F 281 Continued From page 29 x

his - sugars monitored he could have went
into or and worse
yet into " The physician stated "

they need to fix it, | don 't know if it"'s the DON
or the corporation they have to fix these things so
it doesn ‘ t happen again.”

12. The facility admitted Resident #8 on
with diagnoses including g
Hip and .
Review of the Physician Telephone Orders dated
revealed the physician ordered a |
Urinalysis with Culture and Sensitivity and also |
ordered 500 mg every 8 hours for 7
days fora .
Review of the Laboratory Data revealed Resident
#8 did not have a Urinalysis collected. Review of
the rand 12015 Medication
Administration Records revealed Resident #8 ' s
was not started unti) s (a three
day delay in initiating the physician ' s order),
Further review of the MAR revealed the Sam,
dose was given on however, the 2 p.m,

[ During an interview on - at2pam., the

]

and 10 p.m. doses were omitted. f
I
1
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Nurse Consultant stated that the Urinalysis had

not been collected. He stated that he was unsure

why the nurses would not have gotten the
sample. He also stated that the 6 aum, dose of
1on was taken from the

Emergency Drug Kit, He confirmed the 2 p.m

l .and 10 p.m. doses were not given. The Nurse
Consuitant also confirmed there was no
documentation related to why the urinalysis was
not collected, why the medication not initiated for
3 days or why the resident missed two doses of
her .

During an interview on at11:10am., a
Credible Allegation of Compliance was received
related to R The plan

f included the following:

| An audit was completed of all B
residents. Physician orders, fabs, notification of
the physician if there was a change and the

1 Log was accurate. No significant

issues were found. NRs were updated.

A 100% house audit was completed of all resident

medications and orders on
Nursing education was completed between

for nursing staff related to managmg

residents on

[ flow sheets and medication documentat!on
Three nurses that work as needed (PRN) have
not been provided education and will not be
allowed to work until educated.
Agency nurses will be provided a packet that
includes Managing Residents on Anticoagulation

The packet will include the

Anticoagulation Policy and the facility ' s new

i protocol on documenting medications that are on
" Hold. "
All new admissions will be reviewed in the

| morning meeting to assure all orders will be

F 281

g |
] DEFICIENCY}
I
|

f
|
|
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franscribed onto the POS and MAR/TAR. The

weekend supervisor is responsible for new

admissions on the weekends (not a new

process). {

All residents that are receiving will

f be reviewed in a weekly care meeting with all

F 281

R S

orders, labs, and MARS reviewed. New
anti-co. | orders were added under the dally
clinical meeting and medications
were added to the weekly care meeting. Looking
to assure that the medication is transcribed, the

s flow sheet if needed, medication on
hand, transcribed onto MAR and that the
medication is being administered. )
The ... Flow Sheet will be implemented (
for any resident receiving .
For residents that have Hold Orders: The order , J

will be blocked off and yellowed out. Anew order
will be re-written with a restart date. The new

{ process will be visible to the nurses, The hold

( medication will be added on the 24 hour report.
Medication Errors will be investigated and

| documented following Risk Management
standards and Root Cause Analysis. Evidence of
investigation will be kept. Based on the analysis,
the policies, practices and systems, changes will
occur as needed.
Anew shift to shift MAR review with each nurse
was also implemented. The nurses, together, will

| review the entire MAR/TAR for holes and for

| accuracy. If the nurse is sure that she
administered the medications, then she can

initial, if she was unsure then it would be (

classified as a medication error.

Nursing Administration would be responsible for !

daily checks of the nurse to nurse MAR review.

Nursing Administration will also initial for

accuracy. The audits will be reviewed daily by the

DON. i
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All lab results will be reviewed in the daily Clinical
Meeting. All INRs will be reviewed in the morning
clinical meeting and checked against the orders
and MAR.
The Medical Director had been informed and had
approved the action plan as of
F 282 483.20(k)(3)(if} SERVICES BY QUALIF!ED F 28ZI
58=K | PERSONS/PER CARE PLAN i
The services provided or arranged by the facility 1.! Resident’s #2 was discharged on @

J

J
l

must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT Is not met as evidenced
by:

Based on resident record review, interviews with
the facility staff, the Attending Physician, the
Medical Director, and facility Administration, the
facility failed to ensure care planning
interventions/approaches were implemented to
assure residents were free of significant
medication errors, Based on a review of all
current residents receiving ten of
thirty residents care plans were not fol!owed and
residents did not receive their per
the physician ' s orders. Residents #2, #6, #10,
#14, #15, #16, #17, #18, #19 and #20 were

identified as not recelving s that
were necessary to prevent clots or
Resident #6 was not administered +for

twenty six days. The medication was placed on
hoid for three days for a dental procedure. The
facility staff failed to implement the order and
resume the medication on . 2015.
Resident #6 reported pain to the nursing staff and

medication error report was completed and the
physician was notified. Resident #14 was
discharged o - a medication error report
was completed and the physician was notified.
Resident#15 was discharged a
medication error report was compieted and the
physician was notified. Resident #16 i is not
currently receiving N
Resident’s #6, #10, #16, #17, #18, #19 and #20
all have current up to date comprehensive care
plans related to their and
are actively being implementad, They are also
recelving their medications as ordered by their
attending physicians. The physician for resident
#8 was notified of the omitted doses of
-+and the urinalysis and culture not

being ccmpleted There were no further orders
obtained refated to this situation.

2. Allresidents receiving
have been reviewed by the interdisciplinary
Team and all have a current up to date
comprehensive care plan that is actively being
implemented. A fult complete review was
compieted on ~to assure that afi
medication orders are current and transcribed
on the medication administration records. All
residents are receiving their medications as
ordered by their physicians,

reported that the pain was consistent with a Deep

|
|
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. The physician was notified on | .
and ordered the necessary tests. The '3 Nursh . .
facility falled to implement those orders for three a:;s gg ;:)ag :\S:;iﬁ?!r:; ter:l‘:?ht: feﬁgz}.fg'u
days, further delaying treatment to the resident comprehensive care plans are being followed.
until ... . ._. Resident #6 required injections of New interim care plans have been implemented
. ......to dissolve the clot. Resident #2 was - - New admissions will be reviewed at the
administered a double dose of on 4/8, datly clinical meeting and care plans will be
9,12, 13, 14 and His INR was reviewed to assure that iand
srapeutic on iat 3.2, Resident - are being addressed, Residents
#10 was not administered her prescribed receiving *will be monitored on
on 4/9 and Resident #14 was the twenty-four hour report throughout the
not administered four of six available doses of course of  Residents receiving
. Resident #15 was not administered her will be reviewed at the
. on and on Resident weekly Standards of Care meeting, this will
#16's ... was to be discontinued when the include review of current orders, labs, MARs,
International Normalizing Ratio (INR) was greater and comprehensive care plans. This will be
than 2. On . the laboratory results IL:gs;er: ny the Director of Nursing and the
indicated that her INR was 2.5 and the b Thess st e mort
was continued for four additional doses. Diractor of Nwsmyg' pe monitored by the
Resident #17 was not administered five doses of 3 eslgnee utiizing 2 data
collection tool, weekly time four weeks and then
--.1on 37,10, 18, 15, -Resident monthly on an engoing basis to assure continued
#18 was not administered four doses of ) compliance. This willaiso be overseen by the
_.ion4f2, 11, 13 and Resident i and the QAP! Committs
#19 missed four doses of Pradaxa from
.. ... Resident #20 was not administered
seven doses of from
The facility ' s Licensed Nurse ' s falled to
administer medications in accordance with
physician * s orders and plan of care. The failure
to follow the resident ' s plan of care and
administer their i resulted in
significant medication errors that subsequently
caused Resident #6 to develop an avoidable
_ clot
Based on record review and interview, the facility
failed to administer medication timely and
accurately in two (#2, #8) out of forty-eight (48)
residents reviewed for medication accuracy.
Resident #2 ' s physician ordered ... . and
Fachity ID: 62832 1f continuation sheet Page 34 of 167
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F 282 | Continued From page 34
1. .....: were omitted for 10 days. There

was a three day delay in starting a physician
ordered for Resident #8 and two days
were omitted.
The facility failed to follow the individualized care
plans and monitor the administration of
medications on a routine basis. The facility failed
to systematically identify, investigate and report
medication errors. The failure of the facility
resuited in the findings of Immediate Jeopardy
existing in the facility as of . The facility
Administration was informed on s at 9:50
a.m. The Immediate Jeopardy was removed on

- at 5:30 pm and the scope and severity was
reducedtoa "E."

Findings include:

|

|
1. Review of Resident #6 ' s medical record
revealed that she had resided in the facility for
approximately fifteen months and was fifty three
years old. Resident #6 ' s medical history
included - and a history of

per the recorded admission

a

i irevealed a Score of 15
indicating no
Resident #6 ' s Plan of Care included administer
the . &s ordered by the attending physician.
Review of | Resident #6 ' s Care plan Focus on
Anticoagulation reflected the resident
had a " potential for abnormal _ " The
date Initiated was - . . and it was updated

Goal " will be free from signs and
symptoms of abnormal _. Interventions:
Administer as MD ordered.” The
Care Plan was not followed. Resident #6 was not
administered ... for 26 days
| The MAR indicated that six nurses, assigned on

, information. On

F282

|
|
|

:
|
|

—
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the 3-11 p.m. shift, failed to follow Resident #6 ' s
plan of care and administer the Xarleto as
| ordered by the attending physician.

Review of the Medication Administration Record
{MAR), dated 20185, revealed a typed order
dated 15 MG tablet one
tablet by mouth once a day. Directly underneath

| the typed order was a hand written entry; resume
’ -. The Medication Administration Record

S R

(MAR) revealed the nurses documented for
) ~.cand the
word "HOLD." On . the MAR indicated
to resume Xarleto. The boxes, where an inttial
should have been written, were empty (indicating
the dose was not administered). The remainder
. through .. iwas
} reviewed with no indication that the medication
had been given and no indication as to why the
} medication was not given.
Further review of the physician orders, dated on

of the MAR from

, found directions to * Stop
X 3 days prior to i _.rand
resume one day post pm " A
telephone order was dated on ordering

a Doppler STAT and a third order was |
dated for the same day
MG 8Q(
ordered for 5 days.
| During an interview on Sat10:30 am., {
| Resident #6 stated she was diagnosed with a
H{DTV). She said it was
not justa it was an extensive . The
resident stated that " the doctor said it was from
my knee to my foot and | think there was more !
than ope " The resident was asked if the |
nurse had spoken to her about her . She
said, " No, the doctor told me the nurses were -
not giving me my medication, he was really |
pissed. They (the nurses) had to give me i

_..80
{two times), was
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_.._.:two times a day for five days and | hate j
Resident #6 said that when she first
came fo the facility, she had a "in her left arm
and "that is why | take the .-every day. "
The resident stated that she used to cheek her
medications every day and now has to start
checking them again. " it" s not my job to have
to ask if all my medications are there or not is it? "
During an interview on at4:10 p.m.
Employee (RN) E, a nurse that cared for the
resident on 12 of the 26 evening shifts, stated
J that she had been a nurse for a long time and
worked in long term care. She stated that she
was familiar with Resident #6. She stated that
| she was aware the resident needed . ___, The
medication was not administered. She stated
that she did not think the order was on going.
She stated that it was on hold, She stated that
she did not have the time to research the order
and was aware that Resident #6 was at high risk
for . She stated that she questioned the
medication to other staff; however, she did not
recali who the staff member was. She stated that
the doctor came in and then realized the
medication should have been resumed. The
nurse stated that when a medication was held,
the nurse should write hold on the days that the
medication is to be held and then indicate when
the medication should be resumed. The nurse
confirmed the MAR and confirmed that there was
| no indication the medication had been given. She
stated that she did not recall the - resume
date. The nurse stated that * my philosophy is if
! don 't see the medication and don ' t see a stop
order, then [ question with another nurse as to
whether the medication is on hold or should be
discontinued. " She stated that she would call
the pharmacy. She stated that the medication
card was not in the cart. The nurse also

needies. "

I
F 282J

/

{
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!
confirmed that she did nof document any };
omissions in the chart. She stated that she did
not look at the chart to find the original order. ]
An interview was conducted on ‘at 4:30 ]
j p-m. with Employee (LPN)'D. She stated that she
/ worked at the facility . When (

asked about her training, she stated she had
trained for two to three days and was on her own
by the fourth day. She said she had felt that it
was " 1" on her orientation process as far

as knowing the processes and was able 1o always | I
go back and ask questions. Employee (LPN) D.
stated that she recalled caring for Resident #6.
She confirmed that she was on _..and
stated that she cared for her several times. The
staff member reviewed the MAR and confirmed

| that she worked on . , *

i R . . and e
The nurse next confirmed the order for o f
and then confirmed the order said to resume

. The nurse stated that she would not have J
given a medication without signing the MAR.
These dates were blank, with no initials. {
During a telephone interview on sat I
11:42 a.m.,, Resident #6 ' s Attending Physician
stated; " the nurses did not give her medication

| . the medication was only on hold for a fewl

) days for her dental surgery. The physician was

| asked why the medication Xarleto was not

] restarted after her dental surgery. The physician

| stated he did not understand why the nurses did

} not restart the medication. " gave the nurses

i the order, they should have restarted the . . _ . [

f after the dental procedure was completed. The

.. is to prevent her from getting a

| . If she would have received the ;

[ medication, she would not have gotten a .

During an interview on at 12:20 p.m,, the

I Attending Physician confirmed he assessed the
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resident on and documented the resident
''s leg was red and . He also ordered a
: Doppler study. The physician stated that
he was informed by Employee {LPN) Aof the
+leg and the lack of the on
He verbally gave the order to Employee
I A, The Attending Physician confirmed the
; Doppler order was not completed until
H »and also confirmed that no
medication was started untif . Hewas
unsure of why there would have been a delay in
obtaining treatment, necessary tests or Initiating
the medication. J
A review of the Physiclan ' s Progress Notes ;

revealed on . the Attending Physician
assessed Resident #6 and diagnosed her with an
acute The physician
documented: " Redness and left leg, 4+
> leftleg. " The physician
also documented that the resident had been " Off
115 i for 3 weeks by nurse ' s error. *
Further review of the Attending Physician ' s
progress note revealed he documented "
Doppler was ordered. " There was no
corresponding physician ' s order for the Doppler
Studies until three days after the
physician assessed the resident.
Review of the Nurses ' Notes on .
revealed no documentation of a red, leg.
There was no documentation of the omission of
the medication, the physician visit or the new
orders. On , employee (LPN) A
documented: " the resident complained of pain
and redness to her leg, upon assessment the leg
was warm to touch and was . Painful, 2+ |
pitting. The doctor was paged and made aware
and stated he saw her on Saturday. New orders

for |....:were obtained. " On
i at 3:25 a.m., the nurse documented at
Event IDIKCY611
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" 12:45 a.m, patient states she thinks she has a
“to her LLE. Area of slight redness noted to
inner calf to LLE, o [LE. Skin
temp within normal limits. refill is brisk
Unable to assess pulse related to
Patient rates pain level #1 at this time on
a scale of 1-10 with 10 being the worst. Patient
T's in the past and
knows what it feels like. Notified resident
physicians of above and new orders were
received for a STAT ... Doppler of the LLE to
rule out At 0200 (2:00 a.m.) 1 100mg
was administered for ¢/o pain to LLE with a pain
level of 8 out of 10. s was effective. At 0330
(3:30 a.m.), the moblte service arrived
to perform Dopplen Patient remained on bed rest. ]
Patient remained alert and responding

1
|
|
F 282 Continued From page 39 /

{! states she has had multiple
|

appropriately 1o verbal and stimufi. No s/s
of distress noted. Vitals
Patient received new order on - to restart

' was not discontinued). ”

Areview of the Ultra Sound Report, date of
service: - revealed: Examination;

| - Doppler extremity/limb, left. Clinical

| Indications: of Limb, Findings: Real time

| color imaging shows no collateral and

| augmentation of post . _J popliteat s

f deep 1and common of left leg, i
There are no excessive collateral veins. Left ’

|

lower Extremity : duplex

Impression: Extensive

[ seen.

z An interview was conducted with the facility ' s
Director of Nursing (DON), on at 3:00
p.m. Alist of medication errors for the month of

1 2015 was provided by the DON. The DON
stated that she was aware of the medication error

i for Resident #6. She stated that a nurse found

; the error after performing a " medication review. *

| i
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The DON stated that she was unsure of why the
error occurred. She stated that the facility ' s
intervention was the ! and the
physician and the resident were notified of the
error. The DON confirmed that no audits or
education were provided to the staff following the
medication error, The DON also confirmed that
there was no evidence of an investigation. The
DON stated that her conciusion of the omitted
medication for Resident #6 was " we performed

an . and started glving her ... _:
injections and elevated her left leg. *
On ... at 3:30 p.m., the Nursing Home

Administrator and D.O.N. confirmed that they
were aware of Resident #6 ' s medication errors
and provided a facility document that indicated a
medication error had ocourred. The facility was
aware of the medication errors for Resident #6
only after the Doppler confirmed the positive
. Itwas unclear, due to the lack of the

investigation of how and why, the medication
error was found.

| During an interview on at 3:30 p.m.,

J the DON stated, " she checks the MARs two
times a week by flipping through all of the MARs.

J " She confirmed there is no documentation
related to this process. The DON said that the
ADON and Unit manger check every MAR daily
for accuracy and completeness.
During an interview on .at8:50 a.m, The
Assistant Director of Nurses stated that she
randomly checked the MARSs on a daily basis for
accuracy and completeness. She stated that she
checked new admissions and " maybe two
others.” She stated that the Unit Manager was

| responsible for checking at least five residents on
each cart on a daily basis. The ADON stated that
there was not a definite system of checking the

ARs.

——

F282
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|
{
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An interview was conducted on at 9:30
a.m. with Employee (LPN} A, Interim Unit
Manager (started on Monday . She
stated that she checked all new admissions for
;I accuracy of orders and double checked the MAR
for accuracy. She stated that she did not do
{ anything with the MARs on a daily basis. No one
| informed her she was supposed to be checking
the MARSs. She stated that she gets the new |
orders and the 24 hour report in the morning and l
then gives them to the ADON or DON to take
them to the morning meeting. She did not usually
go to the morning meetings and was not aware of
any plan to begin to go. She stated that no
education or fraining was provided to be a Unit
Manager. The ADON told her the things that
needed to be done and she was * just helping
them out not doing the whole position. " {
The regular Unit Manager (LPN) B on the Long
Term Care unit was currently on medical leave
and was unable to be contacted, /
|
j

During an interview on - at10:13 am, and
s at 10:43 a.m., The DON stated that the
process of checking the MARs was an informal
process that was implemented Inconsistently and
the ADON and Unit Manager assist with the
process. There was not a written policy or
procedure. The DON stated that she had been in ]
the role of DON for one year and the process of
checking the MARs had been an expectation
since her arrival and she had continued that
process since then. The DON also stated, on
at 10:43 a.m,, that she was unaware the
ADON and Unit Managers were not checking
MARs daily. ;
During an interview on »at 2:45 pm, the
| Medical Director stated that he had been the
Medical Director of the facility since 2012, He
f stated that he participated in the QA monthly
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meetings and the facility followed a set agenda.
He stated that he was made aware of incidents

for his patients and that the attending physician
for the other residents would be notified of
incidents. He stated that he would expect to be
noftified of incidents, including medication errors

l and, specifically, for system failures that could
affect all residents. He stated that he was here at
the facility every Wednesday and Friday.
However, someone from his physician group was
present daily and should be notified, He
expected that the nurses notify the physician of

j any incident. He confirmed, again, that he was
not made aware of any medication errors for
Resident #6, He was not aware of any issues in
QA related to medication administration. He |
stated that he was aware that the facility used a

] lot of agency staff and had a lot of turnover. The
{ Medical Director stated that there was no action

plan identified or implemented related to staffing
or staff procedures. He also stated that he was
aware of a concern with nurses not implementing

physician orders timely. He stated that the nurse
would pass off the order to the oncoming shifts
and the medication would not be started. He |
stated that he provided education to the staff *
within the year ™ related to medication i
implementation. The education was to have a
second nurse initial the order to assure
implementation. He confirmed that there was
nothing in Quality Assurance (QA) related to the
medication administration and order
implementation process. The Medical Director
stated that if the facllity had a good system in
place, then any staff member should be able to
come in and care for the resident with no breaks
in the system. He stated that the " system was
not perfect and should not have failed. * The
Medical Director was asked if it was expected

——

|

/
/
|
|
f
|
|
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that the facility notify him of negative cutcomes;
he stated, "1 would love to.* When referring to |
the incident for Resident #8, the Medical Director |
stated that it was a " negative outcome and that f
he was afraid for his patients. " -He stated that *
| there was not a plan in place. *
During an interview on at 1015 a.m., the
Administrator stated that she was informed of
Resident #6 ' s med error on 1st. The DON
stated that the Unit Manager had educated the
staff involved. The DON information her that she
was assembling her investigation and would bring
the information to the next QA meeting on
The meeting was initially scheduled on
2 and it was delayed due to a trial. The |
J Nursing Home Administrator (NHA) said, usually,
the QA is scheduled every third Tuesday of the
month. The facility had done Ad Hoc meetings in {!
|

|
the past but the DON wanted to make sure J
everything was done before hand and the AD Hoc
meeting was not scheduled. The DON informed
her that the physician had been notified. The
DON also informed her that the facility was still
[ working the concern. The Administrator stated
I that she was aware the process was in place. (
| The four peint process was not completed and
had not been presented. )
|
|

A review was conducted of the Pharmacy
Dispensing Record for Resident #6 s -
} from 1-A 12016, The pharmacy sent i
14 pills at a time, Review of the Dispensing Log
| revealed the facility last received 14 pills on

. All of the medication would have been
administered by . Therefore, there was no

» available for administration, The

medication was not a routinely stocked
medication in the Emergency Drug Kit.
I Review of the Drug Manufacturer ' s
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Pharmaceutical Medication Guide for K [
revealed; _*is a prescription
medicine used to treat and
. and to help reduce the risk

of these conditions occurring again.
| lowers your chance of having a

to prevent clots from forming. If you stop taking
{ . You may have increased risk of
!
|

by helping

forming a clot in your - Do not stop taking
without talking to the doctor who

prescribes it for you. Stopping

increases your risk of having a .. if you have

to stop taking your doctor may

prescribe another - medicine to

I clot from forming. Do notstop |

r taking without talking to your doctor |

first. Your doctor may stop for a short

| time before any surgery, medical or dental

procedure. Your doctor will telf you when to start

J taking - - again after your surgery or

f procedure.

i preventa

2. Review of Resident #2 ' s Care plan Focus on
Anticoagulation reflected the resident
hada " potent‘al for abnormal " The
goal reflected " will be free from signs and
symptoms of abnormal . Interventions:
Administer as MD ordered. * The
Care Plan was not followed.
Review of the Medication Administration Record
for Resident #2 included orders to give
4 mg by mouth on Sunday, Tuesday,
! Wednesday, Thursday and Saturday and to
administer 1 2 mg on Monday and
} Friday. The MAR indicated that on; 4/8, 4/9,
.and on _ both orders were

mma!ed/sngned as being administered resulting in
2 total of 6 mig of On , the
order was discontinued and rewritten to give

14 mg by mouth on Sunday, Tuesday,

©
PREFIX I (EACH CORRECTIVE ACTION SHOULD BE comsnow
THG CROSS-REFERENCED TO THE APPROPRIATE

f DEFICIENCY)

{ I
F 282 {

|
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[ Wednesday, Thursday and Saturday and to
administer 2 mg on Monday and

Friday. This was the same identical order,
however, this time the initial boxes were outlined
indicating which day of the week the medication
needed to be given.

( Gl (EACH DEFICIENCY MUST BE PRECEDED BY FULL
| ] Amedical record review was conducted for
J Resident #2 and revealed he had resided in the
I facility for approximately three weeks. His
J i diagnoses included:

I . oooand
During an interview on . -at3:45pm,,
the facility ' s Director of Nursing {DON) stated: "
we have had another problem with an

it happened to Resident #2. " The

DON said that when Resident #2 was admitted
on the nurse had written up the
physician orders on one of our order sheets. The

1 was written on a regular sheet that did
not have a J copy that is used for the
medication administration record. We (DON and
ADON} did not find out about the medication not
being given until " The DON was
asked what the process was on checking
admission orders for their accuracy. She said
that, usually, the Unit Manager will check the
orders the next morning and then, added, the Unit
Manager was out on maternity leave. The DON

physician ordered medications were accurately
transcribed into the Medication Administration
Record (MAR) and she said the ADON or me.
The DON said, " We checked the physician order
sheet and they were written correctly, but,
because the ...l order was not put on the
physician order sheet that contained a !
copy it did not show up on the MAR. " The DON
confirmed she did not review the MAR to make

/ was asked who would be responsible to verify the
|
! sure all the physician orders were franscribed,

F 282

f
,/
;
|
|
|
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The DON was asked how that had happened.
She stated; "I m still trying to figure out how it
happened and then | do find it out it has
unfortunately already occurred. " When asked if
the facility used a check off system for newly
admitted residents she said, " we used fo but (
now it is computerized. The computer tells us
what to do. " She stated she was there the day
of the verbal teaching but she did not sign the
in-service verifying that she had attended,
O at 11:45 a.m,, a telephone interview }

n
i { was conducted with Resident #2 ' s attending
) physician. He confirmed he was notified that the
resident had been receiving double doses of his
1 and confirmed that his International I
Ratio was 3.2 and not critical srapeutic) .
| The physician confirmed the facility did not follow
{ his orders and should have administered the

proper dosages of 1on the proper days
as ordered,
The DON provided a copy of an in-service that
was conducted on {three days after the
medication omission was found) Teaching
Method: Verbal Topic: and
1 Protocol, Make sure  INR is done,
call MD with results before giving medication,
check orders. daily and make sure slog
is accurate, The DON was asked about any [
in-servicing that was provided to the licensed staff I
on physician orders not being transcribed J
|

H

——

accurately in the resident ' s MAR or not being
transcribed at all, she did not respond.
The DON and NHA ON > confirmed that
] they were aware of Resident #2° s medication
| errors and provided a facility document that
] indicated a medication error had occurred. The
facility was aware of Resident #2 ' s medication
error on however, no negative
outcomes occurred, It was unclear, due to the |
Facity ID: 62832 If continuation-sheet Page 47 of 167
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lack of the investigation, of how and why the
medication error was found.

On - ..ithe DON stated *| check the
MARs two times a week by flippirig through all of
the MARs. " She confirmed there was no
documentation related to this process. The DON
said that the ADON and Unit Manager check
every MAR daily for accuracy and completeness [
3. The facility admitted Resident #10 on
with diagnoses mcludmg

X4) 1D
éas)r:x ‘ {EACH DEFICIENCY MUST BE PRECEDED BY FULL
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S

Accident and
per the physician order summary
list of diagnoses,
Review of the Care Plan, dated . revealed
a problem area was identified for *
, potential for abnormal " The
approaches included * administer
as MD ordered. " The resident was not
administered as ordered,
| Review of the Admission Physician Orders, dated
. revealed the resident was prescribed
40 unit daily at 9 a.m.
| Review of the 2015, Medication
Administration Record revealed Resident #10 did
not receive on 4/9 or _. There
was no documentation on the back side of the
| MAR as to why the medication was omitted.
I The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on ‘at 11 am. No additional information
was provided related to why the medication would
not have been given to Resident #10.
4. The facility admitted Resident #14 on |
with diagnoses including Acute

f and
per the demographic
face sheet.
Review of the Care Plan, dated revealed

a problem area was identified for "

e DO
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. potential for abnormal " The
approaches included " administer
[ as MD ordered. " The resident was not
} administered _as ordered, J
Review of the Medication Administration Record

2015 revealed Resident #14 did not
for 4 out of the 6 available
! doses. She did not receive any . . on
. The resident did not receive on
sat9am, rat 9 am, or _at

9a.m. There was no documentation in the
nurses ' notes or the back of the Medication
Administration Record as to why the medication
was not given.

for
receive
| Further review of the medical record revealed a

physician * s telephone order, dated
for - 30 units _twice dally
The resident was placed on due to

sub-therapeutic INR (International Normalizing
Ratio) ievels and she was at risk for developing
additional I clots.
Review of the Laboratory results revealed on
. Resident #14 ' s INR was 1.1. On
, the was discontinued. The
resident remained sub-therapeutic and the
physician was attempting to adjust her
On _ the resident was noted to have
redness and | to her right leg. An
. was ordered and the resident was
diagnosed with a .
I During an interview on > at 2:30 pm, the
Nurse Consultant confirmed the missed doses of
f . He stated that the medication should
have been available from pharmacy and was
unable to determine why the nurses would not
have given the medication. He stated that the at
least one dose of the should have been
given on
Review of the medical record revealed Resident

|

|
s
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#14 was transferred to a Hospice House for end

of life care.
5. The facllity admitted Resident #15 on
with diagnoses including

--and !

) per the demographic face

sheet.
Review of the Care Plan, dated
a problem area was identified for "
.. potential for abnormal
approaches included " administer
as MD ordered. * The resident was not
administered ......as ordered.
Review of the 2015 Physician Orders
revealed Resident #15 was prescribed .
40 units .~ daily for two weeks.
Review of the Medication Administration Record
for 2015 revealed Resident #15 did not
recelve her on and
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on iat 11:00 a.m, No additional
information as provided related o why the
medication would not have been given to
Resident #15,
6. The facility admitted Resident #16 on g
with diagnoses including
_sand - per the physician

diagnoses listed on the Medication Administration
Record.
Review of the Care Plan, dated
problem area was identified for *

potential for abnormal
appreaches included " administer
as MD ordered. " The resident was not
administered as ordered.
Review of the Medication Administration Record
for -1 2015 revealed Resident #16 was given

son s and He

. revealed

" The

/
,/

revealed a

" The

F 282

i7{02:99) Previous Versions Obsolete Event ID:KCY611

Facility ID: 62032 If continuation sheet Page 50 of 167



v
OMB NO. 0938-039

1 ErD FUR MEDICARE & MEDICAID SERVICES

(X3) DATE SURVEY

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
c
105884 8 WiNG 05/01/2015
STREET ADDRESS, CITY, STATE, ZiP CODE

NAME OF PROVIDER OR SUPPLIER
EXCEL REHABILITATION AND HEALTH CENTER

2811 CAMPUS HILL DR

TAMPA, FL. 33612

SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

8
COMPLETION
OATE

xa) ID D
S f (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
A REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE i
{ DEFICIENGY)

F 282 Continued From page 50
received four doses of after the
medication should have been discontinued per
the INR value of 2.5,

Review of the Physician ' s Orders revealed on
Resident #16 was prescribed " .

60 units every 12 hours, D/C (discontinue) when
INR {international normalizing ratio) above 2. *
Review of the Laboratory Data revealed an INR

| was collected on _i that was 2.5.

| Further review of the Laboratory Data revealed an
INR was collected on i and the resident
was srapeutic at 3.9,
Record review revealed no indication of abnormal

was noted.

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses fl

|
|
|

on +at 11 am. No additional Information as
provided related to why the resident received the
-.. when the medication should have been

discontinued.

7. The facility admitted Resident #17 on :
| with diagnoses including

... Accident and
per the demographic face sheet,

Review of the Care Plan, dated , revealed |

a problem area was identified for *
.- potential for abnormal " The
approaches included * administer
as'MD ordered. " The resident was not
administered 1 as ordered.
Review of the 2015 Medication
Administration Record revealed Resident #17 did
not receive the prescribed +for 6 doses;
s E sand . There was no

documentation in the nurses ' notes or on the
back of the MAR as to why the medication was
omitted. }

Review of the Physician ' s Orders for 2015
revealed the resident was prescribed 13

F 282
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( mg PO daily at 5 pm.

