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§483.45(a) Procedures. A facility must provide
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{E 000} | Initial Comments {E 000},
This plan of correction is prepared
* An unannounced Emergency Preparedness and exec”t‘?‘f because it is required
: re-visit survey was conducted 5/16/18 through by the provisions of state and federal
5/17/18. The facility was in substantial law not because Battlefield Park
téomp'liance \:v;th 11-2 CF_ll_R Pal’éZBS.I':f 3, ltes. N HealthCare Center admits or denies
equirement for Long-Term Care Facilities. Na . .
complaints were investigated during the survey. : the \{ahd?c_y ofdthe arI‘Iegauons ?:ﬂ
{F 000} INITIAL COMMENTS {F 000} citations listed on the p‘ages or this
Statement of Deficiencies.
An unannounced Medicare/Medicaid revisit was CommuniCare, Battlefield Park
conducted 5/16/18 through 5/17/18 for the survey : HealthCare Center maintains that the
conducted 3/20/18 through 3/29/18. Corrections | alleged deficiencies do not
are required for compliance with the following 42 jeopardize the health and safety of
CFR. Part 483 Federal ang Term Qare . the residents, nor is it of such
requirements. No complaints were investigated. - o
character as to limit our capability to
The census in this 120 certified bed facility was render adequate care.
113 at the time of the survey. The survey sample L . .
consisted of 13 current Resident reviews To remain in compliance with all
(Residents #101 through #113) and 1 closed federal and state regulations, the
_record review (Residents #114). facility has taken or will take the
{F 755} | Pharmacy Srves/Procedures/Pharmacist/Records  {F 755} actions set forth in the following plan
§58=D | CFR(s): 483.45(a)(b)(1)-(3) of correction:
§483.45 Pharmacy Services
The facility must provide routine and emergency < .
~drugs and biologicals to its residents, or obtain Date of Compliance: May 23, 2018 c
them under an agreement described in ) ’ O =
§483.70{g). The facility may permit unlicensed E o
personnel to administer drugs if State law F 755 o —
permits, but only under the general supervision of - =l
8 icensed nurse. 1.} Resident #104’s physician was O &

notified of IV antibiotic not being
available from the pharmacy, with no
adverse side effects noted.

aEN\EED

v i §s a deficiency
other safeguards provide sufficiefit protection to the pafients. (See instructions.
following the date of survey whether or not a plan of correction is provided. For

} Except for nursing homes, the findings stated above are disciosable 90 days

n may be excused from correcting providing it is determineg

nursing homes, the above findings and plans of carrection are disciosabia 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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{F 755} Continued From page 1 {F 755} 2.} Current residents will be reviewed
to ensure Physician ordered IV
§483.45(b) Service Consultation. The facility antibiotics are available in a timely
;mfrtn eargg?ﬁ; .obtaln the services of a licensed manner from the pharmacy, any
identified concerns will be addressed
§483.45(b)(1) Provides consuitation on all as indicated.
f:epfe:;;g the provision of pharmacy services in 3.) Licensed nurses will be educated
on or before 5/23/2018 on the
§48§.45(b)(2? Establishes a system of records of process for when IV antibiotic
et detal 1o snable an scoute. 0 | medications are unavailabl from the
reconciliation; and pharmacy, procedures for checking
first dose machine, and following up
§483.45(b)(3) Determines that drug records are in with pharmacy for arrival time or
order and that an account of all contrglled drugs contact physician for alternative drug
is maintained and periqdlcally reconclle.d. "M r and/or designée.
This REQUIREMENT is rot met as evidenced by Unit Manage
Based on interview, clinical record review and
facility documentation the facility failed for 1 4.) DON/Designee will review all new
resident (Resident #104) to provide medications orders for IV antibiotics three times a
as ordered by the physician. week x 12 weeks to ensure IV
Findings inciuded: antiblotics are administered in a
timely manner with results brought
Resident #104 was admitted to the facility on to QAPI x 3 months.
3/15/18 with diagnoses to include but not limited
to Bronchitis related to trachea, traumatic brain
injury due to Motor Vehicle Accident
Hydrocephalus, sacral pressure ulcer stage Il and
Peg tube.
Review of the clinical record showed Resident
#104 was ordered Zosyn 3.375 grams (antibiotic
for pneumonia) to be administered intravenously (
IV} four times per day for seven days to begin at
8:00 PM on 5/14/18.
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{F 755} | Continued From page 2
' Review of the May 2018 Medication
Administration Record (MAR) revealed missing
documentation of administration of the Zosyn.
5/14/18 at 8:00 PM
5/15/18 at 8:00 AM
5/15/18 at 12:00 PM
5/16/18 at 4:00 PM
5/15/18 at 8:00 PM

Review of nurses notes dated 5/15/18 at 3:00 PM
stated that Resident 104's IV antibiotics had not
yet arrived from pharmacy. The nurse called the
NP {nurse practitioner) to obtain a new order to
hold medications until arrival from pharmacy.
The note went on to say pharmacy would have it
to the facllity on the late night run on 5/15/18.

