o
[
Laned
L
L4
AN §
2
=

=0

L)

|
=
s
~d

-t

P v

[l

5
A
L)
I
e

Riverside Convalescent Center —

MATHEWS
P.O.BOX 370
Mathews, VA 23109

T——
A
A
e —
_— W
— -
—, Al
E:

FACSIMILE COVER SHEET

CONFIDENTIALITY STATEMENT
The information contaitied in this facsimile transmission is privileged, confidential, or proprietary information
intended cnly for the use of the individual or entity named below. Information in this facsimile may be protected
by physician-patient privilege, attorney-client privilege or the privilege applicable to attorney work produet, or
laws governing proprietary information or trade secrets. The recipient is prohibited from using the information
for any purpose other than that stated on the original request for information. Except as permitted by law,
secondary release of this information is strictly prohibited.

DISCLAIMER
This is an electronically transmitted document and Riverside Regional Medical Center can not guarantec the
receipt of all the information transmitted. If there are any questions regarding the content of this transmittal,
please contact the sender listed below.

If the reader of this message is not the intended recipient, you are hereby notified that any dissemination,
distribution or copying of this communication is strictly prohibited. If you have received this communication n
error, please notify us immediately and return the original fransmission to us at the above address via U.S. Pastal
Servite.
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ASE215 B WING 03/24i2016
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A D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (5)
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(X (EAGH CORRECTIVE AGTION SHOULD BE COMBLETiORN
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFISIENCY)
F 000 INITIAL COMMENTS F 000
An unannounced Medicaid standard survey
inspection was conducted 3/22/16 through
3/24/116. No complaints were investigated.
Corrections are required for compliance with 42
CFR Part 483 Faderal Long Term Care
“requirements, The Life Safely Code
Survey/Report will follow.
The census in this B0 certified bed facility was 60
_at the time of the survay. The survey sample ;
consisted of 17 current Resident reviews :
" (Residents #1 through #13 and #16 through #19)
and 2 closed record reviews (Residents #14
through #15),
F 281 | 483.20(k)(3)(}) SERVICES PROVIDED MEET F 281!

58=D ‘ PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by
Based on ohservation, staff interview, facility v
documentation review, and clinical record review,
the facility staff failed to follow professional
- standards of nursing for two Residents
' (Residents' #10 and #11) in a survey sample of
19 Residents.

1. For Resident #10, medications were borrowed |
- from another resident for use,
12, For Resident #11, the madication nurse gave |
“ the wrong medication. i

< The findings included:

M*TAW o dminciloalon  4-14-20/6

s OF, PROVIDER/SUPPLIER REPREWAT!VE‘S SIGNATURE TITLE (XE) DATE

i
[ ABORATORY DIRECTOR

Any deficienicy statement ending with an asterisk (%) denotes a deficiency which the Insfitution may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the patiants. (Ses Instructions.) Except for nursing homes, the findings stated ghove ara disclosj,able 890 days
following the date of survey whether or not a plan of carrestion is provided. For nursing homes, the above findings and plans of comeclion are disclosable 14
days following the date thase dotuments ars made available (o the facility. |f daflclencies are cled, an approved nlan of correction Is requisite {o continued

program parficipation.
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x4 SUNMARY STATEMENT OF
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W B:ACH DEFICIENCY MUST BE
TAG ORY OR LSC

lDE’\lTlFYING INFORMATION)

F 281 ' Continued From page 1

Resident #10, was admitted 1o the facility 3/8/12.
» Diagnoses included high blood

pressure,

diabetes, dermentia and COPD (chronic

abstructive pulmonary disease).

Resident #1 O's most recent MDS (minimum data

sef) with an ARD (assessment reference date) of

312/16 was coded as a quarterly assessment. The

resident was coded as having severe cognitive

impairment. Resident #10 was also coded as
sextansive 1o total assistance of one to two staff
mermbers to perform activities of daily living
(ADL's),

On 3122116 at 4:05 PM, a madication pass
observation was completed for Resident #10.
LPN (licensed practical nurse) § was preparing
Resident #1 O's Miralax, which she could not find
in the medication cart, LPN (8) stated, "1 will
borrow fram (name of Resident #12) and
re-order” She then procesded to obtain Resident
#12's Miralax and poured the dose for Resident
#10.

On 3723116 at 3:35 PM, at the end of the day
meeting, the ADON (assistant director of nursmg)
stated "No, we should not barrow medications.”

2. For Resident #11 . the medication nurse
gave
the wrong medication.

Resident #11 was adm itted to the facility on
616114, Diagnoses included but were not limited
te high blood pressure and depression.