The findings were confirmed by the Nurse

| Consuitant, Administrator and Director of Nurses
on . -at 11 am. No additional information as
provided related fo why the medication would not
have been given to Resident #17.

8. The facility admitted Resident #18 on

{ and was readmittedon ... 4 with
diagnoses including

/ Chest Pain and

Review of the Care Plan, dated , revealed
a problem area was identified for * _
, potential for abnormal " The

approaches included " administer [
as MD ordered. " The resident was not [
administered his 1 &s ordered.

Review of the _ 2015 Medication
Administration Record revealed Resident #18 did
| not receive his 1on 4/2, .
lor . There was no documentation on the
back side of the MAR as to why the medication
was not given.

Review of the Physician ' s Orders, dated
revealed Resident #18 was prescribed . .

8.5 mg daily at 8 pm.

During an interview with Resident #18 on

iat 3:20 p.m,, he stated that there have

been occasions where he did not receive all of his
ordered medications from the nurse. He stated
that he now has to check all his medications for
accuracy. He stated that when he brought it to the
nurse ' s attention when he did not receive his
medications, they told him that they were either
out of the medication or they would go back and
bring him his ordered medication. He stated that
he used to have a medication book on his
bedside table that he would utilize to check his
medications but that the medications were
changed from the manufacturers or the pharmacy

|
f
|
|
|
|
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The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on ... ..iat11am. No additional information ag
provided refated to why the medication would not
have been given to Resident #18.

| 9. Resident #19 was admitted to the facility in

| 2015 her admitting diagnosis

and
Resxdent #19 was identified and llsted

on Current active orders for
that was provided by the facility.
Review of Resident #19 " s Care plan Focus on
Anticoagulation _ deterrined the resident
had a potential for abnormal . The date
Initiated; stated the goal w:ﬂ be free
from signs and symptoms of abnormal
Interventions inciuded Administer
as MD ordered. The Care Plan was not followed,
the residents Pradaxa was not administered as
ordered.
The MAR was reviewed for 12015 and it was

i identified Resident # 19 had missed four doses of
Pradaxa on ~at 5:00 pm., iat
5:00 p.m., < at .00 am., and again at
5:00 p.m.
The physician orders were reviewed with an
order, dated to administer Pradaxa
150 mg capsule one capsule by mouth two
times daily for a diagnosis of .
The nursing notes revealed for the days the
medication had been omitted there was neither
documentation nor notification to the physician on

| why a prescribed medication was not
administered as ordered.
10. Resident #20 was admitted to the facility on

i with a history of recent

for s of right S with
the admission demographic information.

F 282 z Continued From page 52 /
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Review of Resident #20 ' s Care plan with Focus

identified a potential

with date initiated of
The goal stated, " will be free from

signs and symptoms of abnormal
Interventions included " Administer
as MD ordered. " The Care Plan was not
followed.
The MAR was reviewed for

on Anticoagulation
for abnormal

2015 and it

revealed seven separate missing initials or circles

around initlals indicating the medication was not
administered as ordered. On sat 9:.00
p.m., the box on the MAR was without an initial,
41 15 9:00 a.m., the box was initialed with a
circle, . at 9:00 a.m., the box was
( initialed with a circle, .. Jat9:00 p.m,, the
box on the MAR was without an initial,
at 9:00 p.m., not initialed as given, and on
- at 3:00 am., the box was initialed with
a circle.
The back of the MAR nursing notes for
at 9:00 p.m. indicated that the was not
available to give. A second nursing note for
_ at 9:00 a.m. indicated that the
pharmacy was notified.
Review of resident physician orders, dated
reflected the resident was to receive
. 40mg _ every 12 hours
for preventative measures.
11. The facility admitted Resident #8 on
with diagnoses including
Hip .. and according to
admission demographic information.

Review of the Laboratory Data revealed Resident

#8 did not have a Urinalysis collected, in
accordance with physician ' s orders. Review of
the _iand 12015 Medication
Administration Recerds revealed Resident #8 ' s
1was not started untit i{a three

I Fa282

|
|
;
/

|

|

/
|
|

i7(02-99) Previous Versions Obsolete

Event ID:KCY611

Facility 10 62932 if continuation sheet Page 54 of 167




OMB NO. 0038-035"

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {Xt) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BULDING COMPLETED
c
105884 B. WING 05/01/2015
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER

EXCEL REHABILITATION AND HEALTH CENTER

2811 CAMPUS HILL DR

TAMPA, FL 33612
T

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION {X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
[
F 282]

F 282 Coritinued From page 54

Further review of the MAR revealed the 6 am
dose was given on . however, the 2 pm and
10 pm doses were omitted.
Review of the Physician Telephone Orders, dated

. revealed the physician ordered a
UrlnalySls with Culture and Sensitivity and also
ordered 1 500 mg every 8 hours for 7 ;

day delay in initiating the physiclan * s order). /(

days fora
During an interview on at 2 pm, the Nurse
Consultant stated that the Urmalys:s had not been
i collected. He stated that he was unsure why the
nurses would not have gotten the sample. He
also stated that the 6 am dose of
was taken from the Emergency Drug Kn J
He confirmed the 2 pm and 10 pm doses were
not given. The Nurse Consultant also confirmed /

there was no documentation related to why the
urinalysis was not collected, why the medication
not initiated for 3 days, or why the resident
missed two doses of her
12. AMedical record review was conducted on
| Resident #2 s admission orders dated on

- The admission orders indicated he

was to receive 40 mg by mouth, one time

daily, and ;..o 15 units
in the morning and 5 units at night time. Resident
#2 did not receive his “from

Resident #2 did nof receive his scheduled
+ morning dosage from

|
|

- and the .1 ... pighttime
dosage from
orders, dated Jtostart .. 40 mgone
time daily and : 115 units in the

morning and 5 umts at night time, " hold if BS is
less than 110. "
Resident #2 ' s nursing notes were reviewed for

.- at 316 p.m. which reflected that *
there was a med error for patient in

. The MAR revealed f

|
|
1

|

|
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, patient ____-and was never
given patient was supposed to be on dally weight
not done, Physician has been paged. Waiting for

call back. " The nursing notes for sat
1:54 am. " New order for . ..INR ordered for the
AM i for the : dosage error, "

/On at 11:45 a.m,, a telephone interview
was conducted with Resident #2 ' s attending
( physician. The attending physician also confirmed
that he was notified that the resident did not
l receive his ordered for ten days after being
l admitted and he did not receive his for ten
| days after being admitted to the facility. The
attending physician was asked, if a resident had a
diagnosis of being
| : did that mean he needs monitoring. The
I at(endmg physician stated, * yes, he needs his

! sugars monitored. He could have gone into
or and worse, yet,
into * The physician stated, " they

need tofix it, | don "t know ifit's the DON or the
corporation. They have o fix these things so it
doesn ' t happen again. "
The DON was asked if the nurse that had not
transcribed the .and 1in resident #2
MAR had attended the in-service that she had on
The DON stated, " The nurse was
there but she did not sign on the sign in sheet,

i When asked if there was any other information
that she had on training her nursing staff she |
stated, " We were going to bring it into our QA
meeting on Tuesday "

13. During an interview on sat 1110 am,
the facility provided a plan of action received
related to .

The plan included the following:

A Performance Improvement Plan that was ;

initiated on _ refated to

F282
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An audit was completed of all _
residents. Physician orders, labs, notification of
the physician if there was a change and the

<. Log was accurate. No significant
issues were found. NRs were updated.
A 100% house dudit was completed of all resident
medications and orders on .
Nursing education was completed between
I .- for nursing staff related to managing

residents on .

I flow sheets and medication documentation,

] Three nurses that worked as needed (PRN) had
not been provided education and will not be
allowed to work until educated.

Agency nurses will be provided a packet that

includes Managing Residents on Anticoagulation

. The packet will Include the

Anticoagulation Policy and the faciiity * s new |

protocol on documenting medications that are on

" Hold. "

All new admissions will be reviewed in the i

morning meeting to assure all orders will be ]
|

transcribed onto the POS and MAR/TAR. The
weekend supervisor is responsible for new
admissions on the weekends (not a new
process).
All residents that are receiving
be reviewed in a weekly care meeting with all
orders, labs, and MARs reviewed. New
anti-co orders were added under the daily
clinical meeting and : medications
were added to the weekly care meeting. Looking
to assure that the medication is transcribed, the
-..1 flow sheet if needed, medication on
hand, transcribed onte MAR and that the |
medication is being administered. }
The Flow Sheet will be implemented (g
1

will

for any resident receiving «..i{not a new
process),

f
|
i
|
|

| |
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For residents that have Hold Orders: The order
will be blocked off and yellowed out. Anew order
will be re-written with a restart date. The new
process will be visible to the nurses, The hold
medication will be added on the 24 hour report.
Medication Errors wil be investigated and
documented following Risk Management J
standards and Root Cause Analysis. Evidence of
investigation will be kept. New Process (not
' completed before). Based on the analysis, the
policies, practices and systems, changes will
oceur as needed.
New Process - & new shift to shift MAR
review with each nurse. The nurses together will
review the entire MAR/TAR for holes and
completeness for accuracy. If the nurse is sure
that she administered the medications, then she
can initial, if unsure then it would be classified as
J a medication error.
Nursing Administration is responsible for daily
| checks of the nurse to nurse MAR review.
; Nursing Administration will initial for aceuracy.
The audits will be reviewed daily by the DON.
The 7-3 nurses are being educated today.
All lab results will be reviewed in the daily Clinical
Meeting. NEW PROCESS- all INRs will be
reviewed in the morning clinical meeting and
| checked against the orders and MAR.

Monitoring: the MAR checks will be monitored by
the DON daily for 30 days

The Medical Director has been informed and is
aware of the plan and has approved it.

{ A QA meeting will be held on ..

On +all nurses on the first and second
shift and a sample of nurses from the night shift
were interviewed regarding the facility ' s new
system related to . The nurses
were able to .- the facility * s policy on

!
f
|
|
/
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documentation of administration.
The nurses also were able fo explain the process
of the shift to shift Medication Administration
Report review. .
Shift change was observed on i between
3:30 to 4:15 p.m. with all nurses appropriately
performing the MAR reviews. The nurses were
initialing the newly implemented form,
A medication pass was observed with all
administered appropriately per the
physician ' s orders.
483.25(m)(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

F 333
88=K

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

This REQUIREMENT is not met as evidenced
by:

Based on resident record review, inferviews with }
the facility staff, the Attending Physician, the
Medical Director, facility Administration and
review of the facility ' s policy and procedures
related to medication administration the facility
faled to assure residents were free of significant
medication errors. Based on a review of all
current residents receiving . ten of
thirty residents did not receive their

_ ; per the physician ' s orders.
Residents #2, #6, #10, #14, #15, #16, #17, #18,
#19 and #20 were identified as not receiving

; that were necessary to prevent
__ lclots or .. Resident #6 was not

| administered for twenty six days. The
medication was placed on hold for three days for

a dental procedure. The facliity staff failed to

implement the order and resume the medication

F 282I

|
|
|

F 333

1. Medication Error reports were completed for
resident’s #2, #6, #8, #10, #14, #15, #16, #17, l
#18, #19 and #20. Thelr perspective attending
physicians were notified of the medication errors
and any new orders regarding the errors have
been implemented. All required notifications
regarding the errors were made to the pharmacy
and medical director. These residents are
receiving their medications as ordered by the
physician at this time.

2. Acomplete facility review was completed on 4-
30-15 to assure that all resident medication |
orders are current and transcribed on the
medication administration records. All residents
are recelving their medications as ordered by
thelr physicians. No other errors were identified
inthis review,

|
|
|
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on , 2015, Resident #6 reported pain to
the nursing staff and reported that the pain was
consistent with a . The
physician was notified on ... . and ordered the
necessary tests. The facllity failed to implement
' those orders for three days, delaying freatment to
the resident until Resident #6 required
injections of _to dissolve the clot.
Resident #2 was administered a double dose of
1on4/8, 9,12, 13, 14 and His
INR was srapeutic on sat3.2,
Resident #10 was not administered her
prescribed _..ond/9and .
Resident #14 was not administered four of six
available doses of ... . _.._... Resident #15 was
not administered her _.._.._..on rand on
_.Resident#16 ‘s .. _ .. wastobe
discontinued when the International Normalizing
Ratio (INR) was greater than 2, On ~the
laboratory results indicated that her INR was 2,5
and the ... was continued for four additional
doses. Resident #17 was not administered five
doses of ;on 37,16, 13, 15, .
Resident #18 was not administered four doses of
on 472, 11, 13 and 15/2015, Resident
#19 missed four doses of Pradaxa from
. Resident #20 was not administered
seven doses of from .
I The facifity ' s Licensed Nursing staff failed to
administer medications in accordance with
ician ' s orders. The failure of the nurses to
ster - resulted in significant
medication errors that subsequently caused
Resident #6 to develop an avoidable clot

Based on record review and interview, the nurses
falled to administer medications timely and
accurately for two (#2, #8) out of forty-eight (48)
residents reviewed for medication accuracy,

3. Nursing staff has been re-educated on the
process of completing a medication error report
5-11,15,18,19,20,21 and 22-2015 New
medication error reports have been
implemented - with all of the required
components on the report. The attending
physician, pharmacy, Family/Responsible Party
will be notified at the time of the error
identification, Medication error reports will be
forwarded to the Director of Nursing for further
i ion foliowing risk
standards and root cause analysis, Identified
trends will be brought to the QAP! Committee
for further review and resolution. A shift to shift
MAR/TAR review has been implemented o
o assure that residents are receiving afl of their
medications, There will also be a daily Nursing
Administration review of the MAR/TAR to assure
compliance with this process, Nu rsing staff has
been re-educated _i by the Nurse
Pharmacy Consultant on all aspects of
medication management including, obtaining
orders, transcribing orders and implementing
orders. These areas of care will be overseen by
the Director of Nursing/Designee, Unit Managers
and Supervisors.

4. These areas of care will be monitored by the
Director of Nursing/Designee weekly times four
weeks and then monthly on an ongoing basis to
assure continued compliance. Medication Error
Reports will be reviewed as identified errors
ocurr. This will also be overseen by the
Administrator and the QAPI Committee.

F 333 i
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Resident #2 ' s physician ordered ... and
1 that were omitted for 10 days.
There was a three day delay in starting a
physician ordered for Resident #8 and
two doses were omitted.

F 333

The facility failed to monitor the administration of
medications on a routine basis. The facility failed
to systematically identify, investigate and report
medication errors, The failure of the facility
resulted in the findings of Immediate Jeopardy
existing in the facility as of . The facility
Administration was informed on at 9:50
a.m., The Immediate Jeopardy was removed on

/ at 5:30 p.m. and the scope and severity

/’
/

e

was reducedtoan "E."

Findings Include:

1. During an interview on at 10:30 a.m.
Resident #6 stated she was diagnosed with a
1 she said it was not
just a it was an extensive The resident
stated that " the doctor said it was from my knee
to my foot and | think there was more than one
The resident was asked if the nurse
had spoken to her about her . . . she said " No,
the doctor told me the nurses were not giving me
my medication, he was really pissed.” They (the
nurses) had to give me .. two times a day
! for five days and | hate needles. " Resident #6
stated that when she first had come to the facllity
shehada. inher left arm " that is why | take
the every day. " The resident stated that
she used to check her medications every day and
now has to start checking them again. "Ii's not
my job to have to ask if all my medications are
 there or not is it?
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During a telephone interview on at
11:42 a.m., Resident #6 * s Attending Physician
I stated; " the nurses did not give her medication
the medication was only on hold for a few
days for her dental surgery. The physician was
asked why the .- was not restarted after her
dental surgery. The physician stated he did not
understand why the nurses did not restart the
medication, " | gave the nurses the order; they
[ should have restarted the after the dental
} procedure was completed, The 1is to
prevent her from getting a
[ if she would have received the medlcatlon she
]
!

would not have gotien a
During an interview on >at 12:20 p.m., the
Attending Physician confirmed he assessed the
resident on . and documented the resident
*s leg was red and He also ordered a
... Doppter study. The physician stated that
he was informed by Employee (LPN) A of the
_.1leg and the lack of the +on
.. ... He verbally gave the order to Employee
A The Attendmg Physician confirmed the i
Doppler order was not completed until
»and also confirmed that no
medication was started until He was
unsure of why there would have been a delay in
obtaining treatment, necessary tests or initiating
the medication.
Further revrew of the physician orders dated on
- x 3 days prior to
I and resume one day post
ip.m."  Atelephone order dated

. _irevealed a Doppler was
ordered STAT. Also on 180
SQ was ordered ' (two

times) for 5 days. There were no orders for

_ s when the physician was first made
aware of the

F 333
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Review of the Medication Administration Record
{MAR) dated ..12015 revealed a typed order
dated for 15 tablet one
fablet by mouth once a day. Directly underneath
the typed order a hand written entry; resume
. ... The Medication Administration Record
(MAR) revealed the nurses documented for
. Jand :
HOLD." The MAR for when the
. was to be restarted, indicated the boxes,
where an initial should have been written, were
empty (indicating the dose was not administered).
The remainder of the MAR from .+ through
> was reviewed with no indication that
the medication had been given and no indication
as to why the medication was not given.
Areview of the Physician ' s Progress Notes
revealed on , the Attending Physician
assessed Resident #6 and diagnosed her with an
acute . The physician
documented: * Redness and left leg, 4+
k> leftleg. " The physician
also documented that the resident had been " Off
~+18 i for 3 weeks by nurse ' s error. "
Further review of the Attending Physician ' s
progress note revealed he documented "
Doppler was ordered. * There was no
| corresponding physician ' s order for the Doppler
| Studies unti three days after the
physician assessed the resident.
Further review of Resident #6 ' s medical record
revealed that she had resided in the facility for
approximately fifteen months and was fifty three I
vears old. Resident #6 's medical history
included and a history of
.- On

|
Continued From page 62 /
J
|

a
. srevealed a
Score of 15 indicating no .
Review of the Nurses ' Noteson ___ i |
Event ID:KCY611 Faclity ID: 62932
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revealed no documentation of ared, ... ..1leg.

There was no documentation of the omission of
the medication, the physician visit or the new
orders. On , Employee (LPN} A
documented: the resident complained of pain
and redness to her leg, upon assassment the leg
was warm to touch and was _.._._... Painful, 2+
pitting. The doctor was paged and made aware
and stated he saw her on Saturday. New orders
for 1 were obtained. On .
at 3:25 a.m. the nurse documented at " 12:45
a.m. patient states she thinks shehasa _ . 'to
her LLE. Area of slight redness noted to inner
calf to LLE, ito | LE. Skin temp
within normat limits. refill Is brisk
. Unable fo assess pulse related to

Patient rates pain level #1 at this time on
a scale of 1-10 with 10 being the worst. Patient
states she has had multiple .. . .. in the past and
knows what it feels like. Nofified resident
physicians of above and new orders were
received for a STAT . Doppler of the LLE to
rule out . . .. At0200 (2:00 p.m.) + 100mg
was administered for ¢/ pain to LLE with a pain
level of 9 out of 10. . . .1 was effective. AL0330
{3:30 a.m.}, the mobile service arrived
to perform Doppler. Patient remained on bed rest.
Patient remained alert and responding
appropriately to verbal and stimuli. No s/s
of distress noted. Vitals
Patient received new order on fo restart

was not discominued). "
Areview of the ! Report, dated
i revealed: " Examination:

Doppler extremityflimb, left, Clinical Indscatlons

of Limb, Findings: Real time color
imaging shows no collateral and augmematton of
post _ , popliteal ,deep ... S
and common of left leg. There are no
Event ID:KCY611 Facilty ID: 62932
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excessive collateral veins. Left lower Extremity

. duplex ; Impression: Extensive

. seen. "
An interview was conducted with the facllity * s
Director of Nursing (DON), on at 3:00
pan. Alist of medication errors for the month of

2015 was provided by the DON. The DON

stated that she was aware of the medication error
for Resident #6. She stated that a nurse found
the error after performing a * medication review. "
The DON stated that she was unsure of why the

| error occurred. She stated that the facllity ' s
intervention was the o land the
physician and the resident were notified of the
error. The DON confirmed that no audits or
education were provided to the staff following the
medication error. The DON also confirmed that
there was no evidence of an investigation. The
DON stated that her conclusion of the omitted
medication for Resident #6 was " we performed

| F333] Continued From page 64 F 333}

!'
x

an , and started giving her
injections and elevated her left leg. "
On at 9:50 a.m. the Nursing Home

Administrator, DON and the facility ' s corporate
nurse confirmed that an in service was not
conducted related to Resident #6 ' s omissions of
her scheduled medications.

The DON and NHA on at 3:30 p.m.
confirmed that they were aware of Resident #6's
medication errors and provided a facility
document that indicated a medication error had
occurred. The facility was aware of the
medication errors for Resident #6 only after the
Doppler confirmed the positive . twas
unclear due {o the lack of the investigation of how
and why the medication error was found. The
DON was unable to present any information
regarding her investigation, education or audits,
No formal action plan had been put in piace as of |
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F 333 Continued From page 65

the time of the start of the survey on
During an interview on L at 3:30 p.m.,
the DON stated " she checks the MARs two
times a week by flipping through all of the MARs.
" She confirmed there was no documentation
refated to this process. The DON said that the
ADON and Unit manger check every MAR daily
for accuracy and completeness.
During an interview on , at 8:50 a.m., the
Assistant Director of Nurses stated that she
randomly checked the MARs on a daily basis for
accuracy and completeness, She stated that she
checked new admissions and " maybe two
others.” She stated that the Unit Manager was
responsible for checking at least five residents on }
each cart on a daily basis. The ADON stated that
there was not a definite system of checking the

MARs.

During an interview on - at9:30 am.,
Employee (LPN) A, Interim Unit Manager (started
on Monday stated that she checked all
new admissions for accuracy of orders and |
double checks with the MAR for accuracy. She l
stated that she did not do anything with the MARs
[ on a daily basis. No one informed her she was

supposed to be checking the MARs. She stated

that she gets the new orders and the 24 hour

report in the morning and then gives them to the I]

|

ADON or DON to take them to the morning
meeting. She does not usually go to the morning
| meetings and was not aware of any plan to begin
0 go. She stated that no education or training
was provided to be a Unit Manager. The ADON
told her the things that needed to be done and
she was " just helping them out not doing the l
whole position, "
The regular Unit Manager (LPN) B on the Long
Term Care unit was currently on medical leave
and was unable to be contacted. H

T
F333
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F 333} Continued From page 66
During an interview on at 10:13 am. and
at 10:43 a.m., the DON stated that the
process of checking the MARs was an informal
process that was implemented inconsistently and
the ADON and Unit Manager assisted with the
1 process. There was not a written policy or
procedure. The DON stated that she had been in
the role of DON for one year and the process of
checking the MARs had been an expectation
since her arrival and she had continued that
{ process since then. The DON also stated on
! . at 10:43 am that she was unaware the
ADON and Unit Managers were not checking the
MARs daily.
During an interview on > al 2145 p.m., the
Medical Director stated that he had been the
Medical Director of the facility since 2012. He
stated that he participated in the QA monthiy
| meetings and the facility followed a set agenda.
He stated that he was made aware of incidents
for his patients and that the attending physician
for the other residents would be notified of
incidents. He stated that he would expect fo be
notified of incidents, including medication errors,
Specifically, for system failures that could affect
ali residents. He stated that he was here at the

facility every Wednesday and Friday. However,
someone from his physician group was present
daily and should be notified. He expected that
the nurses notify the physician of any incident.
He confirmed again that he was not made aware
of any medication errors for Resident #6. He was
not aware of any issues in QA related to
medication administration. He stated that he was
aware that the facility used a lot of agency staff
and had a lot of turnover. The Medical Director
stated that there no action plan identified or
implemented refated to staffing or staff
procedures. He also stated that he was aware of

F 333
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Continued From page 67
a concern with nurses not implementing physician
orders timely. He stated that the nurse would
pass off the order to the oncoming shifts and the
medication would not be started. He stated that
he provided education to the staff " within the
year " related to medication implementation, The
education was to have a sscond nurse initial the
order to assure implementation. He confirmed
that there was nothing in Quality Assurance (QA) J
refated to the medication administration and order |
implementation process. The Medical Director
stated that if the facility had a good system in
place, then any staff member should be able to
come in and care for the resident with no breaks
in the system. He stated that the " system was
not perfect and should not have failed. * The
Medical Director was asked if it was expected
that the facility notify him of negative outcomes;
he stated, " I would love to.” When referring to
the incident for Resident #6, the Medical Director
stated that it was a " negative outcome and that
he was afraid for his patients. * He stated that "
there was not a plan in place. " .
During an interview on at 10:15 am., the
Administrator stated that she was informed of
Resident #6 ' s medication error on \ 2015,
She was informed that the Unit Manager had
educated the staff involved. The DON informed
her that she was assembling her investigation
and would bring the information to the next QA
mesting on . The QA meeting was
I intiafly scheduled on <and it was delayed
due o a trial. The Nursing Home Administrator |
{NHA) said usually the QA Is scheduled every ]
third Tuesday of the month. The facility has done
Ad Hoc meetings in the past but the DON wanted
to make sure everything was done before hand
and an Ad Hoc meeting was not scheduled, The
[ DON informed her that the physician had been
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notified. The DON also, informed her that the
facility was still working the concern. The

Administrator stated that she was aware the
J process was in place. The four point process

/ F 333 % Continued From page 68

was not completed and had not been presented.
The MAR indicated that six nurses assigned on
the 3-11 p.m. shift failed to administer the
as ordered by the atténding physician.
During an interview on ... . at £10 p.m.
Employee (RN) E, a nurse that cared for the
resident on 12 of the 26 evening shifts, stated
that she had been a nurse for a long time and
worked in long term care. She stated that she
was familiar with Resident #6. She stated that
she was aware the resident needed . . The
medication was not administered. She stated
that she did not think the order was on going.
She stated that it was on hold. She stated that
she did not have the time to research the order
and was aware that Resldent #6 was at high risk
for . She stated that she guestioned the
medication to other staff, however, she did not
recall who the staff member was. She stated that
the doctor came in and then realized the
medication should have been resumed, The
nurse stated that when a medication was held,
the nurse should write hold on the days that the
medication Is to be held and then indicate when
the medication should be resumed. The nurse
confirmed the MAR and confirmed that there was
no indication the medication had been given. She
stated that she did not recall the . s resume
date. The nurse stated that " my philosophy is if
| don ' t see the medication and don ' t see a stop
order, then | question with another nurse as to

| whether the medication is on hold or should be
discontinued. " She stated that she would call
the pharmacy. She stated that the medication
card was not in the cart. The nurse also

F 333!
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confirmed that she did not document any
omissions in the chart. She stated that she did
| not look at the chart to find the original order.

An interview was conducted on at 4:30
p.m. with Employee (LPN) D. She stated that she
worked at the facility When

asked about her fraining she stated she had
trained for two to three days and was on her own
by the fourth day. She said she had felt that it
was " 1" on her orientation process as far
as knowing the processes and was able to always
I go back and ask questions. Employee (LPN) D
stated that she recalled caring for Resident #6.
She confirmed that she was on sand
stated that she cared for her several times. The
staff member reviewed the MAR and confirmed

f that she worked on . ,

and
The nurse next confirmed the order for
and then confirmed the order said to resume
-. The nurse stated that she would not have
given a medication without signing the MAR.
These dates were blank, with no initiais.
Review of the Pharmacy Dnspensmg Record for
Resident #8 ' s from
2015. The pharmacy sent 14 pills ata tlme
Review of the Dispensing Log revealed the facllity
last received 14 pills on . Al ofthe
medication would have been admlnlstered by
Therefore, there was no . available |
for admlmstranon The medication was not a
routinely stocked medication in the Emergency
Drug Kit.
Review of the Drug Manufacturer’ s
Pharmaceutical Medication Guide for
revealed;, _-Is a prescription
medicine used 1o treat [
and to help reduce the nsk
of these conditions occurring again. I
1

F 333r
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jowers your chance of having a by helping
to-prevent clots from forming. If you stop taking
you may have increased risk of

forming a clotin your .. _. Do not stop taking

. without talking to the doctor who
prescribes it for you. Stopping
increases your risk of havinga . If you have
to stop taking your doctor may
prescribe another medicine fo
prevent a i clot from forming. Do not stop
faking . - —+without talking to your doctor
first. Your doctor may stop 1for a short
time before any surgery, medical or dental
procedure. Your doctor will tell you when o start

taking > again after your surgery or
procedure, "
Review of Resident #6 ' s Care plan Focus on
Anticoagulation reflected the resident

| had a " potential for abnormal “ Date
initiated; updated: Goal

will be free from signs and symptoms of abnormal

. Interventions: Administer B
as MD ordered. " The Care Plan was not
followed.
Review of the facility policy entitled " Medication
Administration General Guidelines for the
Administration of Medications " policy 6.2 {(page
one of three) (no dated) was reviewed and it was
expected that the nurses administer medications
per the physician ' s orders.
The facility identified thirty residents receiving

All thirty residents were sampled.

The following residents were identified with
medications errors related to

2. During an interview on at 3:45 p.m.
the facilities Director of Nursing (DON) she
stated: " we have had another problem with an

, it happened to Resident #2." The

F 333)

|
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DON said that when Resident #2 was admitted
on ........and the nurse had written up the
physician orders on one of our order sheets. The
1was written on a regular sheet that did
not have a copy that was used for the
medication administration record, We the (DON
and ADON; did not find out about the medication
not being given until " The DON
was asked what the process was on checking
admission orders for their accuracy she said that
usually the unit manager will check the orders the
next morning and then added the Unit Manager
was out on maternity leave. The DON was asked
who would be responsible to verify the physician
ordered medications were accurately franscribed
into the Medication Administration Record (MAR)
she said the ADON or me. The DON said "We
checked the physician order sheetand they were

written correctly but because the yorder
was not put on the physician order sheet that
contained a copy it did not show up on the

MAR. " The DON confirmed she did not review
the MAR to make sure all the physician orders
were transcribed. The DON was asked how that
had happened she stated; " !"m stilf trying to
figure out how it happened and when | do find it
out it has unfortunately already occurred. *
When asked if the facility uses a check off
system for newly admitted residents she said "
we used to but now it is computerized. The
computer tells us what to do. " She stated she
was there the day of the verbal teaching but she
did not sign the in-service verifying that she had
attended.

A medical record review was conducted for
Resident #2 and revealed he had resided in the
facility for approximately three weeks. His
diagnoses included: ..__.: Dependent
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and
Review of Resident #2 ' s admission orders

Sunday, Tuesday, Wednesday, Thursday and

f Saturday and .12 mg on Monday and

Friday.
Review of the ! 2015 Medication

Administration Record for Resident #2 revealed
the 4 mg and 2 mg doses were Initialed on: 4/8,
418, s ,andon resuiting

in a total of 6 mg of On

the order was discontinued and rewritten to glve
4 mg by mouth on Sunday, Tuesday,

Wednesday, Thursday and Saturday and to
administer _....: 2 mg on Monday and

Friday. {The same identical order, this time the
initial boxes were outlined indicating which day of

| the week the medication needed to be given).

On “at 11:48 a.m. a telephone interview

was conducted with Resident #2 ' s Attending

Physician. He confirmed he was notified that the
resident had been receiving double doses of his
1 and confirmed that his International

Norméliﬁng Ratio was 3.2 and not critical

rapeutic). The physician confirmed the
facility did not follow his orders and should have

administered the proper dosages of

it doesn ' t happen again. "

The DON provided a copy of an in-service that
was conducted on .+ {three days after the

medication omission was found) Teaching
Method: Verbal Topic:

Protocol. Make sure INR is done,

Call MD with results before giving medication,

check orders daily and make sure . . log

is accurate. The DON was asked about any

revealed he was prescribed .14 mgon

the proper days as ordered. The physician stated
" they need to fix it, [ don ' tknow if it* s the DON
or the corporation they have to fix these things so

e
.