During interview with LPN B she stated it is the
facility policy that if the facility doesn't have the
medication available, the facility will call the
pharmacy and then if the pharmacy can't get it
from the back up pharmacy, the facility will call
the Dr. and let him know and see if he can
substitute it or put it on hold.

During interview with DON she stated it was
facility policy if the medication was not available in |
the first dose box the nurse was to notify the
pharmacy and see if they could get it from a back -
up pharmacy. She also stated if they couldn't get
it from the back up pharmacy the facility would _‘
call the MD or NP and see if they could substitute |
the med or put it on hold until the pharmacy could
bring it.

Review of the facility policy for unavailable
medication showed the following:

"3. In the event the medication is not available

{F 755}
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{F 755} : Continued From page 3 {F 755)

from the E-Kit or the Emergency Pharmacy, the :
charge nurse will notify the Physician immediately :
to receive a HOLD order or a change in
medication that is currently available ™

" Review of the list of medications in the First Dose
box revealed there should have been 2 doses of
Zosyn 3.375 grams available in first dose box.

The facility administration was made aware ‘
during the end of day conference at 11:30 AMon
. 5/17/118. No further information was provided.
{F 760} | Residents are Free of Significant Med Errors {F 760} F760
ss=E CFR(s): 483.45(f)(2) _
. 1.} Resident #104’s physician was

The facility must ensure thatfirtes- nifeant - notified of IV antibiotic not being
%ﬁggﬁ?ﬁ%ﬁ:’“ns are free of any significant : immediately available, with no
This REQUIREMENT is not met as evidenced adverse side effects noted.

by:

Byased on interview, clinical record review and , 2.} Current residents will be reviewed
facility documentation the facility failed for 1 to ensure Physician ordered Iv
resident (Resident #104) to provit?e five doses of antibiotics are available in a timely
an antibiotic for pneumonia resulting ina manner, any identified concerns will
significant medication error. be addressed as indicated,

Findings inciuded: 3.} Licensed nurses will be educated
Resident #104 was admitied to the facility on on or before 5/23/2018 on the
3/15/18 with diagnoses to include but not limited process for when IV antibiotic

to Bronchitis related to trachea, traumatic brain medications are unavaitable from the
injury due to Motor Vehicle Accident _ pharmacy, procedures for checking
Il;lgdrmphalus. sacral pressure ulcer stage Il and first dose machine, and following up

9 - with pharmacy for arrival time or
Review of the clinical record showed Resident contact physician for alternative drug
#104 was ordered Zosyn 3.375 grams (antibiotic by Unit Manager and/or designee.
for preumonia) to be administered intravenausly ( - :
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{F 760} Continued From page 4

- IV) four times per day for seven days to begin at
8:00 PM on 5/14/18.

. Review of the May 2018 Medication
. Administration Record (MAR) revealed missing
" documentation of administration of the Zosyn.
514118 at 8:00 PM
5/15/18 at 8:00 AM
5/15/18 at 12:00 PM
- 5/15/18 at 4.00 PM
5/15/18 at 8:00 PM

Review of nurses notes dated 5/15/18 at 3.00 PM
stated that Resident 104’s IV antibiotics had not
yet arrived from pharmacy. The nurse called the
NP (nurse practitioner) io obtain a new order to
hold medications until arrival from pharmacy.

The note went on to say pharmacy would have it
to the facility on the late night run on 5/15/18.

- During interview with LPN B she stated it is the
facility policy that If the faciiity doesn't have the
medication available, the facility will call the
pharmacy and then if the pharmacy can't get it
from the back up pharmacy, the facility will call
the Dr. and let him know and see if he can

" substitute it or put it on hold.

