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EO00 INITIAL COMMENTS F 000 The submission of the Plan of

Correction does not constitute
agreement on the part of

An unannounced Medicare/Medicaid standard Shenandoah Valley Westminster-

survey was conducted 10/11/17 through 10/12/17. Canterbury that the deficiencies |

One complaint was investigated during the cited within the report represent ’

~survey. Corrections are required for compliance deficient practices on the part of

-with 42 CFR Part 483 Federal Long Term Care Shenandoah Valley Westminster

_requirements, The Life Safety Cade ! Canterbury. This plan represents .

- surveylreport will follow. , our on-going pledge to provide
o . _ : - quality care that 1s rendered in’

' The census in this 51 certified bed facility was 43 accordance with all regulatory |

| atthe time of the survey. The survey sample : . requirements,

- consisted of 12 current Resident reviews :

(Resxdents # 1 through #10 and #15 and #16) i
 and four closed record reviews (Residents # 11
 through # 14).

F 278 483.20(g)-()) ASSESSMENT F278  F-Tag 278
$5=D | ACCURACY/COORDINATION/CERTIFIED : ; 1. Corrective Action
| ' : © Nurse (LPN) #1 will complete a
+ (g) Accuracy of Assessments. The assessment medification  for  Resident #5
. must accurately reflect the resident’s status. significant change MDS with an
: ' assessment  reference date of
“{h) Coordination 8/9/17 regarding the use of hypnotic
" Aregistered nurse must conduct or ¢oordinate medications.
each assessment with the appropriate
participation of health professionals. 2. Other Potential Residents
Al residents with a MD$
(i) Certification assessment are potentially affected.
(1) A registered nurse must sign and certify that A complete audit on active residents
the assessment is completed. with a current MDS, section N will
be reviewed fo insure proper coding
{2) Each individual who completes a portion of the f@}the assessment reference date.
assessment must sign and certify the accuracy of e £ -
that portion of the assessment, = ?@5 %fg D

0CT 25 a0y
(i) Penalty for Falsification

Vs
(1) Under Medicare and Medicaid, an individual YDH/op o
who willfully and knowingly- bR

LABORATORY DIRECHOR'S IER REPRESENTATIVE'S SIGNATURE TMLE {X%G) DAT
Ay anssrrror /& Afa 7

Any deficiency statcmcnt cndmg with an astarigk )denotes a deficiency which the inslittion may be excused from correcting providing it is e’éterrr){?zed hat
other sateguards provide sufficient protection ta the patients. (Sec structions.) Except for nursing homes, the findings stated above are disclosable 50 days
following the date of survey whether or not a plan of correction is provided. Far nursing homes, the above findings and plans of eorrection are disclosable 14
days following the date these documents are made available to the facility. 1f deficiencies are ciled, an approved plan of correction is requisite to continued
program participation.
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(i) Certifies & material and false statement in a

. tesident assessment is subject to a civil money
_penalty of not more than $1,000 for each
, assessment; or

(i) Causes another individual to certify a material
" and false statement in a resident assessment is
“subject to a civil money penalty or not mare than
- $5,000 for each assessment,

(2) Clinical disagreement does not constitute a

material and false statement.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview and clinical record
review, it was determined that the facility staff
failed to maintain a complete and accurate MDS
{minimum data set) assessment for ohe of 18
residents in the survey sample, Resident #5.

, The facility staff failed to accurately code

Resident #5's significant change MDS, with an
assessment reference date of 9/9/17 regarding
the use of hypnotic medications (sleeping pills).

_The findings include:

Resident #5 was admitted to the facility on
5/19i15 with diagnoses that included but wera not
limited to: chronic obstructive pulmonary disease,
depression, malnutrition, macular degeneration,
hearing loss and insamnia.

The most recent MDS assessment, a significant
change assessment, with an assessment
reference date (ARD) of 9/9/17, coded Resident
#b as scoring a 13 an the BIMS (brief interview
for mental status) score, indicating she was
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F 278 Continued From page 1 F 278 3. Systems Change 3

All disciplines entering data on the
MDS will be re-educated on the
instructions of the RAI manual for
section N by 11/17/17. The RN who
signs the completion of the MDS will
insure the coding of sestion N is
aceurate for the assessment based
on the assessment reference date,

4. Monitoring
The night shift nurse will run a daily

report of residents using anti-
psychoactive  medications. The
results will be reported at the

Interdisciplinary  Team  meetings
every month for three months, then
guarterly for ore year.  Report of
findings will be submitted to the
QAP committes,

5 Date
This  corrective  action
completed by 11/17/17.

be

will
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cognitively intact to make daily decisions, In
Section N - Medications, the resident was coded
as having received no hypnotic medications
during the seven - day look back period.