F 333
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in-servicing that was provided to the licensed staff

on physician orders not being transcribed
accurately in the residents MAR or not being
transcribed at all, she did not respond.

The DON and NHA on at 3:30 p.m.
confirmed that they were aware of Resident#2 ' s
medication errors and provided a facility
document that indicated a medication error had
occurred The facility was aware of Resident #2 '
s medication error on ; however, no

/ negative outcomes occurred. It is unclear due to
|

|

the lack of the investigation of how and why the
medication error was found. On ... _the
DON stated " she checks the MARS two times a
week by flipping through all of the MARS, she
confirmed there was no documentation related to
this process. The DON said that the ADON and
Unit manger check every MAR daily for accuracy
and completeness.
3. The facility admitted Resident #10 on
with dnagnoses rnciud ing .
e Accident and
per the physxcnan order summary
list of diagnoses.
Review of the Admission Physician Orders dated
. revealed the resident was prescribed
-~ -.._.240 unit "daily at 9 a.m.
Review of the Medication Administration
Record revealed Resident #10 did not receive
.. on4/9or . There was no
documentation on the back side of the MAR as to
why the medication was omitted.
Review of the Care Plan dated
problem area was identified for
. potential for abnormal
approaches included " administer
as MD ordered. "

srevealed a

" The

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
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on at 11 am. No additional information
was provided related to why the medication would
not have been given to Resident #10.
4, The facility admitted Resident #14 on
with diagnoses including Acute

and
. per the demographic
face sheet.
Review of the medical record revealed Resident
#14 was fransferred to a Hospice House for end
of life care.
Further review of the medical record revealed a
physician ' s telephone order dated for
30 units twice daily.
The resident was placed on due to
sub-therapeutic INR (international Normalizing
Ratio) levels and she was at risk for developing
additional ... . Iclots.
Review of the Laboratory results revealed on
, Resident #14 ' s INRwas 1.1. On
‘the :was discontinued. The
resident remained sub-therapeutic and the
physician was attempting to adjust her
Review of the Medication Administration Record
for 2015 revealed Resident #14 did not
receive _. ... for 4 out of the 6 available
doses. She did notreceiveany ... .......on
The resident did not receive .. on
atgam, at9a.m. or at
9 a.m. There was no documentation in the
nurses ' notes or the back of the Medication
Administration Record as to why the medication
was not given.
On s the resident was noted to have
redness and 1 to her right leg, An
e .. was ordered and the resident was
diagnosed with a
Review of the Care Plan dated revealed a
problem area was identified for * :
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_ . potential for abnormal " The
approaches included " administer
as MD ordered. "
During an interviewon . at2:30 p.m,, the
Nurse Consultant confirmed the missed doses of
He stated that the medication should
have been available from pharmacy and was
unable to determine why the nurses would not
have given the medication. He stated that the at
least one dose of the ... . ... should have been
given on
5 The facility admttted Resident #15 on :
with dnagnoses mcludlng s

per the demographic face
sheet.

Review of the Physician Orders for 12015
revealed Resident #15 was prescribed :
40 unit daily for two weeks.

f S and
} Review of the Medication Administration Record
for 12015 revealed Resident #15 did not
receive her ~and .
Review of the Care P!an dated s revealed a
problem area was identified for * R

_. potential for abnormal " The
approaches included " administer :
as MD ordered. "
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on at 11:00 am. No additional
information as provided related to why the
medication would not have been given to
] Resident #15.
6. The facility admitted Resident #16 on
| with diagnoses including

and per the physician
dlagnoses listed on the Medication Administration
Record.

Review of the Physician 's Orders revealed on

F 333
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... - Resident #16 was prescribed "
60 units every 12 hours, D/C (discontinue) when
INR (international normalizing ratio) above 2.
Review of the Laboratory Data revealed an INR
was collected on that was 2.6,
Review of the Medication Administration Record
] for 2015 revealed Resident #16 was given
i on and . He
| received four doses of after the
medication should have been discontinued per
the INR value of 2,5.
Further review of the Laboratory Data revealed an
INR was collected on and the resident
was srapeutic at 3.9,
Record review revealed no indication of abnormal
| was noted.
Review of the Care Plan dated
problem area was identified for "
potential for abnormal
approaches included " administer
as MD ordered. ”
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on ~at 11 am. No additional information as
provided related to why the resident received the
:when the medication should have been
discontinued.
7. The facility admitted Resident #17 on
with dnagnoses including '
Accident and .
... . pér the demographic face sheet.
Review of the Physician ' s Orders for 2015
revealed the resident was prescribed . . i3
] mg PO daily at 5 p.m..
Review of the 2015 Medication
Administration Record revealed Resident #17 did
not receive the prescribed for & doses;
417, , vand ... ._. Therewasno
documentation in the nurses* notes or on the

s revealed a

" The

DEFICIENCY)
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back of the MAR as to why the medication was
omitted,
Review of the Care Plan dated
problem area was identified for
. potential for abnormal
approaches included " administer
as MD ordered. "
The findings were confirmed by the Nurse
Gonsultant, Administrator and Director of Nurses
on »at 11 am. No additional information as
provided related to why the medication would not
have been given to Resident #17.
8. The facility admitted Resident #18 on
s and was readmitted on .
diagnoses including
Chest Pain and
Review of the Physician ' s Orders dated
revealed Resident #18 was prescribed '
8.5 mg daily at 9 p.m..
Review of the | 2015 Medication
Administration Record revealed Resident #18 did
not recelve his 1on 3
or . ...... There was no documentation on the
back side of the MAR as to why the medication
was not given.
Review of the Care Plan dated
problem area was identified for "
potential for abnormal " The
approaches included " administer _
as MD ordered. "
During an interview with Resident #18 on
s at 3:20 p.m. he stated that there have
been occasions where he did not receive all of his
ordered mediations from the nurse. He stated
that he now has to check all his medications for
accuracy. He stated that when he brought it to the
nurse ' s attention when he did not receive his
medications, they told him that they were either
out of the medication or they would go back and

revealed a

" The

with

revealed a
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bring him his ordered medication. He stated that

he used to have a medication book on his

bedside table that he would utilize to check his

medications but that the medications are

changed from the manufactures or the pharmacy

s0 often now that it is obsolete.

The findings were confirmed by the Nurse

Consultant, Administrator and Director of Nurses

on »at 11 am. No additional information as

provided related o why the medication would not

have been given to Resident #18.

9. Resident #19 was admitted to the facility in
12015 her admitting diagnosis i

|

and
'Resident #19 was ldennﬂed and llsted
Current active orders for

that was provided by the facility.
The physician orders were reviewed with an order
dated s to administer Pradaxa 150 mg
capsule one capsule by mouth two times daily for
a diagnosis of .
The MAR was reviewed for . 12015 and it was
identified resident # 19 had missed four doses of

Pradaxa ch at 5:00 p.am., -
5:00 pm,, > &t 9:00 a.m. and again at
5:00 pm.

The nursing notes revealed for the days the
medication had been omitted there was neither
documentation nor notification to the physician on
why a prescribed medication was not
administered as ordered.

Review of resident #19 Care plan Focus on

Anticoagulation “has a potential for

abnormal 1 Date Initiated; S
Goal will be free from signs and symptoms of
abnormal interventions: Administer

:as MD ordered. The Care Plan

was not followed.
| 10. Resident #20 was admitted to the facility on

/
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> with a history of recent
for - of right Cwith
Review of resident physician orders dated
. she s fo receive _.140mg
. every 12 hours for preventative
measures,
The MAR was reviewed for 2015 and it
revealed seven separate missing initials or circles
around initials indicating the medication was not
| administered as ordered. On at 8:.00
p.m. the box on the MAR was without an initial,
9:00 a.m. the box was initialed with a
- at 9:00 a.m. the box was
1at 9:00 p.m. the

circle,
initialed with a circle,
box MAR was without an initial, - at9:.00
p.m. no initialed as given, and on o oat
9:00 am. the box was initialed with a circle.
The back of the MAR nursing notes for
at 9:00 p.m. indicated that the . was not
available to give. A second nursing note for

s at 9:00 a.m. indicated tea the
pharmacy was notified.
11. The facility admitted Resident #8 on
with diagnoses including s
Hip _.zand
Review of the Physician Tefephone Orders dated

- revealed the physician ordered a

Urinalysis with Culture and Sensitivity and alsc
ordered + 500 mg every 8 hours for 7
days for a
Review of the Laboratory Data revealed Resident
#8 did not have a Urinalysis collected.
Review of the and 2015 Medication
Administration Records revealed Resident #3 ' s

s was not started until s{athree
day delay in initiating the physician 's order).
Further review of the MAR revealed the 6 am
| dose was given on  however, the 2 p.m.
| and 10 p.m. doses were omltted

[
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During an interview on at2p.m., the
Nurse Consultant stated that the Urinalysis had
not been collected. He stated that he was unsure
why the nurses would not have gotten the
sample. He also stated that the 6 am dose of
1on was taken from the
Emergency Drug Kit. He confirmed the 2 p.m.
and 10 p.m. doses were not given. The Nurse
Censultant also confirmed there was no
documentation related to why the urinalysis was
not collected, why the medication not Initiated for
3 days or why the resident missed two doses of
her
12. Further record review of Resident # ' 2's
Medical Record revealed his admissions orders
dated i were for 40 mg by mouth
one time daily and 15 units
in the morning and 5 units at }
night time. Resident #2 did not recsive his
from . Resident #2 did not receive
his scheduled i morning dosage
from . sand the, I
night time dosage from
MAR revealed orders dated
40 mg one time daily and 15
{ units in the morning and 5 units at mght time, hold
if BS Is less than 110.
Resident #2 nursing notes were reviewed for
cat 3116 pm. * there was a med error
for patient there was error in patient
patient and 1 was never
given patient was supposed to be on daily weight
| not done. Physician has been paged. Waiting for
call back " . The nursing notes for rat
1:54 a.m. " New order for . _INR ordered for the |
AM _for the dosage error
There was no corresponding nurses ' notes
refated to the omissions of Resident #2 ' s
Lor . ?

F 333
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F 333 } Continued From page 81
l . .at 11:45 am. a telephone interview
| was conducted with Resident #2 ' s Attending
Physician. The Attending Physician confirmed
I that he was notified that Resident #2 did not
| receive his ordered for fen days after being
admitted and he did not receive his for ten
} days after being admitted to the facllity. The
Attending Physician was asked if a resident had a
diagnosis of being
.......i does that mean he needs monitoring.
The Attending Physician stated " yes, he needs
his | sugars monitored he could have went
into or and worse
yet into " The physician stated * i
they need fo fix it, Idon't know if it 's the DON ]
or the corporation they have to fix these things so
it doesn ' t happen again. "
The DON was asked if the nurse that had not
transcribed the ... and in Resident #2'
|'s MAR had attended the in-service that she had
on . The DON stated ” The nurse was
there but she did not sign on the sign-in sheet. "
When asked if there was any other information
that she had on training her nursing staff she
] stated " We were going to bring it into our QA
meeting on Tuesday .
13. During an interviewon . .at11:10am, a |
Plan of Action was received related to
( ; B The plan included the
following:
An audit was completed of all _
residents. Physician orders, labs, notification of
l the physician if there was a change and the
|

Log was accurate. No significant
issues were found. NRs were updated.
A 100% house audit was completed of all resident
medications and orders on
Nursing education was completed between
. for nursing staff refated to managing

——

| |
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{ residents on s |
flow sheets and medication documentation.
Three nurses that work as needed (PRN) have
not been provided education and will hot be

{ allowed to work until educated.

F 333

i Agency nurses will be provided a packet that
includes Managing Residents on Anticoagulation
The packet will include the
Anticoagulation Policy and the facility ' s new
protocol on documenting medications that are on

All new admissions will be reviewed in the
morning meeting to assure all orders will be
transcribed onto the POS and MAR/TAR. The
] weekend supervisor is responsible for new
admissions on the weekends (not a new I
process).
i All residents that are receiving will l
be reviewed in a weekly care meeting with all
orders, labs, and MARs reviewed. New
anti-co: _ sorders were added under the daily
clinical meeting and : medications
were added to the weekly care meeting. Looking
to assure that the medication is transcribed, the
) flow sheet if needed, medication on
hand, transcribed onto MAR and that the }

medication is being administered.

The _ ..+ Flow Sheet will be implemented
for any resident receiving )

For residents that have Hold Orders: The order
will be blocked off and yellowed out. A new order
will be re-written with a restart date. The new
process will be visible to the nurses. The hold
medication will be added on the 24 hour report.
Medication Errors will be investigated and
documented following Risk Management
standards and Root Cause Analysis, Evidence of
investigation will be kept. Based on the analysis,
the policies, practices and systems, changes will i
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[ occur as needed.

] Anew shift to shift MAR review with each nurse
was also implemented. The nurses, together, will
review the entire MAR/TAR for holes and for
accuracy. If the nurse is sure that she
administered the medications, then she can

| initial, if she was unsure then it would be

classified as a medication error.

Nursing Administration would be responsible for

daily checks of the nurse to nurse MAR review.

Nursing Administration will also initial for

accuracy. The audits will be reviewed daily by the
ON

I!
|
|
|

{ All lab results will be reviewed In the dally Clinical
Meeting. All INRs will be reviewed in the moming
clinical meeting and checked against the orders
and MAR.

The Medical Director had been informed and had

approved the action plan as of .
F 441148365 CONTROL, PREVENT F 441
$8=D | SPREAD, LINENS

The facility must establish and maintain an . ‘
Control Program designed to provide a 1. Resident #21 is receiving care according to
safe, sanitary and comfortable environment and acceptable standards of care and following ... ... 1

to help prevent the development and transmission control standards and guidelines. Residents are being
. provided meal service with acceptable hand washing

standards with hand sanitation being completed between
each meal delivery.

i 1 Control Program '
Thefacmtymustestabhshan _....: Control } |

Program under which it - |
(1) Investigates, controls, and prevents e
in the facility, i
(2) Decides what procedures, such as isolation, [
| should be applied to an individual resident; and

{3) Maintains a record of incidents and corrective

actions related to - f

|
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(b} Preventing Spread of |

{1) When the ; Control Program

determines that a resident needs isolation to
1 prevent the spread of , the facility must

- the resident.

{2) The facility must prohibit empioyees with a
communicable . ..._.or... ... skin ...
from direct contact with residents or their food, if
direct contact will transmit the .

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

(c) Linens
Personnel must handle, store, process and
transport linens so as to prevent the spread of

This REQUIREMENT is not met as evidenced

Based on observations, record review, interview !

and review of the facility's policies on
Care and Hand Hyglene the facility failed to (1)
assure one of three residents (Resident #21)
reviewed for . care received the
necessary treatments to prevent ..........
Employee F contaminated the Resident #21's
exposed ! and failed to wash her hands
befare touching clean items and prior to exiting
the resident's - 'the treatment. The
facility identified 84 _residents. Further,
the facility failed to ensure that staff performed
| hand hygiene during one of two meal
observations by not washing or sanitizing hands
prior to and after resident interactions.
i
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2. Random observations have been made related to

care and residents are receiving care according
to acceptable standards of care and 1contro!
guidelines. Identified areas of concern have been
addressed. Observations have been made related to meal
service defivery and any identified areas of concern have
been addressed.

3. Staff have been re-educated on the provision of
care and hand washing standards 5-7,11,13

and 14,2015, This included assuring that dressings are )
covering wounds prior to care being provided, preventing
contamination of wounds during care, washing hands at
the appropriate time when care is being delivered, i
assuring that hands are washed prior to feaving resident

or solled utility .. . This is being monitored by
the Nursing Administration team on a weekly basis with
random observations being made with the Certified
Nursing Assistant staff. The i Care policy was‘
updated . to include the utilization of pre-(nfwvsten
perineal wipes in the provision of care. Hand sanitizer
units have been place on the meal delivery carts to make
sanitizer readily accessibie during the meal delivery
process.

4. These areas of care will be monitored by the Director of
Nursing/Designee utilizing data collection tools, weekly
times four weeks and then monthly, This will also be
overseen by the Administrator and the QAPI Committee
until resolved by the Committee.
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F 441 Continued From page 85
The findings included:

(1) The facility admitted Resident #21 on
with diagnoses including
, Paraplegia,

per the demograph(c face sheet.

.and

During an observation of .....careon
- beginning at 10 am, Employee F (Certified

Nursmg Assistant) washed her hands in the

soited utility . . She then obtained 2 towels

and 4 washcloths from the clean linen .. _.... She
knocked on the door and entered the . The

CNA placed the clean linen onto the barrier that

was set up for ! care that had gauze, .

J bullets, applicators and a clean dressing. The
CNA exited the obtain a basin. She
re-entered the I'her hands and
donned gloves. She uncovered the resident and
cleansed the residents = and . She then

r assisted the resident to a side lying position. The
reSIdent was noted to not have a dressing on her

The CNA used a soapy wash
cloth and wiped from the resident's area

J and over the . Fecal material was observed
on the wash cloth. The CNA used another wash

J cloth and again wiped up and over the

|

|

with 2 brownish colored residue noted on the
cloth. The CNArinsed the resident with clean
water, again wiping over the . and then
dried the resident, wiping over the The
CNA was then observed to then open the closet
door with her soiled gloved hand, obtain a clean
brief and chuck and place them on the resident's
bed. The CNA washed her hands and donned
clean gloves. She placed the brief under the
resident and positioned her for comfort.

The findings were shared with the Director of

F 441

-
| |
| |

|
-
|
|
|

|
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F 441 Continued From page 86
Nurses and the Nurse Consultant on ‘at
2:50 p.m. The DON and the Nurse Consultan
agreed that the CNA contaminated the !
when she cleaned over the exposed - with
fecal material present on the wash cloth, They
also confirmed that the CNA should have
removed or covered the care supplies
before using the bedside table for supplies
| needed during care. The DON and
Nurse Consultant also confirmed that the CNA
should not have opened the closet and obtained
clean supplies with soiled gloves.

|

} Review of the facility's policy entified .
Care dated - 2010 revealed the purpose
was "to provide cleanliness and comfort to the
resident, to prevent - and skin irritation
| and to observe the resident's skin condition.”

| Under the Procedure section items 1-8 were

| related to setting up and preparing the resident
for the ‘care. tems 9aand9b
pertained to cleaning a female resident's .
and
furn to her side with her top leg slightly bent, if
able. D. Rinse cloth and apply soap or cleansing
agent. E. Wash area thoroughly, wiping
from - towards and extending over the

-..-. Do not use the same washcloth or

water to clean - F. Rinse thoroughly using
the same technique. G. Dry area thoroughly.”
ltem 11. “Discard disposable items into
designated containers. 12, Remove gloves and
discard into disposable container. Wash and dry
your hands thoroughly. 13. Reposition bed
covers. Make resident comfortable. 14. Place call
light within easy reach of the resident. 15. Clean
wash basin and return to designated storage

| area. 16. Clean the bedside stand. 17. Wash and

| dry your hands thoroughly."

Item 9 c. "Instruct or assist resident to

F 441

|
|

|
|
|

.
J
f'

i

o
/
o
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Review of the facility’s policy entitled Hand
Washing/Hand Hygiene dated 2007
revealed: "5, Employees must wash their hands
for 10 to 15 seconds using soap and
water under the following conditions: a. before
and after direct contact with residents ...c. after
contact with , body fluids,
. on non-intact skin. D. after removing |
J gloves ..." "6. In most situations, the preferred |
| method of hand hygiene is with and ! i
based hand rub. If hands are not visibly soiled, J
use an -I based hand rub containing
60-95% i or isopropanol for all of the
following situations: a. before and after direct
contact with residents ...f. before moving from a
contaminated body site to a clean body site {
| during resident care ..."
[{2)On “at 11:54 a.m. a lunch |
[ observation was conducted on the Skilled
|

Rehabilitation Unit (SRU). Staff . was
observed to serve i her meal tray. She
was observed to place the resident meal tray on !
the bedside table, assist the resident with sitting |
up in bed, pushed the bedside table up to
resident and assisted with setting up meal tray.
She was observed to then go back fo the tray cart
and remove a tray. She was observed to go info
. place the tray on the bedside table
and push the table up to the resident and set the
resident meal tray up. She was observed to exit
the I go to the tray cart and remove
another tray. She was observed to then enter
- She was observed to place the meal
tray on the bedside table, assist the resident in
| with his wheelchair leg rest, then move bedside
| table up to the resident, set up the residents
meal, place the resident call fight onto his
wheelchair and then exit the . She was

I
|
|
|
i
!
|
I

|
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observed to go to the fray cart, remove another
tray and enter . She was observed to
place the meal on the bedside table, move the
table in front of the resident. She was then
observed to exit the - She then went back
into the - the fift the resident's head of
the bed up. She then went back to the tray cart
. She

and removed a tray and entered

was observed 1o place the meal tray on the

| bedside table, push the table in front of the
resident, assisted the resident with meal set up,
and placed a napkin on the resident chest. She
was then observed to exit the go back
to the tray cart and open the cart, At that point, at
12:02 p.m, the staff was asked if she had used

f any hand sanitizer or washed her hands during

} the tray pass. She stated that she only uses hand
sanitizer one time when she starts passing trays

but not in-between passing trays. She stated that

she used the hand sanitizer on the wall in the

residents 1 she first started passing

} trays.

F 490 | 483.75 EFFECTIVE

$8=K | ADMINISTRATION/RESIDENT WELL-BEING

f
|
Continued From page 88 ;f

Afacllity must be administered in a manner that
enables it to use its resources effectively and
efficiently to attain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

I

|

This REQUIREMENT is not met as evidenced !
by:
Based on review of the facility ' s Administrator '
s Job Description, review of the facility ' s policy
and procedure for medication administration,
resident record review, interviews with the facility

l

|
F441/

|
|
E

e
S
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staff, the Attending Physician, the Medical
Director and Administration, the facility
administration failed to administer effectively and
failed to utiiize resources to assure residents
were free from significant errors. Based on a
review of all current residents recelving
i ten of thirty residents did not
receive their « per the physician s
orders. Resident's #2, #6, #10, #14, #15, #16,
#17 #18, #19 and #20 were identified as not
recervmg i that were necessary to
prevent clots or . Resident #6 was
not administered - for twenty six days. The
medication was placed on hold for three days for
a dental procedure. The facility staff failed to
implement the order and resume the medication
on , 2015. Resident #6 reported pain to
the nursing staff and reported that the pain was
consistent with a R The
physician was notified on .. and ordered the
necessary tests. The facility failed to implement
those orders for three days, delaying treatment to
the resident until . Resident #6 required
injections of ... to dissolve the clot.
Resident #2 was administered a double dose of
;on4/8, 9,12, 13, 14 and His
INR was srapeutic on ~at3.2
Resident #10 was not administered her
prescribed on 4/9 and
Resident #14 was not administered four of six

|
I
F 490/

f
|
|
|

available doses of Resident #15 was
not administered her on and on
. Resident #16's :was to be

discontinued when the International Normalizing !
Ratio (INR) was greater than 2. On s the
laboratory results indicated that her INR was 2.5 I
and the was continued for four additional
doses. Resident #17 was not administerad five
doses of yon 3/7, 10, 13, 15, .

Resident #6 is receiving their . ___ as ordered
by the physician since 3-31-15, Resident #2 has
been discharged from the facility
medication error report was completed for this
resident and the physician was notified. Resident
#10 is currently receiving 140 mg once
2 day. Resident’s #14 was dischargedon _ __
and was a closed record. A medication error
report was completed with physician
notification. Resident #15 was discharged 5-14-
15, a medication error report was completed
and the physician was notified, Resident #16 is
not currently receiving :
Resident #17 is receiving 3mgoncea
day. Resident #18 is receiving _.:85mg
once a day. Resident #19 is receiving Pradaxa
150 mg twice a day. Resident # 20 is recelving
40 mg every tweive hours. All

medications are being administered under
“Practice of Professional Nursing”.

A complete facility review was completed on

to assure that all resident medication

orders are current and transcribed on the
medication administration records. Al residents
are receiving their medications as ordered by
their physicians under “Practice of Professional

Nursing”.

|
|
I
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Resident #18 was not administered four doses of

ron4/2, 11, 13 and . Resident
#19 missed four doses of Pradaxa from

. Resident #20 was not administered

seven doses of _from
The facility ' s Licensed Nursing steff failed to
follow physician ' s orders and administer
medications resulting in significant medication
| errors that subsequently caused Resident #6 to
develop an avoidable clot (Deep )

Based on record review and interview, the facility
administration failed to assure residents were
free of medication errors for two (#2, #8) out of
! forty-eight (48) residents for medication accuracy.
Resident #2 ' s physician ordered ... . and
;... that were omitted for 10 days.
There was a three day delay in starting a
physician ordered : for resident #8 and
two doses were omitted.
The failure of the facility administration to
effectively utilize resources related to medication
administration resulted in the findings of
Immediate Jeopardy existing in the facility as of
. The facility Administration was
informed on ~at9:50 am. Basedona
Credible Allegation of Compliance the Immediate
Jeopardy was removed on at 5:30 pm and
the scope and severity was reduced toan "E."

Findings Include:
1) Review of the Administrator * s Job

| Description revealed the Purpose of Your Job
Position described as " the primary position is to
direct the day to day functions of the facility in
accordance with the current federal, state and
local standards guidelines, and regulations that
govern nursing facilities to assure that the highest
degree of quality care can be provided to our

reviewed, Anticoaguliation —Clinical Protocol,
__iCare, Hand Washing/Hygiene,
Medication Holds and Documentation of
Medication Administration by the QAP!
Committee overseen by the Administrator on 5-
- and have been revised and updated as
needed. Education has been provided to the
QAP Committee including the Administrator on
the QAP! process by the Nurse Consultant on §-
.. utifizing CMS QAP at a Glance educational
materials. The QAPI Committee will utifize this
for continued identification,
analysis and planning for identified opportunities
for improvement in the facility. The Medical
Director also participated in this educational
programn and is current with the QAPI
. dentified opportunities for
Improvement will be brought 6 the QAP
Committee for review and implementation of
the QAPI process. QAP! Meetings are currently
being held on a weekly basis times eight weeks
and then bi-monthly times eight weeks and the g
|
|

monthly. Facllity operations will be overseen by
the Administrator/Medical Director on an
ongoing basis.

Facility operations will be monitored by the
Administrator and the Medical Director on a
monthly basis and identified areas of concern

wil! be addressed by them through the QAPI
Process.
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residents at all imes, *  The Job Duties and
Responsibilities include to " Develop and
maintain written policies and procedures and

/ professional standards of practice that govern the

F 490;

operation of the facility. Assist department
directors in the development, uss, and
implementation of departmental policies and
procedures and professional standards of
practice. To ensure that all employees follow the
established policies and procedures. Committee
Functions; Assist the Quality Assurance and
Assessment Committee in developing and
implementing appropriate plans of action to
correct identify quality deficiencies. " Report

| problems to the Medical director. *

( During an interview on at 10:15 am, the
Administrator stated that on

report of a concern with Resident #6. She was

informed of a medication error. The Unit

Manager had educated the staff involved. The

DON informed her that she was assembling her

investigation and would bring the information to

the next QA meeting on . The mesting

| was initially scheduled on - and it was

) delayed due to a trial. The Nursing Home

|

Administrator (NHA) said, usually, the QA s

| scheduled every third Tuesday of the month. The

facility had done Ad Hoc meetings in the past,
but, the DON wanted to make sure everything
was done before hand. The DON informed her
that the physician had been notified, The DON

| informed her that the facility was still working that
process. The Administrator stated that she was
aware the process was in place. The four point
process was not completed and-had not been

| presented.
| During an interview on ‘at 2:45 pm, the
| Medical Director stated that he had been the

| Medical Director of the facility since 2012 He

s she recelved a

——

I
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stated that he participated in the QA monthly
meetings and the facility followed a set agenda.
He stated that he was made aware of incidents
for his patients and that the attending physician
i for the other residents would be notified of
incidents. He stated that he would expect to be
notified of incidents, including medication errors,
spectfically, for system failures that could affect
all residents. He stated that he was here at the
facility every Wednesday and Friday. However,
someone from his physician group was present ]
daily and should be notified. He expected that
the nurses notify the physician of any incident. /

He confirmed again that he was not made aware
of any medication errors for Resident #6. He was

not aware of any issues in QA related to

medication administration. He stated that he was
aware that the facility used a lot of agency staff

and had a lot of turnover. The Medical Director
stated that there was no action plan identified or
implemented related to staffing or staff

procedures. He also stated that he was aware of

a concemn with nurses not implementing physician
orders timely. He stated that the nurse would

pass off the order fo the oncoming shifts and the /

e

medication would not be started. He stated that
he provided education to the staff " within the
year " related to medication implementation. The
education was to have a second nurse initial the
order to assure implementation. He confirmed

| that there was nothing in Quality Assurance {QA)
related to the medication administration and order
implementation process. The Medical Director

i stated that if the facility had a good system in
place, then any staff member should be able to

1 come in and care for the resident with no breaks

J in the system. Me stated that the * system was
not perfect and should not have failed. * The

i Medical Director was asked if it was expected
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that the facility notify him of negative cutcomes;
he stated, " | would love to.* When referring to
the incident for Resident #6, the Medical Director
stated that it was a " negative outcome and that
he was afraid for his patients. " He stated that ”
there was not a plan in place. "
Review of the facility policy entitied, " Medication
Administration General Guidelines for the
Administration of Medications " policy 6.2 (page
one of three) {no date) was reviewed and it was
expected that the nurses administer medications
per the physician ' s orders.
An interview was conducted with the facility ' s
Director of Nursing (DON), on .at3:00
p.m. Alist of medication errors for the month of
-.12015 was provided by the DON. The DON
stated that she was aware of the medication error
for Resident #6. She stated that a nurse found
the error after performing a “ medication review,
The DON stated that she was unsure of why the
error ocourred. She stated that the facility ' s
intervention was the s and the
physician and the resident were notified of the
error. The DON confirmed that no audits or
education was provided to the staff following the
medication error. The DON also confirmed that
there was no evidence of an investigation. The
DON stated that her conclusion of the omitted
medication for Resident #6 was " we performed
an and started giving her __ ..
injections and elevated her left leg, "
On ..o at 9:50 a.m., the Nursing Home
Administrator, DON and the facility ' s corporate
nurse confirmed that an in service was not
conducted related to Resident #6 ' s omissions of
her scheduled medications.
The DON and NHA ON ..o at3:30 p.m.
confirmed that they were aware of Resident #6 ' s
medication errors and provided a facility

e

F 490

|
|
| |
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document that indicated a medication error had
occurred. The facility was aware of the
medication errors for Resident #6 only after the
Doppler confirmed the positive it was
unclear due to the lack of the investigation of how
and why the medication error was found.
During an interview on at 3:30 pm,,
the DON stated " she checks the MARs two
times a week by flipping through all of the MARs.
" She confirmed there was no documentation
related to this process. The DON said that the
| ADON and Unit manger check every MAR daily
for accuracy and completeness.
During an interview on at 8:50 a.m., The
Assistant Director of Nurses stated that she
randomly checked the MARSs on a daily basis for
accuracy and completeness. She stated that she
checked new admissions and " maybe two
others. " She stated that the Unit Manager was
responsible for checking at least five residents on
each cart on a dally basis. The ADON stated that
there was not a definite system of checking the
MARs,
An interview was conducted on _____at 9:30
a.m. with Employee (LPN} A Interim Unit
Manager (started on Monday She
stated that she checked all new admissions for
accuracy of orders and double checks with the
MAR for accuracy. She stated that she did not do
| anything with the MARSs on a daily basis. No one
informed her she was supposed to be checking
the MARs. She stated that she gets the new
orders and the 24 hour report in the morning and
then gives them to the ADON or DON to take
them to the morning meeting. She did not usually
go to the morning meetings and was not aware of
any plan to begin to go. She stated that no
| education or training was provided to be a Unit
| Manager, The ADON told her the things that

|

t

Il Continued From page 94
|

F 490

f
|
1
f
f
/

|

i7(02-99) Previous Versions Obsolete Event i:KCYB1

Factity 10: 62832

# continuation sheet Page 96 of 167




AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

105884

B.WING

LuMELE By

A BULDING -
C

NAME OF PROVIDER OR SUPPLIER
EXCEL REMABILITATION AND HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
2811 CAMPUS HILLDR
TAMPA, FL 33612

SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORRECTION {X8)
SE5 (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTVEACTION SHOULDBE | CONFLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION} TAG CROSS REFERENng;;Rg\?}E APPROPRIATE
F 490 | Continued From page 95 F 490

needed to be done and she was " just helping
them out not doing the whole position. "
The regular Unit Manager (LPN) B on the Long
Term Care unit was currently on medical leave
and was unable to be contacted.
During an interview on at10:13 a.m. and

at 10:43 a.m,, The DON stated that the
process of checking the MARs was an informal
process that was implemented inconsistently and
the ADON and Unit Manager assisted with the
process. There was not a written policy or
procedure. The DON stated that she had been in
the role of DON for one year and the process of
checking the MARs had been an expectation
since her arrival and she had continued that
process since then. The DON also stated, on

at 10:43 a.m,, that she was unaware the
ADON and Unit Managers were not checking
MARSs daily.
During an interview with the DON, she was
unable to present any information regarding her
investigation, education or audits. No formal
action plan had been put in place as of the time of
the start of the survey on
2) During an interview on -at 10:30
a.m. Resident #6 stated she was diagnosed with
a She said it was
notjusta_ .. itwasan extensuve .. ..The
resident stated that " the doctor said it was from
my knee to my foot and | think there was more
than one " The resident was asked if the
nurse had spoken to her about her _ . .. She
said, " No, the doctor told me the nurses were
not giving me my medication. He was really
pissed. " They (the nurses) had fo give me

two times a day for five days and { hate

needles. " Resident #6 said that when she first
had come to the facility she had a in her left
arm and " thatis why | take the every
Event ID:KCY611 Facilly ID: 62932 I continuation sheet Page 96 of 167
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day. " The resident stated that she used to
check her medications every day and now has to
start checking them again. " It" s not my job to
have to ask if all my medications are there or not
isit?"
During a telephone interview on at
11:42 a.m., Resident #6 ' s attending physician
stated; " the nurses did not give her medication
the medication was only on hold for a few
days for her dental surgery. " The physician was
asked why the medication Xarleto was not
restarted after her dental surgery. The physician
stated he did not understand why the nurses did
not restart the medication. " | gave the nurses
the order and they should have restarted the
after the dental procedure was
completed. The is to prevent her from
getting a if she would
have received the medication she would not have
gotten a !
During an interview on .. _ ... - at 12:20 p.m., the
attending Physician confirmed he assessed the
residenton . - and documented the resident
''s leg was red and . He also ordered a
... Doppler study, The physician stated that
he was informed by Employee (LPN) A of the
leg and the lack of the . ... ....-on
. He verbally gave the order to Employee
A. The attendmg physician confirmed the . _.._ ...
Doppler order was not completed until
i and also confirmed that no
medication was started until . ... ... He was
unsure of why there would have been a delay in
obtaining treatment, necessary tests or initiating
the medication.
Further review of the physician orders, dated on
. reflected " Stop 3% 3
days priorto .. ...: ..........1 and resume one day

post ip.am. " Awritten telephone

F 490
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order, dated on , referenced . .
Doppler STAT and a third order dated for the
same day , directed (80 MG
SQ( . {two times) for 5 days.
Review of the Medication Administration Record,
dated 2015, revealed a typed order dated
for. .. 15 MG tablet one tablet

by mouth once a day. Directly underneath the
typed order a hand written entry stated resume
The Medication Admiristration Record
(MAR) revealed the nurses documented for
L cand . L
HOLD. " The was 1o be restarted on
The boxes, where an initial should
have been written, were empty (indicating the
dose was not administered). The remainder of
the MAR from ithrough ... was
reviewed with no indication that the medication
had been given and no indication as to why the
medication was not given.
A review of the Physician ' s Progress Notes

revealed on the Attending Physician
assessed Resident #6 and diagnosed her with an
acute . The physician
documented: " Redness and | left leg, 4+
L> leftleg. " The physician

also documented that the resident had been * Off
15 MG for 3 weeks by nurse ' s error. ™
Further review of the Attending Physician ‘s
progress note revealed he documented "
Doppler was ordered. " There was no
corresponding physician * s order for the Doppler
Studies untll , three days after the
physician assessed the resident.
Further review of Resident #6 ' s medical record
revealed that she had resided in the facility for
approximately fifteen months and was fifty three
years old. Resident #6 ' s medical history
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Score of 15 mdlcatmg no !
Review of the Nurses ' Notes on
revealed no documentation of a red, leg.
There was no documentation of the omission of
the medication, the physician visit or the new
orders. On , employee (LPN) A
documented: the resident complained of pain
and redness to her leg and upon assessment the
leg was warm to touch and was oo Painful,
2+ pitting. The doctor was paged and made
aware and stated he saw her on Saturday. New
orders for 1. .. were obtained. On
-..+at 3:28 a.m,, the nurse documented at
" 12:45 a.m. patient states she thinks she has a
to her LLE. Area of slight redness noted to
inner calf to LLE, o I LE. Skin
ternp within normal limits. _refill is brisk
. Unable to assess pulse related to
Patlent rates pain level #1 at this time on
a scale of 1-10 with 10 being the worst. Patient
states she has had multiple in the past and
knows what it feels like. Notified resident
physician of above and new orders were received
for a STAT .. i Doppler of the LLE to rule out
I At0200 (2:00 am.) 1 100mg was
admlmstered for ¢/o pain to LLE witha pain level
) of Qoutof 10. . . _..i was effective. At 0330
I

(3:30 2.m.), the mobile service arrived
to perform Doppler, Patient remained on bed rest.
Patient remained alert and responding

appropriately to verbal and : stimuli. No sfs
of distress noted. Vitals .
Patlent received new order on ito restart

+ was not discontinued). "
A revtew of the Ultra Sound Report date of
service: - revealed: " Examination:
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Doppler extremity/imb, left. Clinical

Indications: of Limb, Findings: Real time
color imaging shows no collateral and
augmentation of post . popliteal s
deep .. _._ . __.i1and common __;ofleftleg.
There are no excessive collateral veins, Left

F 490/ Continued From page 99
s duplex

lower Extremity
impression: Extensxve
seen, "

The MAR indicated that six nurses assigned on
the 3-11 p.m. shift failed to follow Resident #6 ' s
Plan of Care and administer the a8
ordered by the attending physician.

During an interview on ‘at4:10 pm.

} Employee (RN) E, a nurse that cared for the
resident on 12 of the 26 evening shifts, stated
that she had been a nurse for a long time and
worked in long term care. She stated that she
was familiar with Resident #6, She stated that
she was aware the resident needed . The
medication was not administered. She stated
that she did not think the order was.on going.
She stated that it was on hold. She stated that
she did not have the time to research the order
and was aware that Resident #6 was at high risk
for . She stated that she questioned the
medication to other staff, however, she did not
recall who the staff member was. She stated that
the doctor came in and then realized the
medication should have been resumed. The
nurse stated that when a medication was held,
the nurse should write hold on the days that the
medication is to be held and then indicate when
the medication should be resumed. The nurse
confirmed the MAR and confirmed that there was
no indication the medication had been given. She
stated that she did not recall the . resume
date. The nurse stated that " my philosophy is if
| don ' t see the medication and don ' t see a stop

|
|
|
|
l
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order, then t question with another nurse as to
whether the medication is on hold or should be
discontinued. " She stated that she would call
the pharmacy. She stated that the medication
card was not in the cart. The nurse also
corffirmed that she did not document any
omissions in the chart. She stated that she did
not look at the chart to find the original order.
An interview was conducted on iat 4:30
p.m. with past Employee (LPN) D She stated that
] she worked at the facility She
said that she was a new LPN, graduated 2014,
and it was her first job in a Skilled Nursing
Facility. When asked about her training she
stated she had trained for two to three days and
was on her own by the fourth day. She said she
| had felt that it was " * on her orientation
| process as far as knowing the processes and

/ was able to always go back and ask questions.

Employee (LPN) D stated that she recalled caring
for Resident #6, She confirmed that she was on
-+ and stated that she cared for her several
times. The staff member was asked and visually
confirmed the MAR and confirmed that she
worked on

) and ......._. The nurse
next confirmed the orderfor - and then

I confirmed the order said to resume . The
nurse stated that she would not have given a
medication without signing the MAR. These
dates were blank, with no Initials.
The Pharmacy Dispensing Record for Resident
#6's .. from 1-A 12015 was
reviewed. The pharmacy sent 14 pills at a time.
Review of the Dispensing Log revealed the facility

i last received 14 pills on . Al of the
medication would have been administered by

. Therefore, there was no . available
| for administration. The medication was not a ,

F 490

o
/

i7(02-89) Previous Versions Obsolete Event ID:KCYS 11

Factity ID: 62932 if continuation sheet Page 101 of 167



STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2)} MULTIPLE CONSTRUCTION (X3) DA:A%EE‘{{FZE\{DEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BULDING CO!
C
105884 B, WiNG 05/01/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2811 CAMPUS HILL DR
EXCEL REHABILITATION AND HEALTH CENTER TAMPA, FL 33612
{Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES (3] PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE coupLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 480 | Continued From page 101 F 490

routinely stocked medication in the Emergency
Drug Kit.
Review of the Drug Manufacturer’ s
Pharmaceutical Medication Guide for '
revealed; " +is a prescription
medicine used to treat and
. , and to help reduce the risk
of these conditions occurring again. . . . .. .
lowers your chance of having a : by helping
1o prevent clots from forming. if you stop taking
, you may have increased risk of
forming a clotinyour . __ _. Do not stop taking
- -+ without talking fo the doctor who
prescribes it for you. Stopping R
increases your risk of having a . ifyou have
to stop taking your doctor may
prescribe another medicine to
preventa ... . .iclot from forming. Do not stop
. .'without talking to your doctor

taking
- _-for ashort

( first. Your doctor may stop
time before any surgery, medical or dental
procedure. Your doctor will tell you when to start
taking . again after your surgery or
procedure. ”
Review of Resident #6 ' s Care plan Focus on
reflected the resident
had a " potential for abnormal . The
date Initiated was and updated
The goal included will be free from
| signs and symptoms of abnormal
interventions: " Administer
ordered. " The Care Plan was not followed.
3) During an interview on i at 3:45
/ p.m. the facility ' s Director of Nursing (DON)

Anticoagulation

“as MD

stated: “we have had another problem with an
. It happened to Resident #2. *
The DON said that Resident #2 was admitted on
and the nurse had written up the
physician orders on one of our order sheets. The

L
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| was written on a regular sheet that did

not have a copy that is used for the
medication administration record. We (DON and
ADON} did not find out about the medication not
being given until _ * The DON was
asked what the process was on checking
admission orders for their accuracy. She said
that, usually, the unit manager would check the
orders the next morning and then added the unit
manager was out on maternity leave. The DON
was asked who would be responsible to verify the
physician ordered medications were accurately
transcribed into the Medication Administration
Record (MAR). She said the ADON or me, The
DON said " We checked the physician order
sheet and they were written correctly, but,
because the . . j order was not put on lhe
physician order sheet that contained @ ...
copy it did not show up on the MAR. " The DON
confirmed she did not review the MAR to make

i sure all the physician orders were transcribed.

| The DON was asked how that had happened she
stated; "1'm still trying to figure out how it
happened and then | do find it out it had
unfortunately already occurred. " When asked if
the facility uses a check off system for newly
admitted residents she said " we used to but now
itis computerized. The computer tells us what to
do. " She stated she was there the day of the

verbal teaching but she did not sign the in-service
verifying that she had attended.
A medical record review was conducted for
Resident #2 and revealed he had resided in the
facility for approximately three weeks, His
diagnoses included:
| . 1and
according to admitting documents.
The Medication Administration Record for
| Resident #2 ' s orders were to give 14
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mg by mouth on Sunday, Tuesday, Wednesday,
Thursday and Saturday and to administer
2 mg on Monday and Friday. The
( MAR indicated that on; 4(8, 4/9,
i both orders were
l initialed/signed as being administered resulting in
l a total of 6 mg of On the
order was dlscontmued and rewritten to give
4 mg by mouth on Sunday, Tuesday,
Wednesday, Thursday and Saturday and to
administer 1 2 mg on Monday and

Friday.

On ... .at11:45 am. a telephone interview
was conducted with Resident #2 ' s attending
physician. He confirmed he was notified that the

f resident had been receiving double doses of his
1 and confirmed that his International
Ratio was 3.2 and not critical arapeutic} .
i The physician confirmed the facility did not follow
his orders and should have administered the
proper dosages of _..1 on the proper days
as ordered. "
The DON provided a copy of an in-service that
was conducted on . {three days after the
medication omission was found) The
| documentation included " Teaching Method:

Verbal Topic: and

Protocol. Make sure . ..INR is done, Call MD

with results before giving medication, check

orders daily and make sure . . __.logis
accurate. " The DON was asked about any
[ in-servicing that was provided to the licensed staff
jon physician orders not being transcribed
| accurately in the residents MAR or not being
/ transcribed at all. She did notrespond. When
asked if there was any other information that she
had on training her nursing staff she stated “We
'were going to bring it mto our QA meeting on
| Tuesday

/
,/

!
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The DON and NHA on at 3:30 p.m.
confirmed that they were aware of Resident #2's
medication errors and provided a facllity
document that indicated a medication error had
occurred. The facility was aware of Resident #2°'
s medication error on . however, no
negative outcomes occurred, It was unclear, due
to the lack of the investigation, of how and why
the medication error was found.
On . the DON stated, She " checks the
MARSs two fimes a week by flipping through all of
the MARs. " She confirmed there was no
documentation related to this process. The DON
said that the ADON and Unit Manger check every
MAR daily for acouracy and completeness.
4) The facility admitted Resident #10on
with diagnoses Including
| Accident and
per the physician order summary
list of diagnoses.
Review of the Admission Physician Orders dated
revealed the resident was prescribed
40 unit ‘daily at 9 a.m,
Review of the | Medication Administration
Record revealed Resident #10 did not receive
. con 4/9 or There was no
documentation on the back side of the MAR as to
why the medication was omitted.
Review of the Care Plan, dated
a problem area was identified for "
. potential for abnormal
approaches included " administer
as MD ordered. ™
The findings were confirmed by the Nurse
Consuitant, Administrator and Director of Nurses
on iat 11 am. No additional information
was provided related to why the medication would
not have been given to Resident #10.
5) The faciiity admitted Resident #14 on

revealed

_" The

{ORM CMS-2567(02-98) Previous Versions Obsolete

Event iD:KCY611

Facillty 10: 62932

If continuation sheet Page 105 of 167




(X3) DATE SURVEY

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION prarrys
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! ABULDNG
C
105884 BWING e 05/01/2015
STREET ADDRESS, CITY, STATE, 2P CODE

NAME OF PROVIDER OR SUPPLIER

EXCEL REHABILITATION AND HEALTH CENTER

2811 CAMPUS HILL DR
TAMPA, FL. 33612

(X4) 1D
PREFIX
TAG

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

iD
PREFIX
TAG CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION

{X5)
{EACH CORRECTIVE ACTION SHOULD BE wMDP:TE;rDN

DEFICIENGY)

F 480

Continued From page 105
with diagnoses including Acute
s and
. per the demographic
face sheet.
Review of the medical record revealed Resident
#14 was transferred to a Hospice House for end
of life care.
Further review of the medical record revealed a
physician ' 5 telephone order dated , for
0 units twice daily.
The resident was placed on due to
sub-therapeutic INR (International Normalizing
Ratio) levels and she was at risk for developing
additional .. clots.
Review of the Laboratory résults revealed on
Resident #14s INR was 1.1. On
the was discontinued. The
resident remained sub-therapeutic and the
physician was attempting to adjust her . _ . .
Review of the Medication Administration Record
for 2015 revealed Resident #14 did not
receive for 4 out of the 6 available
doses. She did not receiveany .. ......on
... The resident did not receive on
cat9am, .. ... oat9am.,or. at
9 a.m. There was no documentation in the
nurses ' notes or the back of the Medication
Administration Record as to why the medication
was not given.
On _.._. . .the resident was noted to have
redness and 110 her right leg. An
! was ordered and the resident was
diagnosed with a Deep. . _..; .
Review of the Care Plan, dated revealed
a problem area was identified for
potential for abnormal _." The
approaches included " administer :
as MD ordered. "
During an interview on at 2:30 pm, the

F 490
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least one dose of the .
givenon ...
6) The fecsllty admitted Resident #15 on

with diagnoses including
b _and

sheet.
Review of the
revealed Resident #15 was prescribed
40 unit
Review of the Medication Administration
for 2015 revealed Resident #15 did
receive her ... ......on iand
Review of the Care Plan, dated
a problem area was identified for *
. potential for abnormal
J approaches included " administer

as MD ordered, "

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses

on s at 11:00 a.m. No additional

information as provided related to why the
medication would not have been given to

Resident #15.
7} The facility admitted Resident #16 on
with diagnoses including

Record.

Nurse Consultant confirmed the missed doses of
He stated that the medication should

have been available from pharmacy and was

unable to determine why the nurses would not

have given the medication. He stated that at

... should have been

] pés: the demographic face
| 2015 Physician Orders

* daily for two weeks.

" The

Record
not

revealed

an: 1 per the physician
diagnoses listed on the Medication Administration

Review of the Physician ' s Orders revealed, on I

Resident #16 was prescribed "

60 units every 12 hours, D/C (discontinue) when
INR (international normalizing ratio) above 2.
Review of the Laboratory Data revealed an INR
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was collected on that was 2.5,

Review of the Medication Administration Record

for . _. 2015 revealed Resident #16 was given
on , . sand . He

received four doses of after the

medication should have been discontinued per

the INR value of 2.5.

Further review of the Laboratory Data revealed an

INR was collected on and the resident

was srapeutic at 3.9,

Record review revealed no indication of abnormal
1was noted.

Review of the Care Plan, dated , revealed a

problem area was identified for " R
potential for abnormal " The

approaches included " administer

/ as MD ordered. ™

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on ... .. at1tam. No additional information as
provided related to why the resident received the
when the medication should have been
discontinued.
8) The facility admitted Resident #17 on ... .
| with diagnoses including .
... Accident and
_ - per the demographic face sheet.
Review of the Physician 's Orders for 2015
revealed the resident was prescribed . . 13
mg PO daily at 5 pm.
Review of the ! 2015 Medication
Administration Record revealed Resident #17 did
i not receive the prescribed s for & doses;
417, 410, sand There was no
documentation in the nurses ' -notes or on the
back of the MAR as to why the medication was
omitted.
Review of the Care Plan, dated revealed
a problem area was identified for " |
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. potential for abnormal Y The
approaches included " administer
as MD ordered. "
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on ......at11am. No additional information as
provided related to why the medication would not
have been given fo Resident #17,
9) The facility admitted Resident #18 on
. and was readmitted on with
diagnoses including ,
Chest Pain and
Review of the Physician ' s Orders, dated
revealed Resident #18 was prescribed _ ...
8.5 mg daily at 9 pm.
Review of the | 2015 Medication
Adrministration Record revealed Resident #18 did
not receive his . yon 4/2, s
or . There was no documentation on the
back side of the MAR as to why the medication
was not given,
Review of the Care Plan, dated , revealed
a problem area was identified for "
potential for abnormal " The t
approaches included " administer
as MD ordered. "
During an interview with Resident #18 on
_ ... at3:20 p.m., he stated that there have
been occasions where he did not receive all of his
ordered mediations from the nurse. He stated
that he now has to check all his medications for
accuracy. He stated that when he brought it to the )
| nurse ' s attention when he did not receive his
i medications, they told him that they were either I
I out of the medication or they would go back and
bring him his ordered medication. He stated that
he used to have a medication book on his
bedside table that he would utilize to check his
Facifity D: 62932 If continuation sheet Page 109 of 167
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medications but that the medications are
changed from the manufacturers or the pharmacy
s0 often now that it is obsolete.
I The findings were confirmed by the Nurse
| Consultant, Administrator and Director of Nurses
on at 11 am. No additional information as
provided related to why the medication would not
have been giveri to Resident #18.
10) Resident #19 was admitted to the facility in
2015, Her admitting diagnoses included
and
. Resident #19 was identified and llsted
on Current active orders for
that was provided by the facility.
The physician orders were reviewed with an
order, dated to administer Pradaxa
180 mg capstle one capsule by mouth two
l times daily for a diagnosis of .
The MAR was reviewed for 2015 and it was
identified Resident # 19 had missed four doses of
Pradaxa on at 5:00 p.m., at
15:00 p.m., at 9:00 a.m, and again at
15:00 p.m.
The nursing notes revealed, for the days the
medication had been omitted, indicated there was
neither documentation nor notification to the
physician on why a prescribed medication was
not administered as ordered.
| Review of Resident #19 ' s Care plan identified
Focus on Anticoagulation has a
potential for abnormal . The date
initiated was . The goal was, will be
free from signs and symptoms of abnormal
Interventions included: Administer
as MD ordered, The Care Plan
was not followed.

F 490

11) Resident #20 was admitted to the facility on
.~ with a history of recent

F 490
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| for 1 of right with

l according to demographic information,

] Review of resident physician orders, dated
|

F 490

revealed she was to receive __. ..

40 mg . every 12 hours for
preventative measures.

The MAR was reviewed for 12016 and it

revealed seven separate missing initials or circles
around initials indicating the medication was not
_.catg00
p.m., the box on the MAR was without an initial,

2 9:00 am., the box was initialed with a

administered as ordered. On
circle, at 9:00 am., the box was
initialed with a circle,

} box MAR was without an initial,
| 9:00 am., the box was initialed with a circle.
The back of the MAR nursing notes for
at 9:00 p.m. indicated that the

avaiiable to give. A second nursing note for

- at 9:00 a.m. indicated that the

| pharmacy was notified.

12) AMedical record review was conducted on

Resident #2's admission orders dated on

. The admission orders indicated he
40 mg by mouth one time

was 1o receive

daily and _ - 15 units

in the morning and 5 units at pight time. Resident

#2 did not receive his from

Resident #2 did not receive his scheduled
... morning dosage from .
and the night time

dosage from

orders dated

time daily and cud

to start
15 units in the

morning and 5 units at night time, hold if BS is

less than 110.

Resident #2's nursing notes were reviewed for

+at 8:00 p.m., the
. at9:00

p.m. no initialed as given, and, on iat

was not

. The MAR revealed
;40 mg one

[ F 490

|

f
|
/

| |

|

|
|
|
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i at 3:16 p.m. which reflected, "There

was a med error for patient in patient
, patient cand .__.iwas

/ never given patient was supposed to be on daily

F 480

]
|
weight not done. Physician has been paged, ’
Waiting for call back " . The nursing notes for [
_at1:84am. "Neworderfor | INR
ordered for the AM forthe I
dosage error.” |
On s at 11:45 a.m. a telephone interview
was conducted with Resident #2 ' s attending
l physician. The attending physician also confirmed
that he was notified that resident did not receive
his ordered »for ten days after being
admitted and he did not receive his 1 for ten
days after being admitted to the facility. The
attending physician was asked if a resident had a
diagnosis of being
: does that mean he needs monitoring.
| The attendmg physician stated " yes, he nesds
his sugars monitored he could have went
into ror and worse
yet into " The physician stated "
{ they need to fix it, | don "t know if it ' s the DON
i or the corporation they have to fix these things so f

it doesn 't happen again. "

13) The facility admitted Resident#8on _ . _
with diagnoses including s i
} Hip ... and

Review of the Physician Telephone Orders dated
i revealed the physician ordered a
f Urinalysis with Culture and Sensitivity and also
ordered - ...+ 500 mg every 8 hours for 7 l
days for a
Review of the Laboratory Data revealed Resident
#8 did not have a Urinalysis collected. Review of
the .._._iand 2015 Medication J

Administration Records revealed Resident #8 's
1 was not started until ~(athree |
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day delay in initiating the physician ' s order).
Further review of the MAR revealed the 6 am
dose was given on : however, the 2 pm and
10 pm doses were omitted.
During an interviewon . . .iat2 p.m., the [
Nurse Consultant stated that the Urinalysis had
not been collected. He stated that he was unsure l |
why the nurses would not have gotten the i
sample. He also stated that the 6 am dose of J
on was taken from the

Emergency Drug Kit. He confirmed the 2 pm and
10 pm doses were not given. The Nurse
Consultant also confirmed there was no
documentation related to why the urinalysis was
not collected, why the medication not initiated for
| 8 days or why the resident missed two doses of

her o
! 14} During an interview on sat 11110 am.,

a Credible Allegation of Compliance was received
related to _ Theplan f

F 490

included the following:
An audit was completed of all
residents. Physician orders, {abs, notification of
| the physician if there was a change and the
..+ Log was accurate. No significant
issues were found. NRs were updated.
A 100% house audit was completed of all resident
medications and orderson . .. _.
Nursing education was completed between
for nursing staff related to managing

flow sheets and medication documentation.

Three nurses that work as needed (PRN) have

l not been provided education and will not be

allowed to work until educated.

Agency nurses will be provided a packet that

includes Managing Residents on Anticoagulation
The packet will include the 1

Anticoagulation Policy and the facility ' s new | |
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protocol on documenting medications that are on
" Hold. "

I All new admissions will be reviewed in the
| morning meeting to assure all orders will be
transcribed onto the POS and MAR/TAR, ‘The
weekend superviser is responsible for new
admissions on the weekends (not a new
process).
All residents that are receiving
be reviewed in a weekly care meeting with all
orders, labs, and MARS reviewed. New
anti-co orders were added under the daily
clinical meeting and medications
were added to the weekly care meeting. Looking
] to assure that the medication is transcribed, the
...t flow sheet if needed, medication on
hand, transcribed onto MAR and that the
medication Is being administered,
The 1 Flow Sheet will be implemented
for any resident receiving e
For residents that have Hold Orders: The order
will be blocked off and yellowed out. Anew order
will be re-written with a restart date. The new
process will be visible to the nurses. The hold
medication will be added on the 24 hour report.

-will

Medication Errors will be investigated and

documented following Risk Management

standards and Root Cause Analysis. Evidence of
investigation will be kept. Based on the analysis, |

the policies, practices and systems, changes will [
oceur as needed, J

A new shift to shift MAR review with each nurse
was also implemented. The nurses, together, will
review the entire MAR/TAR for holes and for
accuracy. If the nurse is sure that she
administered the medications, then she can
initial, if she was unsure then it would be
classified as a medication error.

Nursing Administration would be responsible for
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f dally checks of the nurse to nurse MAR review.
| Nursing Administration will also initial for
j accuracy. The audits will be reviewed daily by the i |
DON. | 4
Al 1ab results will be reviewed in the daily Clinical f
Meeting, All INRs will be reviewed in the morning i
clinical meeting and checked against the orders
| and MAR.

The Medical Director had been informed and had ¢
approved the action plan as of The Medical Director was informed of alf of the
F 501/ 483.75(1) RESPONSIBILITIES OF MEDICAL F 501 medication errors that occurred He was
=K | DIRECTOR informed that Medication Error reports were
88=K
| being completed on Resident’ #2, #6, #8, #10,
The facility must designate a physician to serve #14, #15, #16, #17, #18, #19 and #20 and that

f as medical director. their perspective physicians were being notified

of the errors.

! The medical director is responsible for z ?f"" hf“;;v :e"llew :{as ;,Qmp'i‘ted on .
implementation of resident care policies; and the b o the el were curren
coordination of medical care in the facility. administration records, No medication errors

were identifled during this review.
) N N 3. The Medical Director participated in educational
This REQUIREMENT is not met as evidenced training regarding the QAPI process on

i by: . " : The Medical Director will review all medication
Based on a review of the facility s Medxcgl error reports and sign that they have been
Director Service Agreement , interviews with the reviewed. He/she wili attend the QAPt meetings
facility staff, the Attending Physician, facility as scheduled. He/she will provide feedback to
Administration, and the facility " s policy and the committee of any identified areas concerns
procedures on medication administration, the for progression through the QAP! process. The
Medical Director failed to assure resident care Medical Director reviewed all related policy and
policies were implemented related to medication procedures and assisted in the update ar}d
administration. Based on a review of all current revision of those policles. The Medical Director
residents receiving  ten of thirty will continue to be an active participant in the
residents did not recelve their per over site of the care and services provided to this
the physician ' s orders. Residents * #2, #6, #10, resident population. § .

#14, #15, #16, #17, #18, #19 and #20 were 4. The Medical Director will monitor the delivery of
identified as not receivin that care and services provided at the facility by

g i ongoing participation in the QAPI Program and

were necessary to prevent .. .. Glots or feedback form the QAP! Committee on a

Resident #6 was not administered for monthly basis.
i
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twenty six days. The medication was placed on
hold for three days for a dental procedure. The
facility staff falled to implement the order and
] resume the medication on , 2015,
Resident #6 reported pain to the nursing staff and
| reporied that the pain was consistent with 2
l - __._. The physician was nofified on
‘and ordered the necessary tests. The
facility failed to implement those orders for three
days, delaying treatment to the resident until
I _. Resident #6 required injections of
] to dissolve the clot. Resident #2 was
administered a double dose of 10n 4/8,
9,12, 18, 14 and His INR was
srapeuticon _____ _at3.2. Resident
#10 was not administered her prescribed
on 4/9 and - ... Resident #14 was
I not administered four of six available doses of
- Resudent #15 was not administered her
J iand on . Resident
#16"s . was to be discontinued when the
i !nternatlona! Normaltzmg Ratio (INR) was greater
than 2. , the'laboratory results
mdncated that her INR was 2.5 and the
was continued for four additional doses.
Resident #17 was not administered five doses of
on 3/7, 10, 13, 15, . Resident
#18 was not administered four doses of
_..ion4f2, 11,13 and .. Resident
I #19 missed four doses of Pradaxa from
|

.. .. Resident #20 was not administered
| seven doses of . .. from
| The facility " s Licensed Nursing staff failed to
| administer medications in accordance with
physician " s orders. The failure of the nurses to
administer resulted in significant
medication errors that subsequently caused
| Resident #6 to develop an avoidable . .. . | clot

|
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Based on record review and interview, the facility *
s Medical Director failed to assure poficies and
procedures related to medication administration
were followed in two (#2, #8) out of forty-eight
(48) residents reviewed for medication accuracy.
Resident #2 ' s physician ordered and

s that were omitted for 10 days. There was
a three day delay in starting a physician ordered

. for Resident #8 and two doses were

admitted.

The facility ' s Medical Director failed to assure
medication administration policies and
procedures were implemented. The facility's
medical director also falled to assure policies and
procedures were implemented to systematicaily
identify, investigate and report medication errors.
The failure of the Medical Director facility resulted
in the findings of immediate Jeopardy existing in
the facility as of The facility
Administration was mformed on - at 950
a.m. The Immediate Jeopardy was removed on

at 5:30 p.m, and the scope and severity
was reducedtoa "E."