During interview with DON she stated jt was

facility policy if the medication was not available in
the first dose box the nurse was to notify the
pharmacy and see if they could get it from a back
up pharmacy. She also stated if they couldn't get :
it from the back up pharmacy the facility would |
call the MD or NP and see if they could substitute :
the med or put it on hold until the pharmacy could :
bring it. .

Review of the facility policy for unavailable

!
{F 760}

; 4.) DON/Designee will review all new
orders for IV antibiotics three times a
week x 12 weeks to ensure IV
antibiotics are administered in a
timely manner with results brought
to QAPI x 3 months,
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{F 760} - Continued From page 5 {F 760}
medication showed the following: :
3. In the event the medication is not available
from the E-Kit or the Emergency Pharmacy, the
. charge nurse will notify the Physician immediately
1o receive a HOLD order or a change in
- medication that is currently available."
Review of the list of medications in the First Dose
box revealed there should have been 2 doses of -
Zosyn 3.375 grams available in first dose box. :
The facility administration was made aware
during the end of day conference at 11:30 AM on
5/17/18. No further information was provided.
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§483.45(a) Procedures. A facility must provide
pharmaceutical services {including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
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{E 000} | Initial Comments {E 000} o
This plan of correction is prepared
* An unannounced Emergency Preparedness and executed because it is required
: re-visit survey was conducted 5/16/18 through by the provisions of state and federal
“5/1718. The facility was in substantial law not because Battlefield Park
gomp_iiancemw;ﬂ'\ ?.2 CF_IB Paré483.;3, ities. N HealthCare Center admits or denies
equirement for Long-Term Care Facilities. No -, ,
complaints were investigated during the survey. , ﬂ_’e \,'al'd't_v of the allegations and‘
{F 000} " INITIAL COMMENTS {F 000} citations listed on the pages of this
Statement of Deficiencies.
An unannounced Medicare/Medicaid revisit was CommuniCare, Battlefield Park
conducted 5/16/18 through 5/17/18 for the survey HealthCare Center maintains that the
conducted 3/20/18 through 3/29/18. Corrections alleged deficiencies do not
are required for compliance with the following 42 jeopardize the health and safety of
CFR. Part 483 Federal Lo_ng Term Qare . the residents, nor is it of such
requirements. No complaints were investigated. o .
character as to {imit our capabiiity to
The census in this 120 certified bed facility was render adequate care.
113 at the time of the survey. The survey sample . ) .
consisted of 13 current Resident reviews To remain in compliance with all
(Residents #101 through #113) and 1 closed federal and state regulations, the
55}/ Teh‘?:fd "e"iesw (Residents #114). , facility has taken or will take the
{F 755} | Pharmacy Srves/Procedures/Pharmacist/Records  {F 765} ! actions set forth in the following ol
: . g plan
88=D | CFR(s): 483.45(a)(b){1)-(3) of correction:
§483.45 Pharmacy Services
The facility must provide routine and emergency < _
_drugs and biclogicals to its residents, or obtain . . =
them under an agreement described in Date of Compliance: May 23, 2018 O =
§483.70(g). The facility may permit unlicensed - o
personnel to administer drugs if State law 5 —
permits, but only under the general supervision of F755 03
a licensed nurse. : . . . 2
1.) Resident #104's physician was O =

notified of IV antibiotic not being
available from the pharmacy, with-no
adverse side effects noted.

a3aAI303d

biologic?ls) to meet the needs of F§°h resident.

other safeguards provide sufficid

t protection to the patienis. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days