The physician orders dated, 8/8/17 dacumented,
"Ambien (used for insomnia (1)) 5 mg
(milligrams); give 0.5 tablet (half a tablet) by
maouth every 23 hours as needed for insomnia.
Target behaviars include: c/o (complaint of) nat
sleeping well and increased tiredness "

The September 2017 MAR (medication
administration recerd) documented, "Ambien
Tablet 5 mg; give 0.5 tablet by mauth every 23
hours as needed for insomnia. Target behaviors
include: /o not sleeping well and increased

tiredness." The Ambien was documented as

giveri on 9/7/17 and 9/8/17, both days within the |
lookback period of Resident #5's significant ;
change MDS assessment, with an ARD of 9/9/17.

. An interview was canducted with LPN (licensed

practical nurse) #1, the unit coordinator, on
10/12117 at 11:20 a.m. LPN #1 was asked fo

- review Resident #5's MAR for September 2017

and the significant change MDS assessment with -
an ARD of 9/9/17, After review, when asked if the
MDS was completed correctly, LPN #1 stated,
"No, that is 2 coding error.” When asked which
resource was used to complete the MDS
assessment, LPN #1 stated, “The RAI (resident
assessment instrument) manual.”

The RAI manual October 2017 documented,
"N04100 - Hypnotic: Record the number of days
a hypnotic medication was received by the
resident at any time during the 7-day look-back
period."
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Based on medication administration observation,
" staff interview, facility document review, and
clinical record review, the facility staff falled to
_ensure the facility was free of a less than 5% (five
. percent) medication error rate. Of 32
opportunities for error, two medication errors
were observed involving two of four residents
involved in the medication administration
observation. Residents #15 and #16. This
resulted in a medication error rate of 6.5%.

1. 0On 10/12/17 at 8:50 a.m., LPN {licensed
practical nurse) #2 nurse administered TUMS to

" Resident #15during the meal when it was ordered
for before meals and the medication was

X4 b SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION ' (%5)
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFQRMATION) TAG CROSS-REFERENGED TO THE AFFROPRIATE DATE
DEFICIENCY)
F 278 Continued From page 3 F 278 -
The administrator ASM (administrative staff
member) #1, LPN #1 and RN (registered nurse)
- #1, the assistant director of nursing, were made
aware of the above concern on 10/12/17 at 2:1Q
- p.m. )
" No further information was presented prior to exit.
{1} This information was obtained from the
following website:
hitps./iwww.ncbi.nlm, nih.gov/pubmedhealth/iPMH
' TO0127217report=detailg
F 332 ! 483.45(f}(1) FREE QF MEDICATION ERROR F 332" F-Tag 332
g85=0 ' RATES OF 5% OR MORE : 1. Corrective Action :
Nurse (LPN) #2 was counseled on 1
| {f) Medication Errors, The facility must ensure «10/25/17 on the proper medication
that its- . administration policy. A medication |
i - audited completed on 10/26/17. :
(1) Medication error rates are not 5 percent ar ;
. greater, , 2. Other Potential Residents |
- This REQUIREMENT is not met as evidenced All residents who are prescribed l
by: medications with parameters (before

meals/with meals, eic.) are at risk
for recelving medications outside of
the one-hour window for
administration.  An audit  for
medications with parameters will be
performed by 10/27/17.
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administered outside of the one-haur window for
administration.

2. 0n 10/12/17 at B:57 a.m. LPN #2 administered

: Omeprazole to Resident #16 with the meal when
: it was ordered before meals and the medication

" was administered outside of the one-hour window
*for administration.

The findings include:

1. Resident #15 was admilted to the facility on

12/26/13 with diagnoses that included but were

not limited to: dementia, stroke, depression, high :

blood pressure, and gastroesophageal reflux

" disease (gastroesophageal reflux disease

- (GERD) is a condition in which the stomach

" contents (food or liquid) leak backwards fram the
. stomach into the esophagus [the tube from the
- mouth to the stomach). This action can irritate the *

esophagus, causing heartburn and other
symptoms. (1)}.

The most recent MDS (minimum data set)
assessment, a quarterly assessment, with an
assessment reference date of 8/12/17, coded
Resident #15 as scoring a three on the BIMS
(brief interview for mental stafus) score, indicating
that she was severely impaired to make daily
cagnitive decisions. The resident was coded as
requiring extensive assistance to being totally
dependent upon one or more staff members for
all of her activities of daily living.