ExhibitA; (1) " Assume the administrative
authority, responslbl!nty, and accountability of
cmplememnng Facility ' s medical services,
policies and procedures. (2) Coordinate medical
care, maintain effective liaison with attending
physicians and implement methods to keep the
quality of care under constant monitoring. {3}
Participate in the development of written policies,
rules, and regulations to govern the nursing care
| and related medical and other health services

\ provided. Medical Director is responsible for

i seeing that these policies reflect an awareness of

1RM CMS-2567(02-98) Previous Versions Obsolete Event ID:KCY811 Facifity 102 62032
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Continued From page 117
and have provisions for meeting the total needs
of the residents. (4) Ensure that Facility ' s
resident ' s receive adequate services appropriate
to their needs. *
Review of the facility policy entitied " Medication
Administration General Guidelines for the
Administration of Medications * policy 8.2 {page
one of three) (not dated) was reviewed and it was
expected that the nurses administer medications
per the physician’ s orders.
During an interview on at 2:45 p.m., the
Medical Director stated that he had been the
Medical Director of the facility since 2012. He
stated that he participated in the QA monthly
meetings and the facility followed a set agenda.
He stated that he was made aware of incidents
for his patients and that the attending physician
for the other residents would be notified of
incidents. He stated that he would expéct to be
notified of incidents, including medication errors,
specifically, for system failures that could affect
all residents. He stated that he was here at the
facility every Wednesday and Friday. However,
someone from his physician group was present
daily and should be notified. He expected that
the nurses notify the physician of any incident.
He confirmed again that he was not made aware
| of any medication errors for Resident #5. He was
not aware of any issues in QA related to
medication administration. He stated that he was
aware that the facility used a lot of agency staff
and had a lot of turnover. The Medical Director
stated that there was no action plan identified or
implemented related to staffing or staff
procedures. He also stated that he was aware of
a concern with nurses not implementing physician
j orders timely. He stated that the nurse would

F 501

pass off the order to the oncoming shifts and the
| medication would not be started. He stated that

F 501

iD
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
|

r
I
l

|
|
|
|
|
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he provided education to the staff " within the
year " related to medication implementation. The
education was to have a second nurse initial the
order to assure implementation. He confirmed
that there was nothing in Quality Assurance {QA)
related to the medication administration and order
implementation process. The Medical Director

stated that if the facllity had a good system in
place, then any staff member should be able to
come in and care for the resident with no breaks
in the system. He stated that the " system was
not perfect and should not have falled. * The

} Medical Director was asked if it was expected
that the facitity notify him of negative outcomes;
he stated, "t would love to. ™ When referring to
the incident for Resident #6, the Medical Director
| stated that it was a " negative outcome and that
I he was afraid for his patients. ¥ He stated that "
j there was not a plan in place, "

|
|
|
I

2. During an interview on at 10:15a.m., x
the Administrator stated that she was informed of
Resident #6 ' s medication error on 2018,
She was informed that the Unit Manager had
educated the staff involved. The DON informed
her that she was assembling her investigation

and would bring the information to the next QA
meeting on .. The QA meeting was initially
scheduled on iand it was delayed due to a
trial. The Nursing Home Administrator (NHA})
said usually the QA s scheduled every third
Tuesday of the month. The facility had done Ad
Hoc meetings in the past but the DON wanted to
make sure everything was done before hand and
an Ad Hoc meeting was not scheduled. The DON
informed her that the physician had been nofified.
The DON also, informed her that the facility was
still working the concern. The Administrator

| stated that she was aware the process was in

{
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Continued From page 119
place. The four point process was not completed
and had not been presented.

3. Aninterview was conducted with the faciiity ' s
Director of Nursing (DON}), on ,at3:00
p.r. Alist of medication errors for the month of
..12015 was provided by the DON. The DON
stated that she was aware of the medication error
for Resident #6. She stated that a nurse found
the error after performing a " medication review. "
The DON stated that she was unsure of why the
error occurred. She stated that the facility ' s
intervention was the land the
physician and the resident were nofified of the
error. The DON confirmed that no audits or
education was provided to the staff following the
medication error. The DON also confirmed that
there was no evidence of an investigation. The
DON stated that her conclusion of the omitted
medication for Resident #6 was * we performed
an , and started giving her
injections and elevated her leftleg. "
During an interview with the DON at
approximately 2:30 p.m., she was unable to
; present any information regarding her
investigation, education or audits. No formal
action plan had been put in place as of the time of
the start of the survey on
1O .- a8t 950 am. the Nursing Home
( Adm:mstrator DON and the facility ' s corporate
|

nurse confirmed that an in service was not

conducted related to Resident #6 ' s omissions of

her scheduled medications.

The DON and NHAON ‘at 3:30 pm.

 confirmed that they were aware of Resident #6° s
medication errors and provided a facility
document that indicated a medication error had
oceurred. The facility was aware of the

| medication errors for Resident #6 only after the

F 501

e
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f Doppler confirmed the positive it was

F 501

unclear, due fo the lack of the investigation, of
how and why the medication error was found.
During an interview on ,at 330 pm.,
the DON stated " she checks the MARs two
) times a week by flipping through all of the MARs,

" She confirmed there was no documentation
related to this process. The DON said that the
ADON and Unit manger check every MAR daily
for accuracy and completeness.
During an interview on at 8:50 am., The
Assistant Director of Nurses stated that she
randomly checked the MARs on a daily basis for
] accuracy and completeness. She stated that she
[ checked new admissions and " maybe two
I others.” She stated that the Unit Manager was
responsible for checking at least five residents on
each cart on a daily basis. The ADON stated that
there was not a definite system of checking the
MARs.
4. Aninterview was conducted on >at
9:30 a.m., Employee (LPN) A Interim Unit i
Manager (started on Monday She (
stated that she checked all new admissions for
accuracy of orders and double checks with the J
|
I

MAR for accuracy. She stated that she did not do
anything with the MARSs on a dally basis. No one
| informed her she was supposed to be checking
the MARs. She stated that she gets the new
orders and the 24 hour report in the morning and
then gives them to the ADON or DON to take
them to the morning meeting. She did not usually
go to the morning meetings and was not aware of
any plan to begin to go. She stated that no
education or training was provided to be a Unit {
|
i

Manager. The ADON told her the things that
needed to be done and she was " just helping
them out not doing the whole position. *

F 501

|
|
|
|
|
|
|
|
|

i
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5. The regular Unit Manager (LPN) B, on the
Long Term Care unit was currently on medical
leave and was unable to be contacted.
6. During an interview on iat10:13 am.
and at 10:43 a.m., The DON stated that
the process of checking the MARs was an
informal process that is implemented
inconsistently and the ADON and Unit Manager
assist with the process. There was not a written
policy or procedure. The DON stated that she had
been in the role of DON for one year and the
process of checking the MARs had been an
expectation since her arrival and she had
continued that process since then. The DON also
statedon ... ... at 10:43 am that she was
unaware the ADON and Unit Managers were not
checking MARs daily.
7. During an interview on ... at10:30 am,
Resident #6 stated she was diagnosed with a
She said it was

not justa it was an extensive _ . ._ The
resident stated that " the doctor said it was from
my knee to my foot and I think there was more
than one " The resident was asked if the
nurse had spoken to her about her . She
said, ” No, the doctor told me the nurses were
not giving me my medication, he was really
pissed. " They {the nurses) had to give me

two times a day for five days and | hate

needles. " Resident #6 said that when she first
had come to the facility she had a in her left
arm and, " that is why | take the every

day. " The resident stated that she used to
check her medications every day and now has to
start checking them again. " It' s not my job to
have to ask if all my medications are there or not
is it? "

During a telephone interview on at

i 11:42 a.m., Resident #6 ' s attending physccran

L
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stated; " the nurses did not give her medication
_. The medication was only on hold for a
few days for her dental surgery. " The physician
] was asked why the medication Xarleto was not
| restarted after her dental surgery. The physician
stated he did not understand why the nurses did
not restart the medication. " | gave the nurses
the order they should have restarted the . ____
after the dental procedure was completed. The
+is to prevent her from getting a :
if she would have received the
medication she would not have gotten a
During an interview on at 12:20 pam,, the
attending Physician confirmed he assessed the
resident on .- and documented the resident
‘s leg was red and . He also ordered a
. Doppler study. The physician stated that
he was informed by Employee (LPN} A of the
_ilegandthelack ofthe ... . _..on
. He verbally gave the order to Employee
A. The attending physician confirmed the
Doppler order was not completed until
. and also confirmed that no
medication was started until .. Hewas
unsure of why there would have been a delay in
obtaining treatment, necessary tests or initiating
the medication.
Further rewew of the physician orders dated on
" Stop x 3 days prior to
' ....1and resume one day post
p.m. " The order did not contain a
nursing signature. The next order that was
writtery; Clarification .+ 15 mg orally every
HS- "(this order was not dated). A hand
written telephone order, dated
reflected - Doppler STAT and a thlrd order
dated for the same day 80
‘ MG 8Q( (two times) for §
| days. f
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Review of the Medication Administration Record,
dated ... .. 2015 revealed a typed order dated
_ 15 MG tablet one tablet by

. Directly underneath the typed

mouth once a day
order, a hand written entry stated resume _ _ |
The Medication Administration Record (MAR)
revealed the nurses documented for
, and "HOLD. "
The MAR for . when the > was to
l be restarted was reviewed. The boxes, where an
initial should have been written, were empty
{indicating the dose was not administered). The
remainder of the MAR from through

.+ was reviewed with no indication that
the medication had been given and no indication
as to why the medication was not given.

The medical record in Resident #6 ' s chart
contained a Progress note/Monthly Evaluation "
dated ... . 2 Listed under current complaints
was " Redness and leftleg. "
Documented {under extremities) was 4+ iL
left leg (new finding). The Resident
had been " Off 15 MG for 3 weeks by
nurse ' s error, " Further review of the attending
physiclan ' s progress note indicated that
Resident #6 had a Recurrent "to her left leg
that was new and had worsened. Hand written |
; next to the word worsened " i Doppler was
ordered. " A review of the Physician ' s Progress
Notes revealed on the Attending
g Physician assessed Resident #6 and diagnosed i
I her with an acute The /
1

physician documented: " Redness and

| feftleg, 4+ L> leftleg. " The
i phySIctan also documented that the resident had
been "Off. . 15 MG for 3 weeks by nurse '
Iserror.” Further review of the Attending

Physician ' s progress note revealed he

documented " ... Doppler was ordered. *
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There was no corresponding physician ' s order
for the Doppler Studies until , three days
after the physician assessed the resident.
| Further review of Resident #6 ' s medical record
revealed that she had resided in the.facility for
approximately fifteen months and was fifty three
years old. Resident#6 ' s medical history
included and a history of
| On a
; s revealed a
Score of 15 indicatingno ~ _
Review of the Nurses* Notes on .
revealed no documentation of a red, ieg.
There was no documentation of the omission of
the medication, the physician visit or the new
orders. On . employee (LPN) A
documented: the resident complained of pain
and redness to her leg, upon assessment the leg
was warm to touch and was - Painful, 2+
pitting. The doctor was paged and made aware
and stated he saw her on Saturday. New orders
for i...' were obtained, On
at 3:25 a.m. the nurse documented at " 12:45
a.m. patient states she thinks she has a to
| her LLE. Area of slight redness noted to inner
| calf to LLE, ito _ILE. Skin temp
within normal limits. . refill is brisk
_. Unable to assess pulse related to
. Patient rates pain level #1 at this time on
a@ scale of 1-10 with 10 being the worst. Patient
states she has had multiple - inthe past and
knows what it feels like. Notified resident
| physicians of above and new orders were
| received for a STAT : Doppler of the LLE to
rule out . At 0200 (2:00 a.m.) : 100mg
was administered for c/o pain to LLE with a pain
levei of 9 out of 10. ) was effective. At 0330
| (3:30 a.m.), the mobile .. service arrived
i to perform Doppler. Patient remained on bed rest.

F 501

|
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|
|
|
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Patient remained alert and responding
appropriately to verbal and »stimuli. No sfs
of distress noted. Vitals .
Patient recelved new order on to restart

s -.-was not discontinued. *
Areview of the Ultra Sound Report, date of
| service: - . - revealed: Examination:

.. i Doppler extremityflimb, left. Clinical
indications: of Limb, Findings: Real time
color imaging shows no collateral and
augmentation of post i popliteal
deep and common 1 of left leg,
There are no excessive collateral veins. Left
lower Extremity duplex .

Impression: Extensive
seen. j
The MAR indicated that six nurses, assigned on
the 3-11 p.m. shift, failed to administer the
as ordered by the attending physician.
During an interview on ~at4:10 p.m.
Employee (RN} E, a nurse that cared for the
resident on 12 of the 26 evening shifts, stated
that she had been a nurse for a long time and (
worked in long term care. She stated that she
was familiar with Resident #6. She stated that
she was aware the resident needed . The
medication was not administered. She stated
| that she did not think the order was on going.
|
!

She stated that it was on hold. She stated that

she did not have the time to research the order
| and was aware that Resident #6 was at high risk
for . She stated that she questioned the
medication to other staff, however, she did not
recall who the staff member was. She stated that
the doctor came in and then realized the
medication should have been resumed. The
nurse stated that when a medication was held,
the nurse should write hold on the days that the
medication is to be held and then indicate when

|
|
|
|
|
|
[

|
|
|
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the medication should be resumed. The nurse
confirmed the MAR and confirmed that there was
no indication the medication had been given. She
stated that she did not recall the resume
date. The nurse stated that " my philosophy is if

F 801 Continued From page 126 r
i I'don 't see the medication and don ' t see a stop /

order, then [ question with another nurse as to
whether the medication is on hold or should be
discontinued. ” ' She stated that she would call
the pharmacy. She stated that the medication
card was not in the cart. The nurse also
confirmed that she did not document any
omissions in the chart. She stated that she did
not look at the chart to find the original order J
|

An interview was conducted on at 43!

p.m. with past Employes (LPN) D. She stated

that she worked at the facility

| When asked about her training she stated she

| had trained for two to 3 days and was on her own
by the fourth day. She said she had felt that it
was on her orientation process as far
as knowing the processes and was able to always
g0 back and ask questions. Employee (LPN) D,
stated that she recalled caring for Resident #6.
She confirmed that she was on .. and
| stated that she cared for her several times. The

J staff member was asked and visually confirmed i

the MAR and confirmed that she worked on ]

|

The nurse next confirmed

| the order for and then confirmed the order

| said to resume . The nurse stated that she ]

[ would not have given a medication without i
|

~and

signing the MAR. These dates were biank, with
no initials.

A review was conducted of the Pharmacy
Dispensing Record for Resident #6 ' s

from 1-A_ 12015, The pharmacy sent
14 pills at a time. Review of the Dispensing Log

FSOT(

|
| |
/
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revealed the facility last received 14 piils on
. All of the medication would have been
administered by . Therefore, there was no
.. availabie for administration. The
medication was not a routinely stocked
medication in the Emergency Drug Kit.
Review of the Drug Manufacturer ' s
Pharmaceutical Medication Guide for
revealed; " _+ls a prescription
medicine used 1o treat -and
, and to help reduce the nsk
of these conditions occurring again.
lowers your chance of having a by hetpmg
to prevent clots from forming. If you stop taking
you may have increased risk of
forming a clot in your . Do not stop taking
» without taiking to the doctor who
prescribes it for you, Stopping .
increases your risk of having a _. if you have
to stop taking , your doctor may
prescribe another medicine to
prevent a clot from forming. Do not stop
taking ' without talking to your doctor
first. Your doctor may stop .for a short
time before any surgery, medical or dental
procedure. Your doctor will tell you when to start
taking ' again after your surgery or
procedure. "
Review of Resident #6 ' s Care plan Foous on
Anticoagulation reflected the resident
had a " potential for abnormal _." Date
initiated; . - updated: . ... Goal
will be free from signs and symptoms of abnormal
Interventions: Administer
as MD ordered. " The Care Plan was not
followed,
8. During an interview on at 3:45 p.m.
the facility ' s Director of Nursing (DON) stated: "
| we have had another problem with an

|

l

|
|
,?
|
|
|
|
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. it happened to Resident #2. "

The DON said that when Resident #2 was
admitted on -~ and the nurse had written
up the physician orders on one of our order
sheets, the 1 was written on a regular
sheet that did not have a _.1copy that is used
for the medication administration record. We
(DON and ADON}) did not find out about the
medication not being given until
The DON was asked what the process was on
checking admission orders for their accuracy she
said that usually the unit manager will check the
orders the next morning and then added the unit
manager was out on maternity leave. The DON
was asked who would be responsible to verify the
physician ordered medications were accurately
transcribed into the Medication Administration
Record (MAR), she said the ADON or me. The
DON sald, " We checked the physician order
sheet and they were written correctly but because
e order was not put on the physician
order sheet that contained a 1copy it did
not show up on the MAR. " The DON confirmed
she did not review the MAR to make sure all the

physician orders were transcribed. The DON was
| asked how that had happened and stated; "1'm
still trying to figure out how it happened and then |
do find # out it has unfortunately already
occurred. " When asked if the facility used a
check off system for newly admitted residents
she said, “we used to but now it is
computerized. The computer tells us what to do.
She stated she was there the day of the verbal
teaching but she did not sign the in-service
verifying that she had attended.
A medical record review was conducted for
Resident #2 and revealed he had resided in the
facility for approximately three weeks. His
| diagnoses included: : Dependent

e ]

e T
=

H

|
z
f

|
|
|
f
|

e

|
|
|
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| were to give 14 mg by mouth on
Sunday, Tuesday, Wednesday, Thursday and
J Saturday and to administer _ _..;2mgon
[ Monday and Friday. The MAR indicated that on;
4/8, 419, s . and on i both
orders were initialed/signed as being
administered resulting in a total of 6 mg of
On ... the order was
i dlscontxnued and rewritten to give
mg by mouth on Sunday, Tuesday, Wednesday,
Thursday. and Saturday and to administer
.12 mg on Monday and Friday. (The
same identical order, this time the initial boxes
were outlined indicating which day of the week ]
f the medication needed to be given).
A Medical record review of admission orders
indicated that Resident #2 ' s admission orders
for - indicated he was to receive 140
mg by mouth one time daily. The MAR did not
reflect this order until : {ten days after he
was admitted). The facility failed to administer
.+ 15 units in the morning and 5 units
at night time unti! , ten days after being
admitted to the facility. This order was also
missed on admission.
The facifity also failed to ensure Resident #2, with
a diagnosis of

e @G
Review of resident #2's ! admission orders /

had ! glucose levels

monitored as ordered and he was not
administered sliding scale of until

, again, ten days after he had been
admitted to the facifity.
IO ... at11:45 a.m. a telephone interview
[ was conducted with Resident #2 ' s atlending
i physician. He confirmed he was notified that the
| resident had been receiving double doses of his
i and confirmed that his International

{
|
I
|
|
f

i
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Ratio was 3.2 and not critical srapeutic) .
The physician confirmed the facility did not follow
his orders and should have administered the
proper dosages of 1 on the proper days
as ordered. The attending physician also
confirmed that he was notified that resident did

not receive his ordered for eleven days

after being admitted and he did not receive his j

! 1 for eleven days after being admitted to the
facility. The attending physiclan was asked if &
resident had a diagnosis of being .1
does that mean he
needs monitoring? The attending physician
stated " yes, he needs his . sugars
monitored, he could have went into
ror and worse yet
into " The physician stated " they
| need to fix it, | don 't know if it * s the DON or the
corporation they have to fix these things so it
doesn ' t happen again. "
The DON provided a copy of an in-service that
was conducted on {three days after the
medication omission was found) Teaching
|
I
!

Method: Verbal Topic: and
Protocol. Make sure  INRis done,
| Cali MD with resuits before giving medication,
J check orders daily and make sure _.ilog
Is accurate. The DON was asked about any
in-servicing that was provided to the licensed staff
on physician orders not being transcribed
accurately in the residents MAR or not being
transcribed at afl, she did not respond. The DON
J was asked if the nurse that had not transcribed
!

the cand 1in Resident #2's MAR had |
attended the in-service that she had on

The DON stated, " The nurse was
there but she did not sign on the sign in sheet, [
When asked if there was any other information ;
that she had on training her nursing staff she
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stated, " We were going to bring i t into our QA
meeting on Tuesday
On the DON and NHA confirmed that
they were aware of Resident #2's medication
errors and provided a facility document that
indicated a medication error had occurred. The
facility was aware of Resident #2 ' s medication
error on however, no negative outcomes
ocourred. it was unclear due to the fack of the
investigation of how and why the medication error
was found. On . the DON stated she "
checks the MARs two times a week by flipping
through all of the MARs. *  She confirmed there
was no documentation related to this process.
The DON said that the ADON and Unit manger
check every MAR dally for accuracy and
completeness.
9. The facility admitted Resident #10 on
with diagnoses including .._..
| *Accident and
per the physician order summary
list of diagnoses.
Review of the Admission Physician Orders, dated
, revealed the resident was prescribed
40 unit daily at 9 a.m.
Review of the | Medication Administration
Record revealed Resident #10 did not receive
on 4/9 or . There was no
documentation on the back side of the MAR as to
why the medication was omitted.

Review of the Care Plan, dated , revealed
a problem area was identified for *
.. potential for abnormal " The

apprdaches included " administer
as MD ordered. "

The findings were confirmed by the Nurse

| Consuitant, Administrator and Director of Nurses
on at 11 am. No additional information
was provided related to why the medication would
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not have been given to Resident #10.
10. The facility admitted Resident #14 on

with diagnoses including Acute
. and

per the demographic

face sheet.
Review of the medical record revealed Resident
#14 was transferred to a Hospice House for end
of life care.
Further review of the medical record revealed a
physician ' s telephone order, dated
for 30 units twice daily.
The resident was placedon __._.___dueto
sub-therapeutic INR (international Normalizing
Ratio) levels and she was at risk for developing
additional ____ I clots.
Review of the Laboratory results revealed, on

Resident #8 ' s INR was 1.1, On

the . was discontinued. The

resident remained sub-therapeutic and the
physician was attempting to adjust her . .
11. Review of the Medication Administration
Record for 2015 revealed Resident #14
did not recelve ... . for 4 out of the 6
avallable doses. She did not receive any

on . The resident did not receive

on ratGam., atgam.
or at 9 a.m. There was no
| documentation in the nurses ' notes or the back i

|

of the Medication Administration Record as to
why the medication was not given.

On the resident was noted to have
redness and _to herrightleg. An

was ordered and the resident was
diagnosed with a .
Review of the Care Plan, dated revealed

a problem area was identifled for
. potential for abnormal " The
i approaches included " administer
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as MD ordered. "

During an interview on . s at 2:30 pm, the
Nurse Consultant confirmed the missed doses of
. He stated that the medication should

have been available from pharmacy and was
unable to determine why the nurses would not
have given the medication. He stated that at
least one dose of the . - should have been
given on
12. The fac:luty admntted Resident #15 on
with diagnoses mcludmg .
and
per the demographic face

sheet.
Review of the 12015 Physician Orders
revealed Resident #15 was prescribed .. ..
40 unit * daily for two weeks.
Review of the Medication Administration Record
for 12015 revealed Resident #15 did not
receive her on and ... ...
Review of the Care Plan, dated revealed
a problem area was identified for "

, potential for abnormal " The
approaches included " administer
as MD ordered. "
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on at 11:00 a.m. No additional
information as provided related to why the
medication would not have been given to
Resident #15.
13. The facility admitted Resident #16 on
with diagnoses including

and . _._.__.per the physician

| diagnoses listed on the Medication Administration
! Record.
‘ Review of the Physician ' s Orders revealed on
[ Resident #16 was prescribed "
| 60 units every 12 hours, D/C (discontinue) when |
Event IDIKCYE11 Facllty ID: 62032
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INR (international normalizing ratio) above 2. "
Review of the Laboratory Data revealed an INR
was collected on that was 2.5.
Review of the Medication Administration Record
for 2015 revealed Resident #16 was given
on and He
received four doses of after the
medication should have been discontinued per
the INR value of 2.5.
Further review of the Laboratory Data revealed an
INR was collected on .. ... _ and the resident
was srapeutic at 3.9,
Record review revealed no indication of abnormal
was noted.
I Review of the Care Plan, dated ,revealed a
problem area was identified for * _
l . potential for abnormal " The
} approaches included " administer
|

as MD ordered. "
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on >at 11 am. No additional information
was provided related to why the resident received
the when the medication should have
been discontinued.
14. The facility admitted Resident #17 on
with diagnoses including s
,,,,, Accident and .
per the demographic face sheet.
Review of the Physician's Orders for 12015
l revealed the resident was prescribed i3
mg PO daily at 5 pm.
| Reviewof the 12015 Medication
;Administration Record revealed Resident #17 did
not recelve the prescribed . . ........1for & doses;
vand ... ._. There was no

documentation in the nurses ' notes or on the !
j back of the MAR as to why the medication was
| omitted. J
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Review of the Care Plan, dated
a problem area was identified for "
potential for abnormal
approaches included " administer
as MD ordered. "
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on . _....at11am. No additional information as
provided related to why the medication would not
have been given to Resident #17.
15. The facility admitted Resident #18 on
and the resident was readmitied on
with diagnoses including
Chest Pain and

revealed

. The

Review of the Physician ' s Orders, dated
revealed Resident #18 was prescribed
8.5 mg dally at @ p.m.
Review of the 2015 Medication
Administration Record revealed Resident #18 dld
not recelve his ron 4/2, s
or ... There was no documentatnon onthe
back side of the MAR as to why the medication
was not given.
Review of the Care Plan, dated
a problem area was identified for

potential for abnormal
approaches included " administer
as MD ordered. "
During an interview with Resident #18 on

at 3:20 p.m. he stated that there had

been occasions where he did not receive all of his
ordered mediations from the nurse. He stated
that he now had to check all his medications for
accuracy. He stated that when he brought it to the
I nurse’ s attention when he did not receive his
[ medications, they told him that they were either
| out of the medication or they would go back and
} bring him his ordered medication. He stated that

revealed

" The

e

i

F 501
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he used to have a medication book on his
bedside table that he would utilize to check his
medications but that the medications are
changed from the manufacturers or the pharmacy
$0 often now that it is obsolete.
| The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on :at 11 a.m. No additional information
as provided related fo why the medication would
| not have been given to Resident #18.
J 16. Resident #19 was admitted to the facllity in
~.12015 with admitting diagnoses of i
and
'Resident #19 was identified and :sted
on " Current active orders for
that was provided by the facility.
The physician orders were reviewed with an
order, dated to administer Pradaxa
150 mg capsule one capsule by mouth two
times daily for a diagnosis of )
The MAR was reviewed for 2015 and it
| identified that Resident # 19 had missed four
doses of Pradaxa on at 5:00 p.m.,
- at5:00 p.m,, - at 9:00 a.m. and,
again, at 5:00 p.m.
The nursing notes revealed that for the days the
medication had been omitted, there was neither
documentation nor notification to the physiclan on
why a prescribed medication was not
administered as ordered.
Review of Resident #19 ' s Care plan Focus on
Anticoagulation . has a potential for
abnormal Date initiated; i
Goal " will be free from signs and symptoms of
abnormal " Interventions: Administer
as MD ordered. The Care Plan
was not followed.

1 17. Resident #20 was admitted to the facllity on

i7{02:99) Previous Versions Obsolete Event ID:KCY611

Facilty ID: 62032 I continuation sheet Page 137 of 167



STATEMENT OF DEFICIENCIES

AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING

105884 8. WING

{X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

c
05/01/2018

STREET ADDRESS, CITY, STATE, ZIP CODE

2811 CAMPUS HILL DR
EXCEL REHABILITATION AND HEALTH CENTER TAMPA, FL 33612
PROVIDER'S PLAN OF CORRECTION

SUMMARY STATEMENT OF DEFICIENCIES

(X4} 10
F(’RE)F[)( I {EACH DEFICIENCY MUST BE PRECEDED BY FULL

TAG

D
PREFIX
TAG

/ NAME OF PROVIDER OR SUPPLIER
{ REGULATORY OR LSC IDENTIFYING INFORMATION)

(x5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

F 501 F 501

|
Continued From page 137 (
- with a history of recent |
for of right with
Review of resident physician orders, dated
. determined the resident was to
receive . 40mg . every 12
hours for preventative measures.

J The MAR was reviewed for 12015 and it
revealed seven separate missing initials or circles
around initials indicating the medication was not
administered as ordered. On at 9:00
p.m., the box on the MAR was without an initial,

-2 9:00 a.m. the box was initialed with a
circle, - at 9:00 a.m,, the box was
initialed with a circle, +at 9:00 p.m., the
box MAR was without an initial, at 9:00
p.m., not initialed as given, and, on sat
9:00 a.m., the box was initialed with a circle.

The back of the MAR nursing notes for
at 9:00 p.m. indicated that the ...was not
avallable to give. A second nursing note for
at 9:00 a.m, indicated that the

} pharmacy was notified.

18. The facility admitted Resident #8 on
| with diagnoses including ;

/ Hip . and , per the

demographic information in the record.
Review of the Physician Telephone Orders, dated
. revealed the physician ordered a
Urinalysis with Culture and Sensitivity and also
{ ordered .. 500 mg every 8 hours for 7
days fora |
[ Review of the Laboratory Data revealed Resident
!

‘f

#8 did not have a Urinalysis collected. Review of
the rand 2015 Medication
Administration Records revealed Resident#8 ' s
1 was not started until (a three
day delay in inftiating the physician ' s order).
Further review of the MAR revealed the 6 a.m.
! dose was given on : however, the 2 p.m.

|
l
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During an interview on ‘at2pm,the
Nurse Consultant stated that the Urinalysis had
not been collected. He stated that he was unsure
why the nurses would not have gotten the

| sample. He also stated that the 6 am dose of

1on was taken from the

Emergency Drug Kit. He confirmed the 2 p.m.
and 10 p.m. doses were not given. The Nurse ]
Consultant aiso confirmed there was no
documentation related to why the urinalysis was
not collected, why the medication not initiated for
3 days or why the resident missed two doses of

|

|

her e
19. During an interview on at 11:10 a.m.,
the facility provided a p!an of action received
related to

The plan included the following:
A Performance Improvement Plan that was
initiated on Jrelated to

| An audit was completed of all
| residents, ‘Physician orders, labs, nofification of
the physician if there was a change and the
Log was accurate. No significant
issues were found. NRs were updated.
A 100% house audit was completed of all resident
| medications and orders on
! Nursing education was completed between
/ for nursing staff related to managing
| residents on B
| flow sheets and medication documentation.
| Three nurses that work as needed {PRN) have
| not been provided education and wilf not be
allowed to work until educated.
Agency nurses will be provided a packet that
includes Managing Residents on Anticoagulation
The packet will include the
Anticoagutauon Policy and the facility ' s new i

e —

[
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protocol on documenting medications that are on
“ Hold. "

All new admissions will be reviewed in the
morning meeting to assure all orders will be
transcribed onto the POS and MAR/TAR. The
i weekend supervisor is responsible for new J
admissions on the weekends (not a new
process),
All residents that are receiving . + will
be reviewed in a weekly care meeting with all
orders, labs, and MARs reviewed. New [
anti-co. orders were added under the daily |
clinical meeting and medications
| were added to the weekly care meeting. Looking
| to assure that the medication is transcribed, the
: flow sheet if needed, medication on
hand, transcribed onto MAR and that the
medication is being administered, |

The Flow Sheet will be implemented
for any resident receiving _..:{nota new
process).

For residents that have Hold Orders: The order
will be blocked off and yellowed out. A new order
will be re-written with a restart date. The new
process will be visible to the nurses. The hold
medication will be added on the 24 hour report.
Medication Errors will be investigated and
documented following Risk Management
standards and Root Cause Analysis. Evidence of
investigation will be kept. This is a new process
not completed before. Based on the analysis, the
policies, practices and systems, changes will
oceur as needed.