may be excused from correcting providing it is determinad

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disdlosable 14
days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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{F 755} Continued From page 1 {F 755} 2.) Current residents will be reviewed
. to ensure Physician ordered {V
§483.45(b) Service Consultation. The facility antibiotics are available in a timely
must employ or obtain the services of a licensed :
pharmacist who- manner from the pharmaty, any
identified concerns will be addressed
§483.45(b)(1) Provides consultation on all as indicated.
aspects of the provision of pharmacy services in .
the facility. 3.) Licensed nurses will be educated
on or before 5/23/2018 on the
§48§.4;5(b&(§? Estaiz!ish:;s TI systt-zrrll| o; :iecord:s of process for when IV antibiotic
;eu{;ﬁecl:?a:tndet:ﬂptgsen?ble :n gocggl?atz rugs in medications are unavailable from the
recongciliation; and pharmacy, procedures for checking
first dose machine, and following up
§483.45(b)(3) Determines that drug records are in with pharmacy for arrival time or
prdar_anq that an accguqt of all oontrglied drugs contact physician for alternative drug
is maintained and periodically reconciled. . d/or designé
This REQUIREMENT s not met as evidenced by Unit Manager and/or designee.
by:
Based on interview, clinical record review and
faci]ity documentation the facility_ failed for 1 - 4.} DON/Designee will review all new
ggg’;ﬁ?i‘:ﬁgt T;‘ 0:2::’1 provide medications orders for 1V antibiotics three times a
y Piys ’ week x 12 weeks to ensure |V
Findings included: antibiotics are administered in a
timely manner with results brought
Resident #104 was admitted to the facility on to QAPI x 3 months.
3/15/18 with diagnoses to include but not limited
to Bronchitis related to trachea, traumatic brain
injury due to Motor Vehicle Accident
Hydrocephalus, sacral pressure uicer stage Il and
Peg tube.
Review of the clinical record showed Resident
#104 was ordered Zosyn 3.375 grams (antibiotic
for pneumonia) to be administered intravenoustly {
iV) four times per day for seven days to begin at
8:00 PM on 5/14/18.
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{F 755}, Continued From page 2
Review of the May 2018 Medication
Administration Record (MAR) revealed missing
documentation of administration of the Zosyn.
514118 at 8:00 PM
5/15/18 at 8:00 AM
5/15/18 at 12:00 PM
§/15/18 at 4:00 PM
5/5/18 at 8:00 PM

Review of nurses notes dated 5/15/18 at 3:00 PM
stated that Resident 104's {V antibiotics had not
yet arrived from pharmacy. The nurse called the
NP {nurse practitioner) to obtain a new order to
hold medications until arrival from pharmacy.
The note went on to say pharmacy would have it
to the facility on the late night run on §/15/18.

During interview with LPN B she stated it is the
facility policy that if the faciiity doesn't have the
medication available, the facility will call the
pharmacy and then if the pharmacy can't get it
from the back up pharmacy, the facility will call
the Dr. and let him know and see if he can
substitute it or put it on hold.

During interview with DON she stated it was
facility poficy if the medication was not available in g
the first dose box the nurse was to notify the
pharmacy and see if they could get it from a back
up pharmacy. She also stated if they couldn't get .
it from the back up pharmacy the facility would :
call the MD or NP and see if they could substitute |
the med or put it on hold until the pharmacy could '
bring it,

Review of the facility policy for unavailable
medication showed the following:

"3. In the event the medication is not available

t

{F 755}§
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~from the E-Kit or the Emergency Pharmacy, the |
charge nurse will notify the Physiclan immediately |
to receive a HOLD order or a change in
medication that is currently available.”

“Review of the list of medications in the First Dose
box revealed there should have been 2 doses of
Zosyn 3.375 grams available in first dose box.

The facility administration was made aware '
during the end of day conference at 11:30 AMon
. §/17/18. No further information was provided.
{F 760} ' Residents are Free of Significant Med Errors {F 760}
Ss=£ CFR(s): 483.45(f}(2)

The facility must ensure that its-

§483.45(f)(2) Residents zre free of any significant :
medication errors,

This REQUIREMENT is not met as evidenced

by:

Based on interview, clinical record review and
facility documentation the facility failed for 1
resident {Resident #104) to provide five doses of
an antibiotic for pneumonia resulting in a
significant medication error.

Findings included:

Resident #104 was admitted to the facility on
3/15/18 with diagnoses to inciude but not limited
to Bronchitis related to trachea, traumatic brain
injury due to Motor Vehicle Accident
Hydrocephalus, sacral pressure ulcer stage Il and
Peg tube.

Review of the clinical record showed Resident
#104 was ordered Zosyn 3.375 grams (antibiotic
for pneumonia) to be administered intravenously (

F760

1.) Resident #104's physician was
notified of IV antibiotic not being
immediately available, with no
adverse side effects noted.

2.) Current residents will be reviewed
to ensure Physician ordered |v
antibiotics are available in a timely
manner, any identified concerns will
be addressed as indicated.

3.) Licensed nurses will be educated
on or before 5/23/2018 on the
process for when IV antibiotic
medications are unavailable from the
pharmacy, procedures for checking
first dose machine, and following up
with pharmacy for arrival time or
ctontact physician for aiternative drug
by Unit Manager and/or designee.

i —
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IV) four times per day for seven days to begin at
8:00 PM on 5/14/18.