+Review of the resident's clinical record revealed
smost recent MDS (minimum data set) with an
ARD (assessment reference date) of /2120115
“The resident was coded as having a 81 M8
(bnef
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PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION ié‘%@
CROSS- REFERENCED TOTHE DA
KPPROPRI
APEROERY)
F. 281

1- The medication was replaced for
resident #10 April 6, 2016. Resideni # 12
had medication replaced on April 6, 2016
Resident #11 continued to be monitored x
72 hours by nursing staff for any adverse
impact having teceived the wrong
medication. No adverss reactions wers

noted and the RP and MD wer¢ informed
of the medication error ¥/23/16. The
nurses involved were counseled by the
DON on 4/4/16.

2- All pesidents within the facility are
at risk regarding failure to adhere o
facility's policy and procedure

on medication administration.

100% review of all residents medications
to assure they were available for
adtninistration as ondersd completed
April 6, 2016

3. A-The liccnsed nurses will receive re-
education on 4/20/16 by clinical educator
regarding the 6 rights of medication
administration,

B- Weekly medication administration
observations will be performed 1 per week
x 4 then monthly to cnsure compliance
with the medicstion policy and procedure.

4- The results of the audits will be
reported monthly at the QA meeting for
evaluation of compliance and ongoing
monitoring for continuous improvement
analysis after the implementation by
Administrator and/or DON

5. All corrective action will be completed
by May 04, 2016

If continuation sheet Page
2 o? 16 g

Gy




A D
EDk [

No. AT5ERINGE 417472018

DERhyr. 14 2016 6:35PMD HRC-MATTHERSES FOra AreROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES [4.4)] PROVIDERSUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION (X33 DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BULOING COMPLETED
49E215 B WING 03/24/2016

NAME OF PROVIDER OR SUPPLIER

RIVERSIDE CONVAL CENTER-MATHEW

STREET ADDRESS, CITY, STATE, ZIP CODE
PO BOX 370
MATHEWS, VA 23109

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY DRLEC IDENTIFYING INFORMATION)

pXan
PREFIX |
TAG

e
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EAGH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(x3}
" COMPLETION
: DATE

F 28" Continued From page 2
interview of mental status) of "3" out of a possible

- was coded as requiring extensive to total
assistance for ADLs (activities of daily living),
- such as bathing.

- On 3/23M6 at 8:15 AM, LPN (licensed practical
nurse) A prepared Resident #11's medications.

Lactulose (laxative) 30 cc (cubic centimeters)
i which was poured and administered to

\ of the dlinical recard, it was found that the
' resident did not have an order for Lactulose, but

(a protein supplement) 30 cc twice daily.

i

' the medication error. She stated, "I boo-boced.
LIt was supposed to be Prostat, | was nervous.”

Review of the facility's Policy and Procedure

‘; and appropriately for the resident to receive the
lintended therapeutic effect. Incorrect
 administration of certain drugs can resuit in

- harmful side effects.”

- On 3/23/16 at 3:35 PM, the facility Administrator
“and DON (director of nursing) were nofified of the
above findings.

483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

F 323
§8=D

The facility must gnsure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives

linstead had an order, dated 12/34/15, for Prostat

| On 3/23/16 at 8:45 AM, LPN (A) was informed of

e

F 281

:
!

15, or severe cognitive impairment. The rasident

One liquid medications was poured; the dose was -

' Resident#11. During the physician orders check

i
i

regarding medication administration revealed the
- following: "Medications must be given accurately

i
|
J
1

t

¢
i

|
i
i
i

FORM CMS-28567(02-99) Previous Versions Dbsolete

Event ID:CX3711
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: '
F 323 Continued From page 3 k F323]

adequate supervision and assistance devices {0
prevent accidents.

|

| This REQUIREMENT is not met as evidenced

| by:

- Based on observation, staff interview, facility
documentation and clinical record review, the

facility failed for one Resident (Resident #1)ina

' survey sample of 19 residents, and for one of two

' units, to provide a safe environment.
| :
1 1. Resident #1 did not have wheelchair foot rests |
- on the chair for transport,

2. LPN (licensed practical nurse) B left
| medications on top of the medication cart while
| gut of sight of the medication cart.

i
The findings included:

. Resident #1 was admitied to the facility on 5M/14.
' Diagnoses included but were not limited to stroke
' with Alzheimer's dementia, high blood pressure |
' and congestive heart failure. ‘
. Review of the resident’s clinical record revealed
most recent MDS (minimum data set) with an
ARD (assessment reference date) of 3/9/16. The
resident was coded as having a BIMS (brief
“interview of mental status) of "2" out of a possible *
15, or severe cognitive impairment. The resident
| was coded as requiring extensive to total |
| assistance for ADLs (activities of daily living),
such as locomotion on and off the unit.

i
t
4
!