New Process - - @ new shift to shift MAR
review with each nurse. The nurses together will
review the entire MAR/TAR for holes and
completeness for acouracy. If the nurse is sure
that she administered the medications, then she
can initial, if unsure then it would be classified as

i

/ |
|
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a medication error.
Nursing Administration is responsible for daily
checks of the nurse to nurse MAR review,
Nursing Administration will initial for accuracy.
The audits will be reviewed daily by the DON.
The 7-3 nurses are being educated today.
All lab resuits will be reviewed In the dally Clinical
Meeting. All INRs will be reviewed in the morning
clinical meeting and checked against the orders
and MAR.
Monitoring: the MAR checks will be monitored by
the DON daily for 30 days
The Medical Director has been informed and is
aware of the plan and has approved it.
A QA meeting will be held on
On - all nurses on the first and second
shift and a sample of nurses from the night shift
were interviewed regarding the facility ' s new
system related to . The nurses
were able to - the facility ' s policy on
documentation of ‘administration,
The nurses also were able to explain the process
| of the shift to shift Medication Administration J
Report review. |
Shift change was observed on . between {
3:30 to 4:15 p.m. with all nurses appropriately
performing the MAR reviews, The nurses were
initialing the newly implemented form. |
A medication pass was observed with all i
R : administered appropriately per the
: physician ' s orders. i )
F 5201 483.75(0)(1) QAA

H

F 520

QUARTERLY/PLANS

|
Afacility must maintain a quality assessment and

|

|
$8=€ | COMMITTEE-MEMBERS/MEET }]
1
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assurance committee consisting of the director of

| nursing services; a physician designated by the - |

i facility; and at least 3 other members of the 1. Medication Error reports were completed for

| facility's staff. | Tesident’s 42, 45, 48, #9, #14, #15, #16, #17, #18,

] #19 and #20. Their perspective attending
The quality assessment and assurance I :hzsnclans weredzucrﬁed of the medication errors
committee meets at least quarterly to identify bgen"ia; "I‘;:‘:;te;‘ Lflg;’ ding fj"e eJ;“" have
issues with respect to which quality assessment regan dm’; the erors were“{::;g ;‘:th?‘r‘f:‘s y
and assurance activities are necessary; and and medical director, These cesdorn afea macy
de\{elops and |mplem§pts app[r.oprla;e plan.s of receiving their medications as ordered by their
action to correct identified quality deficiencies. physicians at this time.
X 2. Acomplete faciiity review was completed on 4-
AState or the Secretary may not require 30-15 to assure that all resident medication
disclosure of the records of such committee orders were transcribed on the medication
except insofar as such disclosure is related to the administration records. All residents are
compliance of such committee with the receiving their medications as ordered by their
requirements of this section. physicians. No other errors were identified in
this review.

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 the review of the facilities Quality
Assessment and Assurance Committee, resident
record review, interviews with the facility staff, the
Attending Physician, the Medical Director, facility
Administration and review of the facility ' s policy
and procedures related to medication
administration the facility failed identify,
implement and monitor a known deficient
systemic practice of administration.
Based on a review of all current residents

f receiving ten of thirly residents
did not receive their . per the |
physician ' s orders. Residents ' #2, #6, #10, ]
#14, #15, #4186, #17, #18, #19 and #20 were | |
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identified as not receiving that 3. The following policies and procedures were
were necessary to prevent clots or reviewed, Anticoagulation ~Clinical Protocol,
Additionaly the nurses failed to administer Care, Hand Washing/Hygiene,
,{ and < medications timely Medication Holds and Documentation of
and accurately for two (#2, #8) out of forty-eight Medication Administration by the QAP )
( (48) residents reviewed for medication accuracy. Committee on +and have been revised
Resident #6 was not administered for and updated as needed. Education has been
twenty six days. The medication was placed on provided to the QAPI Committee on the QAP!
hold for three days for a dental procedure. The process by the Nurse Consultanton . '
facility staff failed to implement the order and utilizing CMS QAPI at a Glance ed\{ca“?f'a .
resume the medication on , 2015, materials. The QAPI Committee will uilize this
Resident #6 reported pain to the nursing staff and ) farc.ontmugd ide’?tlgft‘on&unities
reporled that the pain was consistent with a Deep 2nalysis and "'an’f'“ghf"; ‘d_'a';t‘ :ah " Amca;
The physician was notified on for improvement in the facility. Sucationa!
s and ordered the necessary tests. The Director also f)artlclpaled‘m this educati
| tacility Talled to implement those orders for three program and is current with the QAP!
Identified opportunities for
I days, delaymg freatment to. the ,r?s'd?nt unti improvement will be brought to the QAPI
I - Resident #6 required injections of Committee for review and implementation of
-~ to dissolve the clot. Resident #2 was J the QAPI process. QAPI Meetings are currently
administered a double dose of 10n 4/8, be held on a weekly basis times eight weeks and
9,12, 13, 14 and - His INR was { then bi-monthly times eight weeks and the
srapeutic on at 3.2, Resident monthly.
#2's physician ordered and N 4. QAP will be monitored by the Nurse Consultant
that were omitted for 10 days. ReSIdent #10 was bi-monthly for three months and then quarterly,
not administered her prescribed . on4/9 This program will also be over seen by the
and -. Resident #14 was not administered Administrator and the Medical Director on an
four of six available doses of ReSIdent ongoing basis.
#15 was not administered her .
and on . Resident #16 s
was to be dlscontmued when the i
!ntematmnal Normalizing Ratio (INR) was greater ‘!
than 2. the iaboratory results ' |
indicated that her INR was 2.5 and the |
was continued for four additional doses. |
Resident #17 was not administered five doses of i
i 1on 3/7, 10, 13, 15, . Resident
#18 was not administered four doses of }
1on 4/2, 11,13 and Resident )
#19 missed four doses of Pradaxa from )
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Resident #20 was not administered
seven doses of ... from -
Resident #8 there was a three day dslay in
starting a physician ordered _candthen
two doses were omitted.

I} F 520

1) A review of the facllities policy 12004)"
Quality Assurance and Performance
Improvement Committee (QAP). Goals of the
committee: (2) promote the consistent use of
| | facility systems and process during provigion of
| care and services. (3) Help identify actual and
| potential negative outcomes relative to resident
care and resolve the appropriately. {5) Heip
departments, consultants and ancillary services
implement systems to correct potential and actual
Issues in quality of care. * " Commiittee
{ Meetings: (2) Special meeting may be called by
|
|

Findings include: f

e

the coordinator as needed to address issues that
cannot be held until the next regular scheduied
meeting."

2) Review of the facility policy entitled * f
Medication Administration General Guidslines for
the Administration of Medications * policy 6.2
| {(page one of three) (no dated) was reviewed and
itwas expected that the nurses administer
medications per the physician ' s orders,
|

3) The DON and NHA ON >at 3:30 p.m,
confirmed that they were aware of Resident #6 ' s
medication errors and provided a facility

I document that indicated a medication error had
occurred. The facility was aware of the
medication errors for Resident #6 only after the
Doppler confirmed the positive . Itwas
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unclear, due to the lack of the investigation, of

![ how and why the medication error was found.

During an interview on &t 10:15 am,, the l f
Administrator stated that on . she received a
report of the concern with Resident #6. She was i
informed of the medication error. The Unit
Manager had educated the staff involved, The i
] DON informed her that she was assembling her
H investigation and would brmg the information to
the next QA meeting on . The meeting
was Initially scheduled on - and it was
delayed due to a trial. The Nursing Home
Administrator (NHA) said usually the QA is
scheduled every third Tuesday of the month. The
facllity has done Ad Hoc meetings in the past but
the DON wanted to make sure everything was
done before hand. The DON informed her that
the physician had been notified. The DON
informed her that the facility was still working that /

process. The Administrator stated that she was
aware the process was in place. The four point
process was not completed and had not been
| presented.
I
[ The NHA confirmed she was aware of the
i medication errors in the facility and failed to
| Implement or monitor other residents that could f
/ be at risk, Resident #6 medication error was
identified on . the next scheduled * }
g Quality Assurance and Performance
Improvement Committee (QAPIY is
(28 days after a significant medication error tha{
caused an extensive clat).
|
|
1

4) During an interview with the DON at
approximately 2:30 p.m., she was unable to
present any information regardfng her
} investigation, education or audits. No formal
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action plan had been put in place as of the time of
the start of the survey on .

520

An interview was conducted with the facility ' s
Director of Nursing (DON), on at 3:00
p.m. Alist of medication errors for the month of

-1 2015 was provided by the DON. The DON
stated that she was aware of the medication error
for Resident #6. She stated that a nurse found
the error after performing a * medication review. "
The DON stated that she was unsure of why the
error occurred, She stated that the facility ' s ]
intervention was the - Jand the |
physician and the resident were notified of the
error. The DON confirmed that no audits or |
education was provided to the staff following the
medication error. The DON also confirmed that
there was no evidence of an investigation. The
DON stated that her conclusion of the omitted
medication for Resident #6 was " we performed /

an and started giving her
injections and elevated her left leg.

| On - at 8:50 a.m. the Nursing Home

Administrator, DON and the facility 's corporate

( nurse confirmed that an in service was not
conducted related to Resident #6 ' s omissions of

her scheduled medications.

8} During an interview on _at2:45 pm,,
J the Medical Director stated that he had been the
| Medical Director of the facility since 2012. He
stated that he participated in the QA monthly
meetings and the facility followed & set agenda. f!
He stated that he was made aware of incidents
for his patients and that the attending physician
for the other residents would be notified of
incidents. He stated that he would expect to be
| notified of incidents, including medication errors,
1

F 520

/
-
f’
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specifically, for system failures that could affect (

all residents. He stated that he was here at the l
I facility every Wednesday and Friday. However,

someone from his physician group was present
f daily and should be notified. He expected that

the nurses notify the physician of any incident.

He confirmed again that he was not made aware f

of any medication errors for Resident #6. He was [
not aware of any issues in QA related to
medication administration, He stated that he was
aware that the facllity used a lot of agency staff
and had a ot of turnover. The Medical Dirgctor
stated that there was no action plan identified or
implemented related to staffing or staff
procedures. He also stated that he was aware of
a concern with nurses not implementing physician
orders timely. He stated that the nurse would
pass off the order to the oncoming shifts and the
medication would not be started. He stated that
he provided education to the staff " within the
year " related to medication implementation. The
education was to have a second nurse initial the
order to assure implementation. He confirmed
that there was nothing in Quality Assurance (QA)
related to the medication administration and order
implementation process. The Medical Director
stated that if the facility had a good system in i
place, then any staff member should be able to
come in and care for the resident with no breaks
in the system. He stated that the " system was
not perfect and should not have failed. " The
Medical Director was asked if it was expected
that the facility notify him of negative outcomes;
he stated, " Iwould love to. "

|

8) During an interview on o -at10:30 am.

Resident #6 stated she was diagnosed with a

i H(DTV). She said it was
notjusta "It was an extensive The

/
|
,!
{

|
|
|
|
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resident stated that " the doctor said It was from
my knee to my foot and | think there was more
than one " The resident was asked if the
nurse had spoken to her about her . She
said, " No, the doctoer told me the nurses were
not giving me my medication, he was really

I pissed. " They (the nurses) had to give me

two times & day for five days and | hate

needles. " Resident #6 said that when she first
had come to the facility she had a in her left
arm and, " that is why | take the every
day. " The resident stated that she used to
check her medications every day and now has to
start checking them again. "it's not my job to
have to ask if all my medications are there or not
isit?"

R

During a telephone interview on rat
11:42 a.m., Resident #6 's attending physician
stated; " the nurses did not give her medication
- The medication was only on hold for a
few days for her dental surgery. The physician
was asked why the medication Xarleto was nat
restarted after her dental surgery. The physician
stated he did not understand why the nurses did
not restart the medication. " I gave the nurses
the order they should have restarted the
after the dental procedure was completed. The
+Is to prevent her from getting a
i if she would have received the
| medication she would not have gotien a

During an interview on ~at 12:20 pm,, the
attending Physician confirmed he assessed the
resident on - and documented the resident
‘s leg was red and . He also ordered a
Doppler study. The physician stated that
he was informed by Employee (LPN) A. of the
.1 leg and the lack of the .-en

F 520

|

!
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He verbally gave the order to Employes
A. The attending physician confirmed the
Doppler order was not completed until
- and also confirmed that no

medication was started untif . Hewas f
unsure of why there would have been a delay in
obtaining treatment, necessary tests or initiating
the medication,

Further review of the physician orders dated on
" Stop x 3 days prior to
i 1and resume one day post
| 'p.m."  The order did not contain a
nursing signature. The next order that was
writter; Clarification -+ 16 mg orally every
HS- (this order was not dated). Ahand i
written telephone order, dated on s |
Doppler STAT and a third order dated for
the same day . 80MG 8SQ(
g *{two times) for 5 days.

Review of the Medication Administration Record,

dated 2015, revealed a typed order dated
15 MG tablet one tablet by

mouth once a day. Directly undereath the typed

order a hand written enfry; resume .. The

| Medication Administration Record {MAR)

[ revealed the nurses documented for

i

s »and "HOLD. "
The MAR for . when the s was to
be restarted was reviewed. The boxes, where an
initial should have been written, were empty
| {indicating the dose was not administered), The
remainder of the MAR from i through
- was reviewed with no indication that
the medication had been given and no indication
as to why the medication was not given.

The medical record in Resident #5 ' s chart )

F 520{

|

|
|
|
|
|
|

|
|

|
|
|
|
|
|
|
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.| years old, Resident#6° s medical history

Cuntinued From paga 149
contained a Progress note/Monthly Evaluation ®
dated: Listed undar current complaints:
" Redness and leftleg. " Dosumented
(under extremities); 4+ .. L> “left
leg (new finding). Resident had been " Off
15 MG for 3 weeks by nurse ' 5 error. ™
Further review of the attending physician 's
progress note Indicated that Resident #6 had a
Recurrent "to her laft leg that is new and has
worsened. Hand written next to the word
worsened : Doppler was ordered. " A
review of the Physician ’ s Progress Notes
revealed on 3/28/15, the Aftending Fhysician
assessed Resident #6 and diagnosed Her with an
acute The physician
docurmented: " Redness and left leg, 4+
L> ‘leftleg.” The physician

also documented that the resident had besn Oﬁ

+ 15'MG for 3 weeks by nurse ' s emror. "
Further review of the Attending Physicxan
prag) note led he doc
Doppler was ordered. " There was no
carresppnding physician * s order for the Doppler
Studles until , three days affer the
physician assessed the resident.

Further review of Resident #6 * s medical record
revealed that she had resided In the facility for |
approximately fifteent months and was fifty three

Includad . and a history of
. On12/22/2014 8
revealed a
Score of 15 indicating no i

Review of the Nurses ' Notes on
ravealed no documentation of a red, leg.
Thera was no documsntation of the omission of

the medication, the physician visit or the new

E 520
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orders, On . employee (LPN) A

} documented: the resident complained of pain |
and redness to her leg, upon assessment the leg
was warm to touch and was .. Painful, 2+
pitting. The doctor was paged and made aware
and stated he saw her on Saturday. New orders
for _*were obtained. On :

at 3:25 a.m. the nurse documented at " 12:45
a.m. patient states she thinks she has a to
her LLE. Area of slight redness noted to inner
calf to LLE, sto LE. Skin temp [
|

within normal limits, refill is brisk
- Unable to assess pulse related to
- Patient rates pain level #1 at this fime on
a scale of 1-10 with 10 being the worst. Patient
states she has had multiple +in the past and
J knows what it feels like. Nofifled resident
physicians of above and new orders were
received for a STAT : Doppler of the LLE to
ruleout .. At0200 (2:00 p.m.) +100mg
was administered for c/o pain to LLE with a pain
level of 9 out of 10. 1 was effective. At 0330
(3:30 a.m.), the mobile . service arrived
to perform Doppler. Patient remained on bed rest.
Patient remained alert and responding

appropriately to verbal and stimuli. No s/s
of distress noted, Vitals .
| Patient received new order on i to restart

, ' was not discontinued). *
Areview of the Ultra Sound Report, date of
service: revealed: Examination:

: Doppler extremity/limb, left. Clinical
indications: 1of Limb, Findings: Real time
color imaging shows no collateral and
augmentation of post . popliteal
deep ! 1and common s of left feg.
There are no excessive collateral veins. Left
lower Extremity < duplex '

]
)
| |
o
| |

|

| |

f |
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F 520

ADON told her the things that needed to be done
and she was " just helping them out not doing the

| Continued From page 151
Impression: Extensive
seen,

During an interview on ,at 3:30 p.m,,

the DON stated " she checks the MARSs two
times a week by flipping through ail of the MARs,

" She confirmed there is no documentation
related to this process, The DON said that the
ADON and Unit manger check avery MAR daily
for accuracy and completeness. {

During an interview on .at8:50 a.m,, The
Assistant Director of Nurses stated that she
randomly checked the MARSs on a daily basis for
accuracy and completeness. She stated that she
checked new admissions and " maybe two
others. " She stated that the Unit Manager was
responsible for checking at least five residents on
each cart on a daily basis, The ADON stated that
there was not a definite system of checking the ;
MARs.

An interview was conducted on . at 9:30
a.m., Employee (LPN) A, Interim Unit Manager
(started on Monday She stated that she
checked all new admissions for accuracy of
orders and double checks with the MAR for
accuracy. She stated that she did not do anything I
with the MARs on a daily basis. No one informed
her she was supposed to be checking the MARs.
She stated that she gets the new orders and the
24 hour report in the morning and then gives
them to the ADON or DON 1o take them to the
| morning meeting. She does not usually go to the |
morning meetings and was not aware of any plan
[ to begin to go. She stated that no education or
| training was provided to be a Unit Manager. The

F 527f

N

f
f
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{ wholg position, *

! The regular unit manager (LPN) B, on the Long
Term Care unit was currently on medical leave
and was unable to be contacted.

The MAR indicated that six nurses, assigned on
the 3-11 p.m. shift, failed to administer the

i as ordered by the attending
physician,

|
|
|
Continued From page 152 /
]I During an interview on - at4:10 pm,
Employee (RN) E, a nurse that cared for the
resident on 12 of the 26 evening shifts, stated
that she had been a nurse for a long time and
I worked in long term care. She stated that she
] was famifiar with Resident #6. She stated that
she was aware the resident needed The
medication was not administered. She stated
that she did not think the order was on going.
She stated that it was on hold. She stated that |
J she did not have the time to research the order
and was aware that Resident #6 was at high risk )
for - She stated that she questioned the
medication to other staff: however, she did not
recall who the staff member was. She stated that
the doctor came in and then realized the
medication should have been resumed. The
nurse stated that when a medication was held,
the nurse should writs hold on the days that the
! medication is to be held and then indicate when
| the medication shouid be resumed, The nurse
confirmed the MAR and confirmed that there was
stated that she did not recall the _ resume
date. The nurse stated that " my philosophy is if
f I don 't see the medication and don ‘tsee astop { f
1

|

no indication the medication had been given. She
order, then I question with another nurse as to
I

Wwhether the medication is on hold or should be
Faclity 10: 62932 It continuation sheet Page 153 of 167
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discontinued. " She stated that she would call
the pharmacy. She stated that the medication

confirmed that she did not document any
omissions in the chart. She stated that she did
not look at the chart to find the original order. |

An interview was conducted on at 4:30 z

card was not in the cart. The nurse also J
|

p.m. with past Employee (LPN) D. she stated that
she worked at the facility . She
said she was a new LPN, graduated 2014, and it
was her first job in a Skilled Nursing Facility.
When asked about her training she stated she
had trained for two to 3 days and was on her own
by the fourth day. She said she had felt that it
was " *" on her orientation process as far

) as knowing the processes and was able to always

f 9o back and ask questions. Employee (LPN) D,
stated that she recalled caring for Resident #6.
She confirmed that she was on ~and I
stated that she cared for her several times. The I
staff member was asked and visually confirmed fI

the MAR and confirmed that she worked on |

|

- The nurse next confirmed
and then confirmed the order
said to resume . The nurse stated that she
would not have given a medication without }
|

' and
the order for

signing the MAR. These dates were blank, with
no initials,

A review was conducted of the Pharmacy
Dispensing Record for Resident #6 ' s -
from . 1-A_ 12015, The pharmacy sent |
14 pills at a time. Review of the Dispensing Log }
revealed the facliity last received 14 pills on

| . All of the medication would have been

| administered by . Therefore, there was no

avallable for administration. The |

|
|

l
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medication was not a routinely stocked
medication in the Emergency Drug Kit.

Review of the Drug Manufacturer 's
Pharmaceutical Medication Guide for

f revealed, " 1is a prescription
medicine used to treat

of these conditions occurring agaln.

fowers your chance of having a by helpmg
to prevent clots from forming. If you stop taking

, you may have increased risk of

without talking to the doctor who
prescribes it for you. Stopping

|
forming a clot in your .. Do not stop taking
increases your risk of having a .. if you have
]

to stop taking . your doctor may
prescribe another _. medicine to

preventa ! clot from forming. Do not stop
taking without talking to your doctor
first. Your doctor may stop 1for a short

time before any surgery, medical or dental

procedure. Your doctor will tell you when to start

taking again after your surgery or

| procedure. *
Review of Resident #6 ' s Care plan Foous on
Anticoagulation reflected the resident
had a " potential for abnormal _." Date
Initiated; - updated: . Goal

will be free from signs and symptoms of abnormal

Interventions: Administer
as MD ordered. *  The Care Plan was not
followed,

The facility identified thirty residents receiving

Al thirty residents were sampled.

The following residents were identified with
medications errors related to

. iand
. and to help reduce the rlsk

|
q

|
|
1

F 520I
|

f
|
/
/

|
|
|

S

|
|
(
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|
|

| written correctly but because the rorder

Continued From page 155

7) During an interview on ..-at 3:45
p.m. the facllity ' s Director of Nursing (DON}
stated: “ we have had another problem with an
it happened to Resident #2. " The

DON said that when Resident #2 was admitted |
on s and the nurse had written up the
physician orders on one of our order sheets, the

1 was written on a regular sheet that did
nothavea . copy thatis used for the
medication administration record. We (DON and
ADON) did not find out about the medication not ]
being given until " The DON was
asked what the process was on checking
admission orders for their accuracy she said that
usually the unit manager will check the orders the
next morning and then added the unit manager
was out on maternity leave. The DON was asked
who would be responsible to verify the physician
ordered medications were accurately franscribed
into the Medication Administration Record (MAR),
she said the ADON or me. The DON said, " We
checked the physician order sheet and they were

was not put on the physician order sheet that
contained a -1 copy it did not show up on the |
MAR. " The DON confirmed she did not review
the MAR to make sure all the physician orders
were transcribed. The DON was asked how that
had happened and stated; *1'm still trying to
figure out how it happened and then | do find it
out it has unfortunately already occurred. *
When asked if the facility used a check off
system for newly admitted residents she said, *
we used to but now it is computerized. The
computer tells us what to do. " She stated she
was there the day of the verbal teaching but she

I did not sign the in-service verifying that she had

F520
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attended.

The Medication Administration Record for
Resident #2 orders were to give '

4 mg by mouth on Sunday,
Tuesday, Wednesday, Thursday and Saturday
and to administer ;2 mg on Monday
and Friday. The MAR indicated that on; 4/8, 4/9,

s and on -~ both orders
were initialed/signed as being administered
resulting in a total of 6 mg of . On

the order was discontinued and
rewritten to give 14 mg by mouth on
Sunday, Tuesday, Wednesday, Thursday and
Saturday and to administer 12mgon
Monday and Friday. (The same identical order,
this time the initial boxes were outlined indicating
which day of the week the medication needed to
be given). .

|
z
|

{ The DON provided a copy of an in-service that
was conducted on (three days after the
medication omission was found) Teaching
Method: Verbal Topic: . and

.. Protocol. Make sure  INR is done,
Call MD with results before giving medication,
check orders daily and make sure ilog
| is accurate. The DON was asked about any
| in-servicing that was provided to the licensed staff
! on physician orders not being transcribed

|
accurately in the residents MAR or not being (
transcribed at all, she did not respond. "We
were going to bring it into our QA meeting on
Tuesday .
Afurther medical record review was conducted I
for Resident #2 and revealed he had resided in
the facility for approximately three weeks. His !
diagnoses included:; !

1

|
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Resident # ' 25 Medical Record also revealed
admissions orders dated « for 40
mg by mouth one time daily and i 15
units _in the morning and 5 units
at night time. Resident #2 did not receive his

. from Resident #2 did not
receive his scheduled I ... morning
dosage from - _and the R

. night time dosage from ..
The MAR revealed orders dated sto
start 140 mg one time daily and

- 15 units in the morning and 5 units at night
time, hold if BS is less than 110.
Resident #2 nursing notes were reviewed for

at3:16 p.m. * there was a med error

for patient in patient I . patient

cand 1 was never given patient was
supposed to be on dally weight not done.
Physician has been paged, Waiting for call back "
. The nursing notes for iatt:B4am. "
New order for  INR ordered for the AM {

for the 1 dosage error ",
There was no corresponding nurses * nofes
related to the omissions of Resident #2 ' s

was conducted with Resident #2' s Attending

Physician. He confirmed he was notified that the

resident had been receiving double doses of his
s and confirmed that his International

/ Ratio was 3.2 and not critical srapeutic). J

|

]
( or .
; On +at 11:45 am. a telephone interview

The physician confirmed the facility did not follow
his orders and should have administered the
proper dosages of ... on the proper days
as ordered. The Attending Physician also
confirmed that he was notified that Resident #2
did not receive his ordered for ten days
after being admitted and he did not receive his

1 for ten days after being admitted to the

F 520!

/
f

S

|
|
|
{/
|

|
|

l
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: does that mean he
needs monitoring. The Attending Physician
stated “yes, he needs his ! sugars
monitored he could have went into
or 1 and worse yet into .
" The physician stated " they need to fix it, | don
"tknow if it 's the DON or the corporation they
| have to fix these things so it doesn ' t happen

again. "

On , the DON and NHA confirmed that
they were aware of Resident #2 ' s medication
errors and provided a facility document that
indicated a medication error had occurred. The
facility was aware of Resident #2 * s medication
error on , however, no negative outcomes
occurred. Itis unclear due to the lack of the
investigation of how and why the medication error {
Jwas found. On the DON stated she "
J checks the MARSs two times a week by flipping

|
|

through all of the MARs. " She confirmed there
was no documentation related to this process.
The DON said that the ADON and Unit manger
check every MAR daily for accuracy and
completeness.

8). The facility admitted Resident #10 on ;
with diagnoses including .
. *Accident and
per the physician order summary
list of diagnoses.
Review of the Admission Physician Orders, dated
revealed the resident was prescribed

S

(
Z
|

|
| |

40 unit daily at 9 a.m,
f Review of the Medication Administration
[ Record revealed Resident #10 did not recsive
Event ID:KCY811
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on 4/9 or . There was no
documentation on the back side of the MAR as to
why the medication was omitted.
Review of the Care Plan, dated , revealed
a problem area was identified for "

_. potential for abnormal " The
approaches included " administer :
as MD ordered. "

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on .. -at 11 am. No additional information
was provided related to why the medication would
not have been given to Resident #10.

9) The facility admitted Resident #14 on

with diagnoses including Acute
1and

_ , per the demographic
face sheet.
Review of the medical record revealed Resident
#14 was transferred to a Hospice Holse for end
of life care.
Further review of the medical record revealed a
physician ' s telephone order, dated
for 30 units _twice dally.
The resident was placed on due to
sub-therapeutic INR (International Normalizing
Ratio) levels and she was at risk for developing
additional | clots.
Review of the Laboratory resuits révealed, on
| Resident #14 ' s INR was 1.1, On
i the was discontinued. The
| resident remained sub-therapeutic and the
physician was attempting to adjust her

10} Review of the Medication Administration
Record for * 2015 revealed Resident #14
did not receive for 4 out of the 6

|

F 520

/

I

] available doses. She did not receive any
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on .. The resident did not receive
on at9am., _at@am,
or atga.m. There was no
documentation in'the nurses ' notes or the back
of the Medication Administration Record as to
why the medication was not given.
On - the resident was noted to have
redness and to her right leg. An
| was ordered and the resident was
diagnosed with a .
Review of the Care Plan, dated  revealed
a problem area was identified for * :
potential for abnormal " The
approaches included " administer
as MD ordered. "
l During an interview on ... at 2:30 p.m., the
Nurse Consultant confirmed the missed doses of |
2 . He stated that the medication should |
have been available from pharmacy and was
unable to determine why the nurses would not
have given the medication. He stated that at
least one dose of the should have been
given on

11) The faciiity admitted Resident #150n .
with diagnoses including s
_-and
per the demographic face

f Review of the 2015 Physician Orders
i revealed Resident #15 was prescribed
1 40 unit . daily for two weeks,
I Review of the Medication Administration Record
|

@
=
®
i3

for ! 2015 revealed Resident #15 did not
receive her .on and .
Review df the Care Plan, dated , revealed
a problem area was identified for *

potential for abnormal ." The
approaches included * administer :

I
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as MD ordered, *

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on iat 11:00 a.m. No additional
information as provided related to why the
medication would not have been given to
Resident #15.

12} The facility admitted Resident #16 on
with diagnoses inciuding
and per the physician
diagnoses listed on the Medication Administration
Record.
Review of the Physician ' s Orders revealed on
' Resident #16 was prescribed " :
80 units every 12 hours, DIC {discontinue) when
J INR (international normalizing ratio) above 2. "
Review of the Laboratory Data revealed an INR
| was collected on that was 2.6.
Review of the Medication Administration Record
for 2015 revealed Resident #16 was given
on iand _. He
received four doses of cafter the
medication should have been discontinued per
the INR value of 2.5,
Further review of the Laboratory Data revealed an

INR was collected on and the resident
was srapeutic at 3.9.
Record review revealed no indication of abnormal |
. was noted. ]
Review of the Care Plan, dated revealed al
[ problem area was identified for * |
potential for abnormal _." The /

as MD ordered, "

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on -at 11 am. No additional information

{ approaches included " administer
|
! was provided related to why the resident received

f
/’
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the - when the medication should have

T
F 520
been discontinued.

: 13} The facility admitted Resident #17 on i
with diagnoses including .
Accident and
{ per the demographic face sheet.

revealed the resident was prescribed

mg PO daily at 5 p.m.

Review of the ' 2015 Medication

Administration Record revealed Resident #17 did

not receive the prescribed ... for 5 doses;
s . ..oand . There was no

documentation in the nurses * notes or on the

back of the MAR as to why the medication was

omitted.

Review of the Care Plan, dated revealed
| @ problem area was identified for » .
; _ - potential for abnormal " The

approaches included " administer

as MD ordered. "

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
jon

| provided refated to why the medication would not

have been given to Resident #17.

14) The facllity admitted Resident #18 on
'and the resident was readmitted on
-+ with diagnoses including
Chest Pain and

Review of the Physician * s Orders, dated
revealed Resident #18 was prescribed an
18.5 mg daily at ¢ pm.

Review of the Physician ' s Orders for April 2015
i3

-at 11 am. No additional information as

|

};
|
|
|
|

y

|
|

Review ofthe 2015 Medication
Administration Record revealed Resident #18 did
not receive his on4/2, R !
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or . There was no documentation on the
back side of the MAR as to why the medication
was not given,
Review of the Care Plan, dated
a problem area was identified for "
., potential for abnormal .
approaches included " administer
as MD ordered. "
During an interview with Resident #18 on
- at 3:20 p.m. he stated that there had
been oceasions where he did not receive all of his
ordered mediations from the nurse. He stated
that he now had to check all his medications for
accuracy. He stated that when he brought it to the
| nurse ' s attention when he did not receive his
| medications, they told him that they were either
out of the medication or they would go back and
bring him his ordered medication. He stated that
he used to have a medication book on his !
bedside table that he would utilize to check his /

. revealed

" The

medications but that the medications are
changed from the manufacturers or the pharmacy
50 often now that it is obsolete.
The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on < at11a.m. No additional information
as provided related to why the medication would

| not have been given to Resident #18.