Observation was made on 10/12/17 at 8:50 a.m.
of LPN (licensed practical nurse) #2 preparing
medications for Resident #15. LPN #2 took two
TUMS out of the container, and proceeded to
crush the medication. Resident #15 was in the

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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F 332 Continued From page 4 F 33z

3. Systems Change -
Nurses who administer prescribed
medications will be re-educated on
medication administration and the
prevention of medication errors
including the six rights of medication
of administration. 1. The right
medication, 2. The fight dose; 3.
The right clientiresident; 4. The right
route; 5. The right time; 6. The right :
documentatian. k

4. Monitoring
The Director of Mealth Services,
Unit Coordinator or designee will ryn
a dally report of medication
administration concemns for the last

24 hours. Any findings of will be
addressed at the daily
interdisciplinary  tearm  meeting.

Timely and appropriate follow up will
be conducted for licensed nurses,

5. Date
The corrective action
completed by 11/17/17.

will  be
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dining room eating her bacon. LPN #2 asked
. Resident #15 if she could administer her }
. medications and Resident #15 shook her head '
yes. LPN #2 proceeded to administer Resident E
#15 the crushed TUMS between bites of bacon. :

“ The physician orders dated, 2/8117 documented
"Tums tablet Chewabte (calcium carbonate
antacid); Give 2 tablet by mouth before meals _ :
 refated to Gastro-esophageal refiux disease ;
without esophaghtis, fruit flavored, may crush " ;
: TUMS relieves heartburn, acid indigestion, sour
. stomach, and upset stomach associated with
_these symptoms. (2)

- Resident #15's MAR (medication administration

. record) documented, "Tums tablet Chewable

- (calcium carbonate antacid); Give 2 tablet by

“mouth before meals related to
Gastro-esophageal reflux disease withaut
esophagitis, fruit flavored, may crush.” The
scheduled time of administration for this
medication was 7:30 a.m., 11:00 a.m. and 4:00

Spam.

" An interview was conducted with LPN #2 on §
1012717 &t 1:11 p.m. When asked why TUMS ;
are given, LPN #2 stated, "They are given for
indigestion or calcium replacement.” When asked
if TUMS should be administered during a meal,
LPN #2 stated, "l was behind this morning.

The facility policy, "Medication Administration -
General Guidelines" documented in

part, "2. Medications are administered in
accordance with written orders of attending
physician, manufacturer's specifications, and
professional standards of practice... 11.

FORM CMS-2567(02-89) Previous Verslons Obsulete Event I0:QHN1T1 Facility 1D VADZ24 If continuation shest Page 6 of 17
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“Medications are administered within one hour
before and one hour after the scheduted time, g

. except for orders refating to before, after and :

- during meal orders, which are adminiatered .

" according to the established medication ‘

" administration schedufe." f

" According to "Fundamentals of Nursing”, Seventh |
Edition, 2009: by Perry and Potter Chapter 35

- "Medication Administration" Chapter 35, pg. 707

| read: "Professional standards, such as the

“ American Nurses Association’s Nursing: Scope

' and Standards of Nursing Practice (2004), apply

' ta the activity of medication administration. To
prevent medication errors, follow the six rights

- medication administration consistently every time

; You administer medications. Many medication

 errors can be linked, in some way, to an :

| Inconsistency in adhering to the six rights of 5 |

- medication administration. The six rights of ‘ ,'

 medication administration include the following: 1. , f

' The right medication, 2. The right dose, 3. The ' .

right client, 4. The right route, 5. The righttime, !

: and 6. The right documentation.”

{ The administrator, ASM (administrative staff _ v
member) #1, LPN #1 and RN {registered nurse)
#1, the assistant director of nursing, were made : ;
aware of the above concern on 10/12/17 at 2:10

-p.m,

No further information was provided prior to exit.

(1) This information was obtained from the
following website:
hitps://wwwqa.nlm.nih.gov/medlineplus/275/ency/
article/000265 him

(2) This information was obtained from the
following website:
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*hitps /idailymed.nim.nih.govidailymed/druginfo.cf
: m7setid=35f79dcf-1743-4d0f-abab-5ead6b05630
9,

2, 0n 10M12/17 at 8:57 a.m. LPN #2 administered
 Omeprazole to Resident #16 with the meal when
" it was ordered before meals and the medication
- was administered outside of the one-hour window
- for adminisiration,

I Resident #16 was admitted to the facility on

, 25115 with diagnoses that included, but were not

Himited to: dementia, depression, high blood

. pressure, and gastroesophageal reflux disease .