. Review of the May 2018 Medication
- Administration Record (MAR) revealed missing
" documentation of administration of the Zosyn.
5114118 at 8:00 PM
5/15/18 at 8:00 AM
5/15/18 at 12:00 PM
51518 at 4:.00 PM
5/15/18 at 8:00 PM

Review of nurses notes dated 5/15/18 at 3:00 PM
stated that Resident 104's IV antibiotics had not
vet arrived from pharmacy. The nurse called the
NP (nurse practitioner) to obtain a new order to
hold medications until arrival from pharmacy.

The note went on to say pharmacy would have it
to the facility on the late night run on 5/15/18.

- During interview with LPN B she stated it is the
facility policy that If the facility doesn't have the
medication available, the facility will call the
pharmacy and then if the pharmacy can't get it
from the back up pharmacy, the facility will call
the Dr. and let him know and see if he can

" substitute it or put it on hold.

During interview with DON she stated it was

facility policy if the medication was not available in :
the first dose box the nurse was to notify the
pharmacy and see if they could get it from a back
up pharmacy. She also stated if they couldn't get
it from the back up pharmacy the facility would |
call the MD or NP and see if they could substitute :
the med or put it on hold until the pharmacy could
bring it. .

Review of the facillty policy for unavailable

{F 760}

j 4.) DON/Designee will review all new
orders for IV antibiotics three times a
week x 12 weeks to ensure IV
antibiotics are administered in a
timely manner with results brought
to QAP! x 3 months.
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medication showed the following: ;
"3. In the event the medication is not available
from the E-Kit or the Emergency Pharmacy, the
. charge nurse will notify the Physician immediately
" to receive a HOLD order or a change in
medication that is currently available.”
Review of the list of medications in the First Dose
box revealed there should have been 2 doses of -
Zosyn 3.375 grams available in first dose box.
The facility administration was made aware
during the end of day conference at 11:30 AM on
5/17/18. No further information was provided.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BXH212 Facillty 1D: VAGO21 if continuation sheet Page 6 of §

RECEIVED
JUM 01 2018
VDH/OLC



SUMMARY REPORT OF MEETING

TYPE OF MEETING In SﬁXV l(,e

e : I DATE: TIME:
Smtlefield Park 00249 TOICCI,MCH m Cﬁ Ui ng 21§
MBTHOD OF PRESENTATION: (Leoture, Dnmoumlﬁm. Filmn &sto.)-J.WW
L.V. Antibiotics an& Availability-
SUBJECTS COVERED: Guidelines for theﬂCharge Nurse
m
armacy T
A *Notify MD_ T
mlve
REACTION FROM PARTICIPANTS: MESt am
—ENotify-RR— |
SUMMARY AND CONCLUSIONS: ,
g
NATTENDANCE Fisae sas] |
NAWE ST _NAME (BRIFT | TTILE | SHIFT ]
< 1 \ j T |
Ir - Ay ()
i\ ) Y \ ﬁuﬁi\ﬁ
# \ | i ¥
N <

o

“:R.l 3 ; :; ‘ '

?"ﬁﬁﬂf’rﬂ ¢
) R PR




| NURSES: RN’siand LPN’s
DATE:gj"z‘l'@'IME NG L. 2

. Gl

M%MJW ) RECEIVED

JUN 01 2018
VDH/OLC




NURSES: RN'# and LPN’s

DATE: 3}3H<6 TIME__ I [WING: ¢
I % i/ 2
1. \ ‘-4( AL‘_uu (A l\'u‘l (.A.LA. .'!:, ; h.’

~
H
-

2. AN BATORN, RN
L ='\. ! ‘
3- R Y AN ‘\mh‘ ]'th

4.$ 0.014 . l ‘t\\ R
/ 7|
AR AN " ALAA FN

10-

11| i

12. i

13,

14,

15,

16,

17.

8.

19,

20, |
VOHIOLC




[V Antibiotic Availability Audit

Dates:

slalir

Reviewer: ],1,4, Rrinsns

Resident

IV Antibiotic

Date
Ordered

Comments

1.) Modus
GMJE Drovka Zavyn Zv | glufiy Gls/r | b/s/:f’maei
2) . Active Odur @,
Joekin Tuada Yumgm;c&.\ 5/8#{!:’ Gl (i al.glla_m
3) | Atve Qdey &
| Masitia Wellsr [Yomomaein | shaliy | Gfshy | sy ofsiy et
4) /
5.) //
6) /
7.) /
8.) / -
L~
9.)

10.) /

RECEIVED
JuM 012018

VDH/OLC