18) Resident #19 was admitted to the facility in

-.: 2015 with admitting diagnoses of [
[

and
- Resident #19 was identified and listed
on " Current active orders for "
that was provided by the facility. |
i The physician orders were reviewed with an
order, dated to administer and

Pradaxa 150 mg capsule one
capsule by mouth two times daily for a diagnosis

F 520

|

—

|
| |
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The MAR was reviewed for 2015 and it
identified that resident # 19 had missed four
doses of Pradaxa on at 5:00 p.m.,

at 5:00 pm., > at 9:00 a.m. and,
again, at 5:00 p.m,

| The nursing notes revealed that for the days the
medication had been omitted, there was neither

documentation rior nofification to the physician on

why a prescribed medication was not
administered as ordered.

Review of Resident #19°' s Care plan Focus on

Anticoagulation . has a potential for

abnormal .. Date Initiated; .

Goal " will be free from signs and symptoms of

abnormal " Interventions; Administer

as MD ordered. The Care Plan |

} was not followed. ;

|

16) Resident #20 was admitted to the facility on
with a history of recent
for 1 of right with .
Review of resident physician orders, dated
determined the resident was to
receive an R 40 mg
| avery 12 hours for preventative
measures,
The MAR was reviewed for 2015 and it
revealed seven separate missing initials or circles
around inftials indicating the medication was not
administered as ordered. On Jate:00
! p-m., the box on the MAR was without an initial,
! 19:00 a.m. the box was initialed with a
- at 9:00 a.m. the box was
at 9:00 p.m. the
‘at 9:00

initialed with a circle,

box MAR was without an initial,
p.m. not initialed as given, and, on ‘at
9:00 a.m,, the box was initialed with a circle.
The back of the MAR nursing notes for

[ circle,

i

]
F520

|
|
|
|
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at 9:00 p.m, indicated that the was not

F 520 ’
1
available to give. A second nursing note for l

A

-at 9:00 a.m. indicated that the
pharmacy was notified.

S

17.) The facillty admitted Resident 48 on 3/16/15

with diagnoses including

Hip _and .

Review of the Physician Telephone Ordérs dated
- revealed the physician ordered a

Urinalysis with Culture and Sensitivity and also

ordered 1 500 ma every 8 hours for 7

[ days for a

/ Review of the Laboratory Data revealed Resident

|

#8 did not have a Urinalysis collected.

Review of the rand 2015 Medication

Administration Records revealed Resident #8 ' s
was not started untif SH{athree

day delay in initiating the physician ' s order).

Further review of the MAR revealed the 6 am

dose was given on however, the 2 pm and

10 pm doses were omitted.

x During an interview on -at 2 pm, the Nurse

I

I

I

Consultant stated that the Urinalysis had nof been
collected. He stated that he was unsure why the
nurses would not have gotten the sample. He
also stated that the 6 am dose on
was taken from the Emergency Drug Kit,
He confirmed the 2 pm and 10 pm doses were
notgiven. The Nurse Consultant also confirmed
there was no documentation related to why the
j urinalysis was not collected, why the medication

|
|
|

notinitiated for 3 days or why the resident missed
two doses of her .

During an interview on at10:13 a.m, and
at 10:43 am., The DON stated that the

process of checking the MARs was an informat

process that is implemented inconsistently and

|
|
|
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the ADON and Unit Manager assist with the
prooess. There was not a written policy or
procedure. The DON stated that she had been in
the role of DON for one year and the process of
checking the MARs had been an expectation
since her arrival and she had continued that
process since then. The DON also stated on
‘at 10:43 am that she was unaware the
[ ADON and Unit Managers were not checking
MARs daily. The next QA meeting is to be held
on .

|
i
|

|
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N 000, INITIAL COMMENTS N 000
Preparation and submission of
SKILLED NURSING FACILITY This plan of correction does not
Constitute and admission or
COMPLAINT INVESTIGATION )
CCR#2015002905, CCR# 2015003708, and gﬁ‘:“g’: "g the provider of the
CCR# 2015003927. of the facts alleged or
correctness of the conclusions set
A Complaint investigation and Extended Survey sz;z;:gites ﬂ&e;?:g‘o‘;fcmemon
was conduc:gd off hours at 6:30a.m. Monday is prepared and submitted
: o solely because of the requirements
y under State and Federal law.
A Partial Extended survey was conducted This plan of correction will
serve as the Facility’s allegation
EXCEL REHABILITATION and HEALTH " .
| CENTER had deficiencies identified at the time of of sabstantial compliance.
the visit,
AClass | deficiency was identified at N 201 I
N 042 400.1183 F$S Resident Grievances and N 042
$8=D| Complaints
«| (1) Every nursing home must have a grievance
procedure available to its residents and their .
families. The grievance procedure must include:
(a) An explanation of how to pursue redress of a
grievance.
{b) The names, job titles, and telephone numbers
of the employees responsible for implementing
the facility ' s grievance procedure. The list must
include the address and the toll-free telephone [
numbers of the ombudsman and the agency. I
{c) Asimple description of the process through i
which a resident may, at any time, contact the f
toll-free telephone hotline of the ombudsman or ~
the agency to report the unresolved grievance. ,5
{d) A procedure for providing assistance to l ‘ LS
residents who cannot prepare a written grievance
without help. J
{2) Each nursing e facility shall maintain |
CA Form 3026-0001
BORATORY DIRECTOR'S OR, ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TLE (X6) DATE
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N 042] Continued From page 1

records of all grievances and a report, subject to
} agency inspection, of the total number of

grievances handled, a categorization of the cases

underlying the grievances, and the final

disposition of the grievances.

(3) Each facility must respond to the grievance

( within a reasonable time after its submission.
(4) The agency may investigate any grievance at

any time.

This Statute or Rule is not met as evidenced by:
Based on interviews and record review, the
facility failed to act on, resolve, and log resident
grievances for two (Resident #6 and Resident
#23) of twenty-three sampled residents.

Findings include:

(1) During an interview with Resident #6 on

‘at 10:30 a.m. stated that she has
multiple concerns with the facility including
waiting for assistance with activities of daily living
(ADL) care, staff siow to answer call lights, and
concerns related to nursing staff providing her
medications as ordered. She stated that she has
voiced these concerns to multiple facility staff,

Review of the following nursing notes revealed
that the staff was made aware by Resident #6
that she had concerns related to care and
services on sand

Review of the Grievance log from
_ revealed no grievances
logged for Resident #6.

> at 3:10 p.m. he stated that when he
pressed his call light for assistance that the staff

|
{ (2) During an interview with Resident #23 on
furn off the call light and

| will come into his

1.Resident #6iconcern recorded
" . nurses note regarding
timing of her medication, order
was written by MD on
change to times requested by res.

#6. Concern resolved at that time.

Res, #6 concern recorded in

nurse’s note regarding res. choice of

lift . resident was provided choice

of 2 lift pads, resident chose which

one she wanted to use, this was resolved

on . Social Service

met with resident #23 on

advised resident that call light

audit was being implemented 1o address any
negative trends with call light response time.
resident expressed no further concerns at that
time.

Social Service met with

Resident #6 on

10 review

Facility grievance process.

Resident stated she had no

concerns or grievances at

this time, Social Service met

with Resident #23 on '

to review facility grievance

process, Resident stated

he had no grievances/concerns

atthis time. Resident #23

discharged home on

to

/
1
|
|
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“ATE FORM
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N 042, Continued From page 2
stay that they are going to get his Certified
Nursing Assistant (CNA). He stated that this
happens consistently and that he has to do this a
few times before his CNA actually comes into the

» help him, He stated that there has been
times when he has asked the assigned CNA had
anyone told them that he needed assistance and
they tell him no. He stated that the CNA staff has

told him that they are working short or are
working on another hall so they cannot see when
his call light goes off, He stated that many times,
staff not assigned to his | just waik past
his | he has his call light on for
assistance. He stated that he has talked with the
unit manager and the nurses related to staff
coming into his , turning off the call light and
leaving without providing him assistance but it
has done no good because they continue to do it,

During an interview with the Nursing Home
Administrator (NHAYon _____ . at4:34 p.m.
she stated that Resident #23 was angry about a
number of things when he first arrived at the

facility on including some things related
l tohis. . ... She stated that they had
: changed his the concerns he had were
|

never placed on the grievance form or grievance
| log. She was asked f alf residents * grievances
are not logged, then how the concerns are
reviewed by the Quality Assurance Committee to
identify patterns or trends per the facility policy.
She stated that " if grievances are not logged
then it is impossible to track and trend them " .
She confirmed that there was no grievance
logged related to Resident #23 having concerns.

A review of the nursing notes for Resident #23
revealed that on several staff made
administration aware that the resident had
concerns related to staff not answering the call

Services at
resident councll meeting, and

then quarterly with resident council.
Call ight audit to be completed

by Soctal Service/designees on all 3
shifts starting ; through
with resuits reported at i

OAPI meeting, Calt light audit wil

continue on all three shifts

for three months by Social Service/designees
with resuits reported by Social Service

at monthly GAPE meeting. Negative trends
identified in call ight response time

will be addressed by inservice

to staff involved and documented as

2 resident grievance if indicated.

“fracking and trending of all resident grievance
veports will continue monthly,

with results presented at

monthly QAPI meeting. Negative

trends identified with grievance type will

beid igated by Risk

for quality improvement plan and resolution via
foot catise analysis.

3.Resident Grievance p&p is posted J
at each nurses station and in the

Main lobby. Grievance p&p reviewed at

: resident counch meeting, and then

Quarterly with resident councl.

Resident’s receive a copy

of the Grievance plp at the time of

admission . All staffto be [
inserviced by Sacla Service/staff development

on grievance p&p by

Grievance forms placed on clipboards
ateach nurses station for ease of ]
access . J
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ATE FORM 6508

KCY611

i continuation sheet 3 of 37




{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION SURVE
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLI
C
62932 B WING 05/01/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2811 CAMPUS HILL DR
EXCEL REHABILITATION AND HEALTH CENTE TAMPA, FL 33612
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
[ DEFICIENCY)
N 042’ Continued From page 3 N 04z
light in a timely manner, taking too long fo serve 4.Resident grievance MFking and trending
the food. It was noted that the Nursing Home will continue monthly with Social Service
Administrator, DON, Social Worker, and Unit [ reporting res«fis at monthly qapl-d N
] Manager met with the resident at bedside, Caltlight audits wilt be completed by
Social Service/designee for all
Review of the Grievance log from 3 shifts x 3months. Social Service will
11112015~ s revealed no grievances present results of cafl light audits x3
fogged for Resident #23. months at monthly gapi committee
| ’ to identify any negative trends and ensure
. . " hrough
| Review of the Grisvance Policy {no date) they are analysed and addressed throug
| revealed the following: root cause analysis .
Any resident or responsible party has the right to
voice grievances ... grievances include those with
respect to treatment and services furnished, as
well as those not furnished, and may be
expressed at any time, both verbally and in
writing. Grievances will be monitored by the
Quality Assurance Committee. In order to be |
] remedied, residents and responsible parties
report the concern to staff.
Class Il ]
|
N 063

N 063 400.23(3)(a)1 FS; 59A-4.108(4) FAC Minimum
S8=E| Nursing Staff

59A-4.108(4)

i The nursing home facility shafl have sufficient
nursing staff, on a 24-hour basis to provide
nursing and related services to residents in order
to maintain the highest practicable physical,

mental, and psychosocial well-being of each
resident, as determined by resident assessments
i and individual plans of care. The facllity will staff,
| ata minimumn, an average of 1.7 hours of
} certified nursing assistant and .6 hours of
licensed nursing staff time for each resident
during a 24 hour period.

Facility reviewed
CN.A staffing schedule

» 16 ensure minimum
staffing requirements for CNLA'S
was met and would continue to be
met each day.

S

Staffing coordinator will meet
daily with HR,DON or Administrator
To review daily staffing levels and
staffing for week at hand to ensure
minimum staffing requirements for
CN.A’s are met,

|

1CA Form 3620-0001
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N 0683/ Continued From page 4 No63 Daily staffing sheet was revised for f
ease of use and will continue to be
400.23(3)(a)1. The agency shall adopt rules posted by shift at each nurses station,
i providing minimum staffing requirements for all Ticensed nurses will be inserviced
nursing home facilities. These requirements must by - by staff development
l include, for each facility: regarding daily staffing
a. A minimum weekly average of certified nursing sheet and mandatory requirement for
assistant and licensed nursing staffing combined Licensed nurses to call staffing coordinator
of 3.6 hours of direct care per resident per day. as well as Director of Nursing
As used in this sub-subparagraph, a week is 10 advise of 1 offs or N
defined as Sunday through Saturday. 'se otany call offs or issues with
b. Aminimum certified nursing assistant staffing staffing to ensure adequate coverage.
of 2.5 hours of direct care per resident per day. A - ) }
facility may not staff below one certified nursing DON/Administratar will monitor
assistant per 20 residents. Staffing Iev‘e!s an a daily basis and ensure
¢. A minimum licensed nursing staffing of 1.0 any potential negative variances are
hour of direct care per resident per day. A facllity addressed. DON will report x3
may not staff below one licensed nurse per 40 raonths to monthly
residents, QAPI committee status of (
2. Nursing assistants employed under s. Staffing hours.
400.211(2) may be included in computing the
staffing ratio for certified nursing assistants if their
job responsibilities inciude only
i nursing-assistant-related duties.
3. Each nursing home facility must document
| compliance with staffing standards as required
| under this paragraph and post dally the names of
staff on duty for the benefit of facility residents
and the public,
4. The agency shall recognize the use of licensed
nurses for compliance with minimum staffing
requirements for certified nursing assistants if the
nursing home facility otherwise meets the
minimum staffing requirements for licensed
i nurses and the licensed nurses are performing
J the duties of a certified nursing assistent. Unless
| otherwise approved by the agency, licensed [
nurses counted toward the minimum staffing
requirements for certified nursing assistants must
exclusively perform the duties of a certified !
JCAFarm 3020-0001
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N 063

|

|

Continued From page 5

nursing assistant for the entire shift and not also
be counted toward the minimum staffing
requirements for licensed nurses. If the agency
approved a facility ' s request to use a licensed
nurse to perform both licensed nursing and
certified nursing assistant duties, the facility must
allocate the amount of staff time specifically spent
on certified nursing assistant duties for the
purpose of documenting compliance with
minimum staffing requirements for certified and
licensed nursing staff. The hours of a licensed
nurse with dual job responsibilities may not be
counted twice.

This Statute or Rule is not met as evidenced by:
Based on observations, interviews and record
review, the facility failed to ensure that they met
the minimum staffing requirements for Certified
Nursing Assistant's (CNA's) during an observation
of the 11:00 p.m-7:00 a.m. shift one (Skilled
Rehabilitation Unit) of two units in the facility and
during three : L and

i of twelve days reviewed from the two
weeks prior to the survey.

Findings include:

On ‘at 8:15 am. Staff | stated that the
Skilled Rehabilitation Unit (SRU) had a census of
fifty-four residents. She stated that there were two
Certified Nursing Assistant (CNA) employees
working on the unit (Staff R and Staff H). The
staff assignment sheet dated ‘was
observed 1o be posted on the assignment board
and noted that there were two CNA's scheduled
to care for the SRU residents on the 11:00
p-m.~7:00 a.m. shift (Staff R and Staff H).

N 063

|
|
|
|
|

I
1
|

i
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N 063| Continued From page 6

During an interview with Staff J, RN, on
at 6:34 a.m. she confirmed that the CNA staff
often have to work short on the 11:00 p.m.-7:00
a.m. shift, with an assignment of more than

[ twenty residents.

[ During an interview with Staff K, CNA on
+ at 6:36 a.m. she stated that they
sometimes have to work with only 2 CNA's and
that when they work short, they have an
assignment of more than 20 residents.

During an interview with Staff L, CNAon
at 6:40 a.m. she stated that one day

last week she had twenty-eight residents to care
i for on the 11:00 p.m-7:00 a.m, shift. She stated,
“This place was not always fike this. It has really
gone down." She was asked if she felt that she
could meet the resident’s needs when she has
had to work with twenty-eight residents, She
| stated "l try. There really is not enough time to
| give them proper care."

On ... at6:55 p.m. Staff M, CNA
confirmed that she was currently assigned to care
for twenty-nine residents on this shift. She
confirmed that this was not the first time that she
has been assigned to care for more than twenty
residents, She stated, "it's hard. We consistently
work short."

On i at 6:58 p.m. Staff H, an agency
CNA confirmed that he was currently assigned to
care for twenty-five residents on this shift, He
confirmed that this Is not the first time at that he
has had to work with more than twenty residents
in the two weeks that he has been coming to the
facility.

| During an interview with Staff P, CNA on

N 083

|
I

HCA Form 3020-0061
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N 063! Continued From page 7 N 083
e .o @E4:08 p.m. she stated that she has
worked the 11:00 p.m-7:00 a.m. shift and that the |
she has had to work short on that shift, receiving
an assignment with more than twenty residents.
She confirmed that she does not always have
enough time to provide the residents with quality
care when they have to work short staffed.

During an interview with Staff Q, CNAon

. L at4:15 p.m, she stated that she has
worked all shifts at the facility. She stated that
she has been assigned to care for twenty-five
residents on the 11:00 p.m-7:00 a.m, shift. She
stated that it was "extremely hard" to provide
quality care for so many residents.

During an interview with the Director of Nursing

{DON)on ... Jat2:08 p.m. she was asked

about the CNA resident ratio. She stated that the

CNA's never work under the 1:20 ratio. She

stated that they utilize agency staff and that the

CNA's rarely work short. She was asked if any of

the CNA staff ever have more than twenty J
|

residents, She stated that she is not aware of the
CNA staff ever having more than 20 residents.
She was asked to provide the time sheets for the
11:00 p.m-7:00 a.m. shift staff CNA’s for the past
two weeks prior to the survey for review. She was
told that upon entrance that there were two CNA
staff for fifty-four residents on SRU. She stated
that she was not aware of the staff only working
with two CNA's for the unit.

During an interview with the Nursing Home
Administrator (NHA) on -at10:20 am.
she confirmed that upon entrance of the survey
team on the 11-7 shift CNA's were
{ working short; 2 CNA's for 54 residents on the

SRU unit. She stated that although the 11-7 shift
worked short, the facility did meet the daily

HCA Form 3020-0001
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N 083 ; Continued From page 8

control when staff calls in. We use agency staff
but sometimes they don't show up." She stated
that the 117 agency and facility staff were not
| reliable and confirmed that this has affected the
| 11-7 shift. She was asked if the continuity of care
/,' was affected by the CNA staff having 25-30

{ staffing hour requirements, She stated, "I cannot

residents. She did not answer this question, but
stated, "I understand,”

During a review of lists provide by the facility on
- revealed that following:
There are 30 tesidents on SRU requiring
assistance.
There are 17 residents on SRU requiring

assistance of two persons with bed mobility and
transferring,

e

i
} During a review of the Excef Spread Sheet for the
two weeks' pay period immediately prior to survey
/ and a reconciliation of the assignments sheets,
the individual employee time cards, and the
l agency staff daily invoices revealed that the
facility did not meet all the staff hoyr
/ requirements;
|

' On Monday - the facllity staffed five
CNA's; the minimum per

shift CNA's was noted to
/ be-six,

On Tuesday
CNA's; the minimum per sh
be six.
/ On Thursday - the facility staffed

four CNA's; the minimum per shift CNA's was
noted to be six,

the facility staffed five
ift CNA's was noted to

Class 1

N 117 59AA4.122(2), FAC Physical Environment -
88= / Specifics

on0

KCYe11
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N ]
Additional linen was put
outon aswell as
disposable washcloths, Facifity
ordered over 11,200 disposable
hs since
Supervisor rounds daily to ensure
sufficient linen supply, Laundry staff
deliver linen every 2 hours or as needed.

N 111 Continued From page 9

The facllity shall provide:
] (a) Housekeeping and maintenance services
hecessary to maintain a sanitary, orderly, and
comfortable interior;
(b) Clean bed and bath finens that are in good
condition;
{ (c) Private closet space for each resident;
(d) Furniture, such as a bed-side cabinet, drawer

space; Linen order received

() Adequate and comfortable lighting levels in all Linen inventory completed by
areas; disposable wet wipes
(f) Comfortable and safe temperature levels; and implemented on touse

(g) The maintenance of comfortable sound levels,

Individual radios, TVs and other such fransmitters

belonging to the residentwill be tuned to stations
) of the resident ' s choice,

for resident incontinence care.

Laundry aide added for midnight
shift, facility wilt process laundry
24 hours per day. Wet wipes
implemented for
incontinence care. Housekeeping

|
[ Supervisor will maintain monthly

e

This Statute or Rule is not met as evidenced by:

Based on observations, staff interviews, and

resident interviews, the facility falled to ensure

that there was sufficient linen (towels, wash

cloths and gowns) for the resident population on
| two (Skilled Rehab Unit and the Life Enrichment
1 Unit} of two units in the facility,

linen audit and order as needed to
ensure par levels for linen are maintained.
Linen defivery form implemented

by . Licensed nurse on each

wing will sign off to verify count on

all linen deliveries at time of delivery.
Nursing staff inserviced by staff development
by . . onlinen service,linen delivery and

Findings include:

On - at6:15 am, the finen ithe
Skilled Rehab Unit (SRU) was observed to have
no wash cloths, towsis, or gowns.

linen delivery form.
During an interview with Staff J, a Registered Housekeeping supervisor/designee
Nurse, on - at 8:34 a.m. she stated that will report to monthly gapi meeting
Certified Nursing Assistant (CNA) staff had x3months any negative trends in finen
complained to her that they have to work with inventory or delivery. Negative trends
very little linen and wipes. There were no ill be addressed through root cause
disposable wash cloths/wipes observed in the w58 fution J
| supply “that time. | analysis for resolution, (
AForm 3020-0007
E FORM o900
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N1 f Continued From page 10
On at 6:36 a.m. the linen the
Life Enrichment Unit (LEU) was observed to have

two towels and no wash cloths or gowns,

During an interview with Staff K, CNA on
at 6:36 a.m. she stated that she has
worked at the facility for many years, She stated
that there are not a lot of towels or wash cloths
and that they often work with a short linen supply.

During an interview with Staff L, CNAon

at 6:40 a.m, she was asked if she had
enough supplies. She stated, "It is bad.
Sometimes you only have two towels for 10
patients.” She stated, "This place was not always
fike this. It has really gone down."

On +at 3:30 p.m. the linen 1 the
Skilled Rehab Unit (SRU) was observed to have
no wash cloths, towels, or gowns.

On + at 3:40 p.m. the linen the
Life Enrichment Unit (LEU) was observed to have
no fowels, wash cloths, or gowns.

During an interview with Staff N, CNA on

: at 3:45 she stated that the facility is
always short on having linen {wash cloths, towels
and gowns). She stated that the disposable wash
cloths are scarce. She stated, "When | see some,
| have to grab three or four packs because we
usually don't have any. When my resident has a
{bowel movement) | will sometimes have to go
into other residents .. ... . to find wipes or
something to clean them up with.”

| During an interview with Staff O, CNA on
at 3:55 p.m. she stated that she has
been at the facility for only a couple waeks. She
stated, "l have to ask other aides for (finen).

N 111
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Towels and wash cloths are hard to find here."

N1t

enough linen available for all of the residents. She
stated that they do have wipes but sometimes
they run out of those too. She was asked what
she does when they run out. The staff was
observed to shrug her shoulders and stated, "We
just have to just use whatever we got.”

interview with Staff P, CNA on Lo at4:08 J
p.m. she stated that sometimes they do not have l
|

During an interview with Staff Q, CNA on

} - at 4:15 p.m. she stated that the supply

of finen has been a problem on all shifts, She

| stated that sometimes the CNA staff has to use

paper towels with soap and water to clean the

residents when they have a bowel movement

because they don't have linen. She stated, "You |
just gotta do the best you can for them.”

During an interview with Housekeeping |
Supervisor on > at 4:15 p.m. she stated

that the staff had just placed a cart of finen on

each unit at 3: 00 p.m. She stated that the laundry

staff takes carts of clean linen out to the floors

three times a day. She stated that she does not

know what the CNA staff does with the linen after

that. She stated, "We have plenty of boxes of new

linen." She was asked if she brings out the new }
linen for the CNA staff to use. She stated that she !
does bring out new finen "sometimes." J

On - at 4:15 p.m. a tour was conducted
i on the Long Term Care Unit with the
! Housekeeping Supervisor. A tour of the linen
J closet was conducted and there was no linen in
the linen . The CNA staff on the unit stated
that they placed the linen that they were provided
in the residents already. The 300 hall
were toured to observe the linen supply for
4CA Form 3020-6007
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the resident population. The Housekeeping
Supervisor was able to find eleven towels and
four wash clothes available for fourteen residents.
The 100 hall . _...... were toured to observe the
finen supply for the resident population, The
Housekeeping Supervisor was able to find ten
towels and two wash clothes available for
| fourteen residents. . ... .. .. .iwas observed and
resident in the A bed had a wash cloth placed on
] her bed. The resident in B bed had a gown
placed on her bed. An interview was conducted
with the two residents at that time. They both
confirmed that there is a lack of linen in the
facility. The resident in bed B stated, "Yes, thatis
a problem. | guess since | get a gown, | don't get
2 wash cloth.” l
Class It |
N 201] 400.022(1)(1), FS Right to Adequate and N 201
88=K | Appropriate Health Care 1. Medication Error reports were completed for
i . resident’s #2, #6, 48, 49, #14, #15, #16, #17, #18, |
! The right to receive adequate and appropriate #19 and #20. Their perspective attending
health care and protective and support services, physicians were notified of the medication errors I
|
i including social services; mental health services, and nay new orders regarding the errors have ]
if available; planned recreational activities; and been i All required noti |
therapeutic and rehabilitative services consistent regarding the errors were made to the pharmacy
with the resident care plan, with established and and medical director. These residents are
recognized practice standards within the receiving their medications as ordered by their
community, and with rules as adopted by the physicians at this time.
] agency. 2. Acomplete facility review was completed on 4+
30-15 to assure that all resident medication
[ This Statute or Rule is not met as evidenced by: arders were transcribed on the medication
i Based on resident record review, interviews with adm,'".'s"::o." 'ecg.'dst‘.A" res-d:ms ad"; thei
| the faclity staff, the Attending Physician, the rehce'.v'.“g ;" ";:' :fa:":s 8s orl ,:r?ﬂ,ﬂz h .:"
| Medical Director, facility Administration and fhgs:gzzx © otner emors were Idented!
] review of the facility's policy and procedures '
related to medication administration the facility J
SCA Form 3020-0001
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failed to ensure residengs received adequate and 3. The following poiicies and pracedures were
appropriate health care Including therapautic reviewed, Anticoagulation —Clinical Protocol,
services consistent with the resident's Care Plan. Care, Hand Washing:
Based on a review of all current residents Medication Holds and Documentation of
recelving . ten of thirty residents . Medication Administration by the QAPI
did not receive their per the Committes on ‘and have been revised
physician's orders. ‘Residents #2, #6, #10, #14, and updated as needed. Education has been
#15, #16, #17, #18, #19 and #20 were identified | provided to the QAP! Committee on the QAPI
as not receiving that were process by the Nurse Consultant on
necessary to prevent fclotsor ..., utilizing CMS QAP! at a Glance educational
Resident #6 was not administered . .. ... for materials. The QAPI Committee will utilize this

_+for continued identification,
analysis and planning for identitied opportunities
for improvement in the facility. The Medical
Director also participated in this educational

twenty six days. The medication was placed on
hold for three days for a dental procedure. The
facility staff failed to implement the order and

resume the medication on . 2015, P A
Resident #6 reported pain to the nursing staff and program and is current with the QAP
reported that the pain was consistent with a Deep . - 'd.ﬁ';"ﬂ: d °p:°""""'t'es f;'
. The physician was notified on provement wil be brough to the QAP
and ordered the necessary tests. The for review and of
! faci ity failed to implement those orders for three the QAP! pracess, QAPi Mestings are currently
f . P b 4 | be held on a weekly basis times eight weeks and
days, delaying treatment to the resident until then bi-monthly times eight weeks and the
_. Resident #6 required injections of monthly.

. - todissolve the clot. Resident #2 was 4. QAPI will be monitored by the Nurse Consuftant
administered a double dose of 100 4/8, bi-monthly for three months and then quarterly.
9, 12,13, 14 and . His INR was This program will also be over seen by the

srapeutic on ~at 3.2, Resident Administrator and the Medical Director on an
#10 was not administered her prescribed ongoing basis.
on 4/9 and - Resident #14 was

not administered four of six available doses of
. Resident #15 was not administered her

S

_.on . ..andon . Resident
#16's - was to be discontinued when the
International Normalizing Ratio (INR) was greater
than 2. On the laboratory results I

indicated that her INR was 2.5 and the I
was continued for four additional doses.
Resident #17 was not administered five doses of

1on 3/7, 10, 13, 15, - .- Resident
#18 was not administered four doses of
on4/2,11,13and ... _. Resident

Form 3020-0007
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#19 missed four doses of Pradaxa from

. Resident #20 was not administered
seven doses of ... ... from
The facility " s Licensed Nursing staff failed to
administer medications in accordance with
physician ' s orders. The failure of the nurses to
administer s resulted in significant
medication errors that subsequently caused
Resident #6 to develop an avoidable clot

Based on record review and interview, the nurses

failed to administer medications timely and

accurately for two (#2, #8) out of forty-eight (48)

residents reviewed for medication accuracy.

Resident #2 ' s physician ordered __ ... and

} were omitted for 10 days. There

was a three day delay in starting a physician

ordered for Resident #8 and two of the
I doses were omitted.

This resulted in the findings of Immediate

Jeopardy existing in the facility as of

The facility Administration was informed of the

this Class | on at 9:50 am.

Findings include:

i 1. During an interview on s at 10:30 aam. )
Resident #6 stated she was diagnosed with a

: she said it was not J

justa it was an extensive . The resident ]

|

|

| stated that "the doctor said it was from my knee
to my foot and I think there was more than one
The resident was asked if the nurse had
spoken to her about her she said "No, the
doctor told me the nurses were not giving me my
medication, he was really pissed.” They {the
nurses) had to give me two fimes a day
for five days and | hate needles. "Resident #6
stated that when she first had come fo the facility
she had a in her left arm” that is why | take i
4CA Form 3020-0007
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A
N 201

the every day." The resident stated that

she used to check her medications every day and

now has to start checking them again. "It's not

I my job to have to ask if all my medications are
| there or not is it?*

During a telephone interview on at
11:42 am., Resident #6's Attending Physician
stated; "the nurses did not give her medication

, the medication-was only on hold for a few
days for her dental surgery. The physician was
asked why the » was not restarted after her
dental surgery, The physician stated he did not
understand why the nurses did not restart the
medication, "l gave the nurses the order; they
should have restarted the - after the dental
procedure was completed. The isto
prevent her from getting a
if she would have received the medlcanon she
would not have gotten a

S

During an interview on S at 12:20 p.m., the
Attending Physician confirmed he assessed the
resident on .+ and documented the
resident's leg was red and He also
ordered a . Doppler study. The physician
stated that he was informed by Employee (LPN) A
of the 1eg and the lack of the son

He verbally gave the order to Emp oyee
A. The Anendmg Physician confirmed the .
Doppler order was not completed until

- and also confirmed that no

medication was started until He was
unsure of why there would have been a delay in
obtaining treatment, necessary tests or initiating
the medication.