(GERD). '

t The most recent MDS (minimum data set)

. assessment, 3 quarterly assessment, with an

- assessment reference date of 8/5/17, coded

| Resident #16 as scoring a five on the BIMS (brief

Vinterview for mental status) scare, indicating she
is severely impaired to make daily cognitive *
decisions. Resident #16 was coded as requiring !

_limited or supervision for all of her activities of

, dhaily living.

|

" Observation was made on 10/12117 at 8:57 a.m.
of LPN (licensed practical nurse) #2 preparing
and administering medications to Resident #16.
LN #2 dispensed Omeprazole (used to treat
GERD (1)) 20 mg (milligrams), one tablet,
Resident #16 was in the dining room eating her
breakfast. LPN #2 asked Resident #16 if she
could administer the medications during the meal 3 204
and Resident #16 agreed. LPN #2 administared 0CT 26 201
Omeprazole 20 mg to Resident #16, between
bites of her toast.

The physician order dated, 2/9/17, dacumented,
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“Prilosec capsule delayed refease 20 mg

. {Omeprazole); Give 1 capsule by mouth one time
a day related to gastroesophageal reflux
disease." The scheduled time for the medication
was for 7:30 a.m.

An imferview was conducted with ather staff

, member (OSM) #8, the facility consulting

“pharmacist, on 10/12/17 at 12:05 p.m. When

“asked if there were any special considerations a
nurse should follow in the administration of

- Omeprazole, OSM #8 stated, “It should be given

30 minutes to an hour prior to a meal, This is not

& contraindication but a recornmendatian by the |

manufacturer.”

* The pharmacist provided this surveyor with

- documentation from his computer from the

- following website: Clinical Pharmacology - ip.com,

that documented in part, "Omeprazole - Roule
Spegcific Administration: Oral Administration «
Admirister on an empty stomach, 60 minuies

- before meals. If given once daily, administer

before the first meal of the day."

' The facility reference drug book found in the

- medication room, titled: Nursing 2018 Drug <
Handboaok; Wolters Kluwer, documented in part,
"Administration; P.O. (by mouth) - give drug at
Ieast 1 hour before meals.”

- An interview was conducted with LPN #2 on
1012017 at 1:11 p.m. When asked what is
Omeprazole given for, LPN #2 stated, "GERD
When asked if there were any special
considerations when giving this medication, LPN
#2 stated, "Most likely it should be given a half
hour before meals.” When asked if she did that
this morning for Resident #16, PN #2 stated,
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{&)} Infection prevention and control program,

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

(1) A system for preventing, identifying, reporting,
investigating, and controlling infections and
communicable diseases for all residents, staff,
volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards (facility assessment
“implementation is Phase 2);

{2) Writien standards, policies, and procedures
for the program, which must include, but are not
limited to:
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“No, | was behind this morning. It showed in pink
{on the computer screen - indicating that is was
out of time range)."
The administrator, ASM (administrative staff
“member) #1, LPN #1, the unit ceordinator, and
* RN (registered nurse) #1, the assistant director of * .
"nursing, were made aware of the above cancern |
on 10/12/17 2t 2:10 p.m. :
- No further information was provided prior to exit.
(1) Nursing 2018 Drug Handbook, Walters :
- Kluwer, page 1117, ' :
F 441! 483.80(a)(1)(2)(4)(e)(F) INFEGTION CONTROL, Fa441'  F.rag 44t
$5=D | PREVENT SPREAD, LINENS 1. Corrective Action

Nurse (LPN) #4 was counseled on
the practices of infection control and
the spread of infection during
medication  adminisiration  on
10/112/17. No ill effects to Resident
#10

2. Other Potential Residents
All residents prescribed medications
are potentially affected.
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(i) A system of surveillance designed to identify
possible communicable diseases or infections
. before they can spread to other persons in the
*facility;

{ii) When and to whom possible incidents of
“communicable disease or infactions should he
I reported;

* (ili} Standard and transmission-based precautions
- o be followed to prevent spread of infections;

(iv) When and how isolation should be used for a
resident; including but not limited to:

{A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
- least restrictive possible for the resident under the
| circumstances,

' (v) The circumstances under which the fagility

“ must prohibit employees with a communicable
disease or infected skin lesions from direct

" contact with residents or their food, if direct

- contact will transmit the disease: and

{vi) The hand hygiens procedures to be followed
by staff involved in direct resident contact.