Further review of the physician orders dated on
"Stop x 3 days prior to
s and resume one day post

N 201

HCA Form 3020~0001
TATE FORM

om0

KCYen if continuation sheet 16 of 37




PRINTED: 05/13/201
FORM APPROVEI
Agency for Health Care Administration
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION X3y DATES[{"REVDEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLE
C

62932 B.WING
STREET ADDRESS, CITY, STATE, ZIP CODE

2811 CAMPUS HILL DR
EXCEL REHABILITATION AND HEALTH CENTE TAMPA, FL 33612

NAME OF PROVIDER OR SUPPLIER

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D { PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS*REFEREgé:FElg.'IE'gCT\!{i)E APPROPRIATE

(X5)
COMPLETE
DATE

N201

'p.m." Atelephone order dated
- revealed a Doppler was
ordered STAT. Also on s 80 MG
SQ was ordered P {two
times) for 5 days. There were no orders for
- when the physician was first made
aware of the .

l N 201; Continued From page 16

] Review of the Medication Administration Record
{MAR) dated -.12015 revealed a typed order
dated -for » 15 MG tablet one
tablet by mouth once a day. Directly underneath
the typed order a hand written entry; resume

.. The Medication Administration Record
(MAR) revealed the nurses documented for
, . _and
/ "HOLD." The MAR for when the

|
|
|
|

I
' was 10 be restarted, indicated the boxes, !
where an initial should have been written, were
empty (indicating the dose was not administered).
The remainder of the MAR from s through

was reviewed with no indication that

the medication had been given and no indication
as to why the medication was not given.

I
Areview of the Physician's Progress Notes
revealed on . the Attending Physician
assessed Resident #5 and diagnosed her with an
acute The physician
documented: "Redness and leftleg, 4+

Gk ‘leftleg.” The physician
also documented that the resident had been “Off

+ 158 MG for 3 weeks by nurse's error.”
Further review of the Attending Physician's
progress note revealed he documented
Doppler was ordered.” There was no
corresponding physician's order for the Doppier
Studies until three days after the
physician assessed the resident.

|
|
|
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Further review of Resident #6's medical record |

revealed that she had resided in the facility for |

approximately fifteen months and was fifty three

years old. Resident #6's medical history included |

and a history of :
a

S On
R o ) revealed a Score of 15
indicating no .
Review of the Nurses' Notes on revealed |
no documentation of a red, leg. There

was no documentation of the omission of the
medication, the physician visit or the new orders. |
On , Employee (LPN) A documented: the
resident complained of pain and redness to her
leg, upon assessment the leg was warm fo touch
and was 1. Painful, 2+ pitting. The doctor
was paged and made aware and stated he saw
her on Saturday. New orders for |
were obtained. On vat 3:256 am. the
nurse documented at "12:45 a.m. patient states
she thinks she has a 1o her LLE. Area of
slight redness noted to inner calf to LLE, i

to | LE. Skin temp within normal limits.
refill is brisk . Unable to assess !
pulse related to . Patient rates pain level

#1 at this time on a scale of 1-10 with 10 being
the worst. Patient states she has had multiple
in the past and knows what it feels like.
Notified resident physicians of above and new
orders were received for a STAT Doppler
of the LLE to rule out . At 0200 (2:00 p.m.)
100mg was administered for c/o pain to
LLE with a pain level of 9 out of 10. was
effective. At 0330 (3:30 a.m.), the mobile
service arrived to perform Doppler.
Patient remained on bed rest. Patient remained
alert and responding appropriately to verbal and
e stimuli. No s/ of distress noted. Vitals
97. - -. Patient received new order on
AHCA Form 3020-0001
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to restart { was not
discontinued)."
Areview of the Report, dated

revealed; "Examination:

Doppler extremity/limb, feft. Clinical Indications:

_1of Limb, Findings: Real time color
imaging shows no collateral and augmentauon of
post , popliteal , deep
and common of left leg. There are no
excessive collateral veins. Left lower Extremity
enee.. duplex

seen.”

An interview was conducted with the facility's

Director of Nursing (DON), on , at 3:00

p.m. Alist of medication errors for the month of
2015 was provided by the DON. The DON

for Resident #5. She stated that a nurse found
the error after performing a "medication review.”
The DON stated that she was unsure of why the
error occurred. She stated that the facility ' s
intervention was the land the
physician and the resident were notified of the
error. The DON confirmed that no audits or

medication error. The DON also confirmed that
there was no evidence of an investigation. The
DON stated that her conclusion of the omitted
medication for Resident #6 was "we performed
an |, and started giving her

injections and elevated her left leg.”

On s at 9:50 a.m. the Nursing Home
Administrator, DON and the facllity's corporate
nurse confirmed that an in service was not
conducted related to Resident #6's omissions of
her scheduled medications.

|mpress|on Extensive

stated that she was aware of the medication error |

education were provided to the staff following the !
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The DON and NHA on Tat 3:30 pm.
confirmed that they were aware of Resident #6's
medication errors and provided a facility
document that indicated @ medication error had
occurred. The facility was aware of the
hedication errors for Resident #6 only after the
Doppler confirmed the positive . twas
unclear due to the lack of the investigation of how
and why the medication error was found. The
DON was unable to present any information
regarding her investigation, education or audits.
No formal action plan had been put in place as of
the time of the start of the survey on

N 201

During an interview on at 3:30 p.m.,
the DON stated "she checks the MARS two times
| & week by flipping through all of the MARs.” She
confirmed there was no documentation related fo
this process. The DON said that the ADON and
Unit manger check every MAR dally for accuracy
J and completeness.

During an interview on at 8:50 am,, the
Assistant Director of Nurses stated that she
randomly checked the MARs on a daily basis for
accuracy and completeness. She stated that she
checked new admissions and “maybe two
others.” She stated that the Unit Manager was
responsible for checking at least five residents on
each cart on a daily basis. The ADON stated that
there was not a definite system of checking the
MARs,

During an interview on - at9:30 am.,
Employee (LPN) A, Interim. Unit Manager (started
on Monday stated that she checked all
new admissions for accuracy of orders and
double checks with the MAR for accuracy. She
stated that she did not do anything with the MARs
[ona dally basis. No one informed her she was

|
x
J |
|
|

B
| |
f z
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supposed to be checking the MARs, She stated

that she gets the new orders and the 24 hour

i report in the morning and then gives them to the

ADON or DON to take them to the morning

meeting. She does not usually go to the morning

meetings and was not aware of any plan to begin

to go. She stated that no education or training !
|

was provided to be a Unit Manager. The ADON
told her the things that needed to be done and
she was "just helping them out not doing the
whole position.”

|

| The regular Unit Manager (LPN) B on the Long
Term Care unit was currently on medical leave
and was unable to be contacted.

During an interview on cat 10113 am. and
- at 10:43 a.m., the DON stated that the
process of checking the MARs was an informal
process that was implemented inconsistently and
the ADON and Unit Manager assisted with the
process. There was not a written policy or
procedure. The DON stated that she had been in
the role of DON for one year and the process of
checking the MARs had been an expectation
since her arrival and she had continued that
process since then, The DON also stated on
> at 10:43 am that she was unaware the
ADON and Unit Managers were not checking the
‘ MARs daily.
! During an interview on sat 245 pm., the
Medical Director stated that he had been the
Medical Director of the facility since 2012. He
stated that he participated in the QA monthly
meetings and the facility followed a set agenda.
He stated that he was made aware of incidents
for his patients and that the attending physician
for the other residents would be notified of
incidents. He stated that he would expect to be H
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{ notified of incidents, including medication errors.
Specifically, for system failures that could affect
alf residents. He stated that he was here at the
facility every Wednesday and Friday, However,
someone from his physician group was present
daily and should be notified. He expected that
the nurses notify the physician of any incident.
He confirmed again that he was not made aware
of any medication errors for Resident #6. He was
not aware of any issues in QA related to l
medication administration. He stated that he was
aware that the facility used a lot of agency staff J
and had a lot of turnover. The Medical Director
stated that there no action plan identified or
implemented related to staffing or staff
procedures. He also stated that he was aware of I
a concern with nurses not implementing physician
orders timely. He stated that the nurse would ]
pass off the order to the oncoming shifts and the
medication would not be started. He stated that J
he provided education to the staff "within the
year" related to medication implementation, The )
education was to have a second nurse initial the
order to assure implementation. He confirmed ]
that there was nothing in Quality Assurance (QA)
related to the medication administration and order
implementation process. The Medical Director
stated that if the facility had a good system in
place, then any staff member should be able to
| come in and care for the resident with no breaks
in the system. He stated that the “system was
not perfect and should not have failed." The
Medical Director was asked if it was expected
that the facility notify him of negative outcomes;
he stated, "l would love to." When referring to the
incident for Resident #6, the Medical Director
stated that it was a "negative outcome and that
he was afraid for his patients.” He stated that
"there was not a plan In place.”
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During an interview on at 10:16 a.m., the
Administrator stated that she was informed of
Resident #6's medication error on , 2015,
She was informed that the Unit Manager had
J educated the staff involved. The DON informed

her that she was assembling her investigation
and would bring the information to the next QA

meeting on .. The QA meeting was
initially scheduled on —and it was delayed

J due to a trial. The Nursing Home Administrator
(NHA) said usually the QA'is scheduled every
third Tuesday of the month. The facility has done
Ad Hoc meetings in the past but the DON wanted

|
to make sure everything was done before hand
and an Ad Hoc meeting was not scheduled, The
DON informed her that the physician had been
notified. The DON also, informed her that the
facility was still working the concern. The
Administrator stated that she was aware the
process was in place. The four point process |
was not completed and had not been presented. ’

The MAR indicated that six nurses assigned on
the 3-11 p.m. shift failed to administer the '
as ordered by the attending physician.

During an interview on at4:10 p.m.
Employee (RN) E, a nurse that cared for the
resident on 12 of the 26 evening shifts, stated
that she had been a nurse for a long time and

| worked in long term care. She stated that she
was familiar with Resident #5. She stated that
she was aware the resident needed . The
medication was not administered. She siated
that she did not think the order was on going.
She stated that it was on hold. She stated that
she did not have the time to research the order
and was aware that Resident #6 was at high risk
for . She stated that she questioned the
medication to other staff, however, she did not
Form 3020-0007
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recall who the staff member was. She stated that
the doctor came in and then realized the
medication should have been resumed. The

| nurse stated that when a medication was held,
the nurse should write hold on the days that the
medication is to be held and then indicate when
the medication should be resumed. The nurse
confirmed the MAR and confirmed that there was
no indication the medication had been given. She
stated that she did not recall the s resume
date. The nurse stated that “my philosophy is if |
don't see the medication and don't see 3 stop
order, then | question with another nurse as to
whether the medication is on hold or should be
discontinued.” She stated that she would call the

j pharmacy. She stated that the medication card

|

|
-
| |

was not in the cart. The nurse also confirmed
that she did not document any omissions in the
chart. She stated that she did not look at the
chart to find the original order,

An interview was conducted on at 4:30
p.m. with Employes (LPN) D. She stated that she
! worked at the facility -. When
asked about her training she stated she had
| trained for two to three days and was on her own
I'by the fourth day. She said she had felt that it
was - . 'on her orientation process as far as
knowing the processes and was able to always
go back and ask questions, Employee (LPN) D
]I stated that she recalled caring for Resident #6.
She confirmed that she was on —and
stated that she cared for her several times. The
staff member reviewed the MAR and confirmed
that she worked on

. . s cand
The nurse next confirmed the order for
and then confirmed the order said to resume
-~ The nurse stated that she would not have
given a medication without signing the MAR.
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These dates were blank, with no initials,

Review of the Pharmacy Dispensing Record for
Resident #6's from “1-A 12015,
The pharmacy sent 14 pills at a time. Review of
the Dispensing Log revealed the facility last
received 14 pills on _. All of the medication
would have been administered by .. __

| Therefore, there was no available for
administration. The medication was not a
routinely stocked medication in the Emergency
Drug Kit,

| Review of the Drug Manufacturer's
Pharmaceutical Medication Guide for A
revealed; 'is a prescription medicine
used to treat and
, and to help reduce the risk
of these conditions occurring again. ;
lowers your chance of having a + by helping
to prevent ciots from forming. If you stop taking
XARELTO®, you may have increased risk of
forming a clot in your . Do not stop taking
without talking to the doctor who
|

f prescribes it for you. Stopping
increases your risk of havinga . If you have
to stop taking . 'your doctor may
prescribe another medicine to
prevent a | clot from forming. Do not stop

] taking XARELTO® without talking to your doctor

¢ first. Your doctor may stop XARELTO® for a short

‘ time before any surgery, medical or dental
procedure. Your doctor will tell you when to start
taking _+again after your surgery or

| procedure.”

Review of Resident #6's Care plan Focus on
Anticoagulation _reflected the resident
had & "potential for abnormal Date
Initiated; - updated: .. Goal
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. Interventions: Administer
as MD ordered.” The Care Plan was not
followed.

]
/ will be free from signs and symptoms of abnormat

Review of the facility policy entitied "Medication
Administration General Guidelines for the
Administration of Medications” policy 6.2 (page
one of three) (no dated) was reviewed and it was
expected that the nurses administer medications

] per the physician's orders.

The facility identified thirty residents receiving

. Al thirty residents were sampled.

The following residents were identified with

medications errors related to

the facilities Director of Nursing (DON) she
stated: "we have had another problem with an

R . it happened to Resident #2." The
DON said that when Resident #2 was admitted
on s and the nurse had written up the
/ physician orders on one of our order sheets. The

f 2. During an interview on at 3:45 p.m.

-1 was written on a regular sheet that did
not have a » copy that was used for the
medication administration record. We the {DON
and ADON) did not find out about the medication
not being given unti! The DON was
asked what the process was on checking

/ admission arders for their accuracy she said that

e

usually the unit manager will check the orders the
next morning and then added the Unit Manager
was out on maternity leave. The DON was asked
who would be responsible to verify the physician
ordered medications were accurately transcribed
I into the Medication Administration Record (MAR)
she said the ADON or me. The DON said "We
checked the physician order sheet and they were
TCAForm 3020-0001
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written correctly but because the order
was not put on the physician order sheet that
contained a ... .. copy it did not show up on the

|
MAR.” The DON confirmed she did not review (
the MAR to make sure all the physician orders
were transcribed. The DON was asked how that |
I had happened she stated; "I'm still trying to figure
out how It happened and when | do find it out it
has unfortunately already occurred.” When
asked if the facility uses a check off system for
| newly admitted residents she said "we used to
' but now it is computerized. The computer tells us
] what to do." She stated she was there the day of
the verbal teaching but she did not sign the
in-service verifying that she had attended.

| Amedical record review was conducted for

| Resident #2 and revealed he had resided in the
| facility for approximately three weeks. His
diagnoses included:

1 and

Review of Resident #2's admission orders
revealed he was prescribed ..i4dmgeon
Sunday, Tuesday, Wednesday, Thursday and
Saturday and -...i 2 mg on Monday and
Friday.

Review of the 2015 Medication
i Administration Record for Resident #2 revealed
the 4 mg and 2 mg doses were initialed on: 4/8,
4/9, 4/12, , ,and on , resulting
in a total of 6 mg of . On ;
the order was discontinued and rewritten to giv
4 mg by mouth on Sunday, Tuesday,
Wednesday, Thursday and Saturday and to
administer .12 mg on Monday and
Friday. (The same identical order, this time the
initial boxes were outlined indicating which day of
the week the medication needed to be given).
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On - at 11:45 a.m. a telephone interview J
was conducted with Resident # 2's Attending
Physician. He confirmed he was notified that the ]
resident had been receiving double doses of his
- and confirmed that his International

Normalizing Ratio was 3.2 and not critical

srapeutic), The physician confirmed the
facility did not follow his orders and should have
administered the proper dosages of ce.ton I
the proper days as ordered. The physician stated f

“they need to fix it, I don't know if it's the DON or
the corporation they have to fix these things so it
doesn't happen again.”

The DON provided a copy of an in-service that
was conducted on _i {three days after the
medication omission was found) Teaching
Method: Verbal Topic: s and
) Protocol. Make sure  INR s done,
| Call MD with results before giving medication,
check orders daily and make sure 1log
is accurate. The DON was asked about any
in-servicing that was provided to the licensed staff
on physician orders not being transcribed
accurately in the residents MAR or not being
| transcribed at all, she did not respond.

The DON and NHA on at 3:30 pam.

confirmed that they were aware of Resident #2's

medication errors and provided a facitity

document that indicated a medication error had

} occurred. The facility was aware of Resident #2's

medication error on however, no

negative outcomes occurred. It is unclear due to

the lack of the investigation of how and why the

| medication error was found. On . the I

DON stated "she checks the MARSs two times a

week by flipping through all of the MARS, she

confirmed there was no documentation refated fo |
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this process. The DON said that the ADON and
Unit manger check every MAR daily for accuracy
and completeness.

3. The facility admitted Resident #10 on
with diagnoses including

list of diagnoses,
Review of the Admission Physician Orders dated
- .- revealed the resident was prescribed
.40 unit _dailyat 9 am,
Review ofthe | Medication Administration
Record revealed Resident #10 did not receive
on 4/ or _. There was no
documentation on the back side of the MAR as to
why the medication was omitted.
Review of the Care Plan dated revealed a
problem area was identified for R I
[ _. potential for abnormal The
approaches included "administer as
? MD ordered."
l
|

|

|

c _Accident and ‘ l
, 1 per the physician order summary J
| /
| |
|

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on iat 11 am. No additional information
was provided related to why the medication would
not have been given to Resident #10,

4. The facility admitted Resident #14 on i
with diagnoses including Acute E
| rand
, per the demographic
face sheet.
Review of the medical record revealed Resident
#14 was transferred to a Hospice House for end
of life care. |
Further review of the medical record revealed a i
physician’s telephone order dated for |
30 units twice daily.
| The resident was placed on due to I
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sub-therapeutic INR (international Normalizing
Ratio) levels and she was at risk for developing

| additional ... . I clots.

Review of the Laboratory results revealed on
. Resident #14’s INR was 1.1. On
sthe .. _._:was discontinued. The
resident remained sub-therapeutic and the
physician was attempting to adjust her .
Review of the Medication Administration Record
for ' 2015 revealed Resident #14 did not
( receive _..for 4 out of the 6 available
doses. She did not receive any c....on
.. The resident did not receive .on
.atgam, cat@amoor . at (
|
|

9a.m. There was no documentation in the

nurses’ notes or the back of the Medication

Adrninistration Record as to why the medication

was not given,

On - the resident was noted to have

redness and to her right leg. An

- was ordered and the resident was f
|

diagnosed with a .

Review of the Care Plan dated .. revealed a

problem area was identified for ;
potential for abnormal The

approaches included “administer ; as

MD ordered.”

During an interview on at 2:30 p.m., the

Nurse Consultant confirmed the missed doses of

He stated that the medication should
f have been avallable from pharmacy and was

unable to determine why the nurses would not

have given the medication. He stated that the at

least one dose of the . should have been
! given on

II 5. The facility admitted Resident #150on . .
with d|agnoses mcludmg
- zand !
. per the demograph ic face
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sheet,

Review of the Physician Orders for = 2015
revealed Resident #15 was prescribed
40 unit daily for two weeks.
Review of the Medication Administration Record
for 2015 revealed Resident #15 did not
receive her Ton ~and
Review of the Care Plan dated
problem area was identified for

potential for abnormal The
approaches included "administer as
MD ordered.”

i The findings were confirmed by the Nurse
Consuitant, Administrator and Director of Nurses
on < at11:00 am. No additional
information as provided related to why the
medication would not have been given to
Resident #15.

~revesled a

6. The facility admitted Resident #16 on

J with diagnoses including

} cand per the physician
diagnoses listed on the Medication Administration
Record.
Review of the Physician’s Orders revealed on

.+ Resident #16 was prescribed .

60 units every 12 hours, D/C (discontinue) when

[ INR (international normalizing ratio) above 2."

f Review of the Laboratory Data revealed an INR
was collected on that was 2.5,
Review of the Medication Administration Record
for + 2015 revealed Resident #16 was given

...oon . .oand . He

received four doses of ... after the

[ medication should have been discontinued per
the INR value of 2.5,

| Further review of the Laboratory Data revealed an
INR was collected on - and the resident
was srapeutic at 3.9,

| Record review revealed no indication of abnormal

e
e

—
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1 was noted.

Review of the Care Plan dated . .. . - revealed a
problem area was identified for ;

, potential for abnormal ' The
approaches included "administer as
MD ordered.”

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on rat 11 am, No additional information as
provided related to why the resident received the

- when the medication should have been
discontinued.

7. The facility admitted Resident #17 on
with diagnoses including ,
I .. ... Accident and
- ... = per the demographic face sheet.
Review of the Physician's Orders for 12015
revealed the resident was prescribed 13
! mg PO daily at 5 p.m.
Review of the 2015 Medication i
Adrministration Record revealed Resident #17 did
not receive the prescribed . ...\ for 5 doses;
417, s s and -. There was no
documentation in the nurses’ notes or on the
f back of the MAR as to why the medication was

omitted.
Review of the Care Plan dated revealed a

problem area was identified for
, potential for abnormat The

approaches included "administer Julant as
MD ordered.”
The findings were confirmed by the Nurse
Consuitant, Administrator and Director of Nurses
on ~at 11 am. No additional information f
as provided related to why the medication would [
not have been given to Resident #17. f

1

!
L

8. The facliity admitted Resident #18 on
and was readmitted on with
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diagnoses including
Chest Pain and
Review of the Physician's Orders dated :
revealed Resident #18 was prescribed :
8.5 mg daily at ¢ p.m.
Review of the 12015 Medication
Administration Record revealed Resident #18 did
not receive his L.1on4/2, s .
or . There was no documentation on the
back side of the MAR as to why the medication
was not given.
Review of the Care Plan dated
problem area was identified for

_. potential for abnormal
approaches included "administer
MD ordered.”
During an interview with Resident #18 on

at 3:20 p.m. he stated that there have

been occasions where he did not receive all of his
ordered mediations from the nurse. He stated
that he now has to check all his medications for
accuracy. He stated that when he brought it to the
nurse's attention when he did not receive his
medications, they told him that they were either
out of the medication or they would go back and
bring him his ordered medication. He stated that
he used to have a medication book on his
bedside table that he would utilize to check his
medications but that the medications are
changed from the manufactures or the pharmacy
z so often now that it is obsolete.

revealed a

" The
as

The findings were confirmed by the Nurse
Consultant, Administrator and Director of Nurses
on ‘at 11 am. No additional information as
provided related to why the medication would not
have been given to Resident #18.

!

| 9. Resident #19 was admitted to the facility in
12015 her admitting diagnosis !
. and

N 201

|
|
I
|
|
|

U
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Resident #18 was identified and listed
on "Current active orders for “that
was provided by the facility.
The physician orders were reviewed with an order
dated - .. to administer Pradaxa 150 mg
capsule one capsule by mouth two times daily for
a diagnosis of )
The MAR was reviewed for 2015 and it was
identified resident # 19 had missed four doses of
Pradaxa on .. at 5:00 p.m.,, _at

I 5:00 p.m., at 9:00 a.m. and again at

1 5:00 p.m.
The nursing notes revealed for the days the

| medication had been omitted there was neither

documentation nor notification to the physician on
why a prescribed medication was not
administered as ordered.
Review of resident #19 Care plan Focus on
Anticoagulation “has a potential for |
abnormal ' Date Initiated;

Goal will be free from signs and symptoms of

abnormal _. Interventions: Administer

as MD ordered. The Care Plan
was not followed.

! 10. Resident #20 was admitted to the facility on
/ - with a history of recent
for of right with o
I eview of resnjent physician orders dated’
f s she is to receive . 40 mg
every 12 hours for preventative
| measures.
The MAR was reviewed for 12015 and it
revealed seven separate missing initials or circles
around initials indicating the medication was not
administered as ordered. On i af 8:00
p.m. the box on the MAR was without an initial, l
... 9:00 a.m. the box was initialed with a
circle, > at 8:00 a.m. the box was ]
initialed with a circle, ~at 9:00 p.m. the |
1CA Form 3620-G001
ATE FORM
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PREFIX
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o coWFiETe
P?ng)( DATE
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box MAR was without an initial,
p.m. no initialed as given, and on .
9:00 am. the box was initialed with a circle.
The back of the MAR nursing notes for
at 9:00 p.m. indicated that the ‘was not
avallable to give., A second nursing note for

at 9:00 a.m. indicated tea the
pharmacy was notified.

sat 9:00
at

11. The facility admitted Resident #8 on
with diagnoses including
_.-and
Review of the Physician Telephone Orders dated
revealed the physician ordered a
Urinalysis with Culture and Sensitivity and also
ordered 1 500 mg every 8 hours for 7
days for a
] Review of the Laboratory Data revealed Resident
#8 did not have a Urinalysis collected.
Reviewofthe ... _1and 12015 Medication
Administration Records revealed Resident #8's
1 was not started until {a three
day delay in initiating the physician's order).
Further review of the MAR revealed the 6 am
dose was given on ; however, the 2 p.m.
and 10 p.m. doses were omitted.
| During an interview on at2 p.m,, the
[ Nurse Consultant stated that the Urmalysxs had
not been collected. He stated that he was unsure
why the nurses would not have gotten the
sample. He also stated that the 6 am dose of
ron _ was taken from the
Emergency Drug Kit. He confirmed the 2 p.m.
{ and 10 p.m. doses were not given. The Nurse
| Consultant also confirmed there was no
f documentation related to why the urinalysis was
not coflected, why the medication not initiated for
3 days or why the resident missed two doses of
her

Hip

N 201

1
|
1

i
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12. Further record review of Resident #2's

Medical Record revealed his admissions orders

dated i were for 40 mg by mouth
{ one time daily and +15 units

H

N 201

in the morning and 5 units at
night ime. Resident #2 did not receive his ...
from _ . .. Resident #2 did not receive
his scheduled ... morning dosage
from . . .J candthe . o ..
night time dosage from The
MAR revealed orders dated to start
40 mg one time daily and } 15
units in the morning and & units at night time, hold
if BS Is less than 110.
Resident #2 nursing notes were reviewed for
Jat 3:18 p.m, "there was a med error for
patient there was error in patient
. patient cand ... . was never
{ given patient was supposed to be on daily weight

not done. Physrman has been paged. Waiting for

call back.” The nursing notes for at

1 54 a.m. "New order for . ..INR ordered for the
_forthe .. ... dosage error.”

There was no corresponding nurses' notes

related to the omissions of Resident #2's or

On at 11:45 a.m. a telephone interview

was conducted with Resident #2's Attending

Physician. The Attending Physician confirmed

that he was notified that Resident #2 did not

| receive his ordered for ten days after being
admitted and he did not receive his ) for ten
days after being admitted fo the facility. The
Attending Physician was asked if a resident had a
diagnosis of being

J ._.i does that mean he needs momtonngA

| The Attending Physician stated "yes, he needs his

! sugars monitored he could have went into ]I )

. or and worse yet
into . ' The physician stated "they

1CA Form 3020-0007
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need to fix it, | don't know if it's the DON or the
corporation they have to fix these things so it
doesn't happen again.”
The DON was asked if the nurse that had not
transcribed the _...;and __:in Resident #2's

| MAR had attended the in-service that she had on

. The DON stated “The nurse was

there but she did not sign on the sign-in sheet.”
When asked if there was any other information
that she had on training her nursing staff she
stated "We were going to bring it into our QA
meeting on Tuesday"

W
—

Class |

/
z ‘
|
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RICK SCOTT

GOVERNOR
ELIZABETH DUDEK
SECRETARY
, 2016
Administrator
Excel Rehabilitation And Health Center
2811 Campus Hill Drive
Tampa, FL. 33612
RE: CCR# 2015002905 & CCR# 2015003927 & CCR# 2015003708
Dear Administrator:
On , 2015 2015, a survey was conducted in your facility by representative(s) of
this office. Your facility was found not in substantial compliance with the participation

requirements. A partial extended survey was conducted , 2018,

The findings of the survey revealed Immediate Jeopardy at

NO201 — $/S: K - 400.022(1)1). FS - Right To Adequate And Appropriate Health Care
F0281 - S/S: K -~ 483.20(k)}(3)(i) -- Services Provided Meet Professional Standards
F0282 - §/S: K -- 483.20(k)(3)(ii) -- Services By Qualified Persons/per Care Plan
F0333 - S/S: K — 483.25(m)(2) - Residents Free Of Significant Med Errors

F0480 -- $/8: K - 483.75 -- Effective Administration/resident Well-Being

F0501 - 8/S: K - 483.75(j) -- Responsibilities Of Medical Director,

identified on , 2015, which was removed on , 2015,

Your facility's noncompliance with F0333 - 8/S: K -- 483.25(m}(2} -- Residents Free Of
Significant Med Errors has been determined to constitute substandard quality of care as
defined at §488.301. Sections 1819(g)(5)(c) and 191 9(9)(5)(::) of the Soc:al Security Act
and 42 CFR 488.325(b) require that the g phy d resident, who
was found to have received substandard quality of care, as well as the State board
responsible for licensing the facility’s administrator be notified of the substandard
quality of care. In order for us to satisfy these notification requirements, and in
accordance with §488 325(9), you are required to prowde this office with the name and

dd of the att y of the aff resid in your facility within 10
working days of your recelpt of this letter. Please note that, in accordance with
§488.325(g), your failure to provide this information timely will result in termination of
participation or imposition of alternative remedies.

List of affected resident(s): #2, #6, #8, #10, #14, #15, #16, #17, #18, #19 and #20

As a result of the survey, this Agency is forwarding a copy of the CMS-2567 to the Centers for
Medicare and Medicaid Services (CMS) and a copy of these results to you.

You will not receive a copy of this letter and attachments in the mail; you will only

St Petersburg Field Office

525 Mirror Lake Drive North, Suite 410 A
St Petersburg, FL 33701

Phone(727) 552-2000; Fax)(727) §52-1162
AHCA MyFlorida.com

Facebook.com/ACHAFlorida
Youtube.com/AHCAFlorida
Twitter.com/AHCA_FL.
ShdeShare.neYAHCAFlorida
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receive this faxed report.
CMS will communicate with you after they have received this documentation.

Your POC must contain the following:

» What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice;

» How you will identify other residents having potential to be affected by the same deficient
practice and what corrective action will be taken;

» What measures will be put into place or what systematic changes you will make to
ensure that the deficient practice does not recur; and,

* How the corrective action(s) will be monitored to ensure the deficient practice will not
recur, i.e., what quality assurance program will be put into place.

Recommended Remedies:
Remedies will be recommended for imposition by CMS or the State Medicaid Agency.

* Civil Money Penality, in an amount and duration to be determined by CMS,

+ Discretionary denial of pay t for new admissi Medicare/Medicaid as soon as
notice requirements are met.

+ Termination of the Medicare Agreement effective 2015.

Informal Dispute Resolution

In accordance with §488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. To be given such an opportunity, you are required fo
send your written request, along with the specific deficiencies being disputed, and an
explanation of why you are disputing those deficiencies, to:

Attention: DR Coordinator
Agency for Health Care Administration
2727 Mahan Drive, Mail Stop 9-A
Tallahassee, Florida 32308
FAX (850) 414-6946

or
Phone number: (850) 412-4301
IDRCoordinator@ahca.myflorida.com

The IDR request must be sent during the same 10 days you have for submitting a Plan of
Correction for the cited deficiencies. An incomplete informal dispute resolution process will not
delay the effective date of any enforcement action.

The Quality Assurance Questionnaire has long been employed to obtain your feedback
following survey activity. This form has been placed on the Agency's website at

hitp://ahca. myflorida.com/Publications/Forms.shiml as a first step in providing a web-based
interactive consumer satisfaction survey system. You may access the questionnaire through
the link under Health Facilities and Providers on this page. Your feedback is encouraged and
valued, as our goal is to ensure the professional and consistent application of the survey
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process.

If you have questions, please contact . . Freed, RNC at (727) 552-2000.

Sin

[ 0
Patricia Reid Caufman
Field Office Manager

PRCIrk
Enclosure