{4) A system for recording incidents identified
under the facility's IPCP and the carrective
actions taken by the facility.

{e) Linens. Personnel must handle, storg,
process, and transport linens so as to pravent the
spread of infsction.
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All licensed staff will be re-educated

on medication administration
protecols including the insurance of

that medications do not come into
contact with potentially
contaminated objecls/services,
infection control practices and the
prevention of spreading infection.
Education will include a return
demonstration of disinfecting the :
medication cart, equipment on the |
cart before, during and after
medication administration every shift |
and as needed.

4. Monitoring
Random medication cart audits will
he done weekly for four weeks, then
quanerly by Nurse Educator for one
year. Any findings will be reported
to the Quality Assurance
Committee.

5, Date
Corrective action will be completed
by 11/17/17.
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|
i () Annual review. The Tfacility will conduct an
~annual review of its IPCP and update their
" program, as necessary.
This REQUIREMENT is not met as evidenced
by:

Based on observation, facility document review,
staff interview and clinical record review., it was
. determined that the facility staff failed to maintain
infection contral practices, for one of four
' residents in the medication administration
observation, Resident #10.

LPN (licenaed practical nurse) #4 failed to
maintain infection control practices while
areparing mediations for administration for
Resident #10.

The findings include:

Resident #10 was admitted to the facility on

- 9/17/17 with diagnoses that included, but were
not limited to: high blood pressure, high
cholesterol levels and history of a hip fracture.

. The most recent MDS (minimum data set)
assessment, a Medicare 14-day assessment,
“with an assessment reference date of 10/1/17,
coded the resident as being cognitively intact to

- make daily decisions.

Observation was made or 10/12/17 at 840 a.m.
of LPN {licensed practical nurse) #4
administering medications to Resident #10, LPN
#4 pushed Amlodipine {used to treat high blood
pressure (1)), 10 mg (milligrams) out of the pill
package. The pill popped out onto the surface of
the medication cart. LPN #4 put on a pair of
gloves and picked the pilt up and placed it in the

F 441’
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medication cup with the other medications. LPN

- #4 proceeded to administer the mediation ta

. Resident #10. The surface of the medication cart
was ohserved. There was a white powdery

: substance visible on the top of the cart. When

. this surveyor touched the surface of the cart,

there was a sticky substance also on the cart.
The computer was above the cart and there was
visible dust on the brackets and arm that held the
computer, this surveyor could draw a line in the

1 dust. An inferview was conducted with LPN #4.

' When asked how often she cleaned her

- medication cart, LPN #4 stated, "Frequently.”

: When asked when she last cleaned her cart, LPN

#4 stated, "Seven a.m.” When asked what

- pracess she shauld follow when a pill touches the -
surface of the medication cart, LPN #4 stated, "I

+ should have thrown the pilf away and gotten a

. new one,”

" An interview was conducted with LPN #1, the unit

; coordinator, on 10/12/17 at 11:27 a.m. When

 asked what happens If nurse administering

| medications drops & pill on the top of the

| medication cart, LPN #1 stated, "You throw it

“away and pull a new one." LPN #1 was informed
of the above observation,

The facility policy, "Medication Administration -
General Guidelings" did not address dropping
pills on the medication cart.

According to "Potter, Patricia A, and Anne Griffin
Perry. Fundamentals of Nursing: Concepts,
Process, and Practice", 4th ed. St Louis:
Moshy-Year Book, Inc., 1697: "All medications
should be handled to ensure that they do not
come into contact with potentially contaminated
objects or surfaces.

F 441
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{(a) Laboratory Services

(2) The facility must-

. reports that are daled and contain the name and

- address of the testing laboratory.

, This REQUIREMENT is not me! as evidenced

by

: Based on staff interview, facility document review

tand clinical record review, it was determined that

* the facility staff failed to maintain laboratory test

" results in the ¢linical record for one of 16
residents in the survey sample, Resident #6.

The facility staff failed to file the results of &
thyroid test in the clinical record for Resident #6.

The findings include:

Resident #6 was admitted to the facility on
2114117 with diagnoses that included but were not

- (iv) File in the resident's clinical record laboratory
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The administratar, ASM (administrative staff
member) #1, LPN #1 and RN (registered nurse) ,
#1, the assistant director of nursing, were made |
aware of the above concern on 10/12/17 at 2:10 ’
p.m.
- No further inforrmation was provided prior to exit.
1 {1) This information was obtained from the
i following website:
. hitps:/fwwaw nehi.nlm nih.gov/pubmedhealth/P M
| TO008948/ ?report=details .
F 507i 483.50(3)(2)(iv} LAB REPORTS IN RECORD - F 507! F-Tag 507
58=D, LAB NAME/ADDRESS 4. Corrective Action

The TSH lab results were obtained .
and placed on the clinical record for ‘
Resident #6 on 10/12/17. i

2. Other Potential Residents
All residents who are ordered lab
work are potentially affected.  An
audit for all active residenis who
have ordered leb work will be
conducted by night shift nurses on
10/25/17 10 ensure resulls are on
the medical record.

3. Systems Change
The night shift nurse will run a report
for labvdiagnostic orders weekly to
see what was ordered for labs. The
report will be crossed reference with
the medical record to insure the
results are on the chart.
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limited to: Parkinson's disease (a progressive
disorder of the nervous system marked by

- muscle tremars, muscle rigidity, decreased
- mobility, stooped posture, slow voluntary

movements and a mask-like facial expressian

{1)). dementia, high blood pressure, asthma and

. hypothyroidism (Your thyroid is a butterfly-shaped
~gland in your neck, just above your collarhone. It
+is one of your endocrine glands, which make

i hormones. Thyroid hormones control the rate of

" many activitias in your body. These include how

- fast you burn calories and how fast your heart

" beats. All of these activities are your bady's

metabolism. If your thyroid gtand is not active
enough, it does not make enough thyroid

- hormorie to meet your body's needs. This
_condition is hypothyroidism (2)).

' The physician order dated, 6/10/17 documented,
*TSH (thyroid stimulating hormene - a harmaone

- secreted by the anterior pituitary gland that

" conirols the release of thyroid hormone from the
“thyroid. (3)) every day shift evary gix months

starting on the 17th for 7 days related to
subclinical iodine-deficiency hypothyroidism, Start

BMTNT

Revigw of the clinical record did not evidence any

leboratory test results for August 2017 for a TSH
level.

An interview was conducted with LPN (licensed
practical nurse) #4 on 10/12/17 at 12,50 p.m. The
order was reviewed with LPN #4. LPN #4 could
not locate any TSH laboratory test results for
Resident #6 in the clinical record. LPN #4 then
called the laboratory. LPN #4 stated the test was
done on 8/15/17 and she confirmed the test
results were not in the clinical record.

The Director of Health Services,
Unit Coordinator or designee will
conduct a monthly audit for three
months, then quarterly to ensure all
lab results are on the medical
record. Any findings will be reported
to the QAP Committee,

5. Date
Corrective action will be
accomplished by 11/17/17.
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On 10/12/17 at 1:05 p.m. LPN #4 returned to this
surveyor and presented the results of Resident
#6's TSH laboratory (lab) test done on 8/15/17.
When asked where these results were located,
LPN #4 stated she had someone pull up the labs
on the system (laboratory portal) and further
stated, "It (the TSH lab test result) wasn't in the
chart.”

On 10/12/17 at approximately 2:10 p.m. LPN #1,
the unit coordinator, was asked the process for
labaratory test results to get an the clinical record,
LPN #1 staled, The DON (director of nursing),
ADON (assistant director of nursing) or their

. designee drop the results off ta each unit. Any

: critieal lab resuits they call the doctor and RP
{responsible party). All other labs are putin a

- folder for the doctor's review. Once reviewed by
the physician, the nurse files them in the clinical

_record.”

" The facility policy, "Laboratory and Diagnostic
Testing Results, Notification of Physician,”

documanted in part, "4, All results of laboratory

. and diagnostic testing are placed in the resident's

* clinical record.”

- The administrator, ASM (administrative staff
-member) #1, LPN #1 and RN {registered nurse)

#1, the assistant director of nursing, were made I ES s =g )
aware of the above concern on 16/12/17 at 2:10 %g’a @Eﬁf%@

” rther inf t ded t QC? 26 2§§?
No further information was provided prior to exit. .
S YDH/OLC

(1) This information was oblained from the
following website:
https:/fwww.nehi.nim.nih.gov/pubmedhealth/PMH
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(2) This information was obtained from the
- follawing website:
 https:/medlineplus.gov/hypothyroidism. htm|

(3) Barron's Dictionary of Medical Terms for the
. Non-Medical Reader, 5th edition, Rothenberg and
* Chapman; page 571.
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