i
i
| Review of the clinical record revealed a nurses

- note, dated 11/12/15, with the following: |

1

FORM CMS-2567(02-93) Previous Verslgns Obsolste Event ID: CX3711
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFIGIENCIES
AND PLAN QF CORRECTION

{X1) FROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

49E218

NAME OF PROVIDER OR SUPPLIER

RIVERSIDE CONVAL CENTER-MATHEW

(%4110
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING iINFORMATION)

F 323 : Cortinued From page 4

FORM CMB-2567(02-99) Pravious Versions Gbsglete

"Unahle/unwilling to keep feet up while being
pushed in the wheelchair, has to be reminded
repeatedly to lift her feet, posaible need for foot
rests”

On 372316 at 1 ;25 PM, Resident #1 was
obsarved while up in the wheelchair in the dining
roor. There were no foot rests on the
wheelchair. $he was not attempling to propel
herself.

On 3/23/16 at 1 :35 PM, CNA (certified nursing
assistant) A started to roll resident from the dining
room and the resident put her foot down on the
floor CNA (A) was asked if the resident had foot
rests for the wheelchair. CNA (A) stated, "None
that | have used before." She went on to add that
the resident had just started doing that. The CNA
proceeded to propel the resident, stating "lift your
feel," Resident #1 did Jift her feet on command,
but during the transport the resident was
ohserved again to put both feet on the floor.

On 3/23/16 at 3:35 PM, the facility Administrator
and DON (director of nursing) were notified of
above findings.

Cn 3/24/16, the DON presented a physician's
order dated 3/23/16 for the following: "May use
leg rests on wheelchair when headed 1o ensure
safe transport when (Name of Resident #1)
refuses o hold legs up.”

Cn 324716 ot .56 AM, Resident #1 was
ohserved with leg rests on the wheelchair,

2. LPN (licensed practical nurse) B left
medications on top of the medication cart while

Event 10.CX3711

() MULTIFLE CONSTRUCTION

N YAN

i

No. 4756

PRINTED: 04/04/2018
FORM APPROVED
OMS NO 0638-0391

(X3) DATE SURVEY

A, BUILDING . COMPLETED
BWING -
03/24/2016
STREET ADDRESS, CITY, §TATE, ZiP CODE
PO BOX 370
MATHEWS, VA 23109
10 PROVIDER'S PLAN QF CORRECTION (%5)
PREFIX, (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFIGIENCY)
Fazs F-323

Facility ID: VAD187

I-A — Order obtained for resident #1
and noted for use of leg rests on
wheelchair when needed to ensure safe
transport. Staff education regarding
placement of leg rest routinely with
removal when she indicates she is
atternpting to move self independently
provided by DON, care planned and
included in resident profile March 23,
2016.
B- Nurse B was counseled I: 1 by
DON regarding necessity to ensure
medications and other items that could
be ingested should not be left on top of
the cart (Nurse A not present during
this med pass).
C- C.N.A. {(A) was re-educated to
inform nursing staff of changes in
condition using Stop & Watch form by
DON March 23, 2016,
2- 2- An audit was performed on all
residents completed on April 4, 2016 by
DON tg ensure every resident has proper
assistive devices to prevent accidents.
3+ A the lcensed nurses will receive re-
education by clinical educator on

{20/16 regarding medication
administration with focus on potential
hazards and safety, education on leg rest
use when pushing wheelchair(s).
B- The resident will be assessed for
provision of assistance devices with any
change in condition related to mobility
weekly during our interdisciplinary AT
Risk meeting by DON and/or designee
beginning April 12, 2016.
C- An zudit of all residents reviewed
during AT Risk meeting weekly x4, then
monthly x 3 by DON and/or designee to
ensure provision of assistive devices ©
prevent accidents.
Audit of medication carts 1 weekly x4
weeks then 1 monthly by DON and/or
designes to ensure medications and other
items that could be ingested are not left
on top of the medication cart.

If continuation sheet Page 5 of 16
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A)ID - SUMMARY STATEMENT OF DEFIGIENCIES o
SREEI (EACH DEFICENGY MUST BE PRECETED BY FULL PREFIX
TAG REGULATORY OF LSG IDENTIFYING INFORMATION) TAG
F 323 , Continued From page 5 F
out of sight of the medication cart. 323

FORM CMS-2567(02-99) Previous Vérsiona Obsdlgle

Resident #10, was admitted to the facility 38712,
Diagnoses included high blood pressure,
diabetes, dementia and COPD (chronic
cbstructive pulmanary disease).

Resident #10°'s most recent MDS (minimum data
set) with an ARD (assessment reference date) of
372716 was coded as a quarterly assessment. The
resident was coded as having severe cognitive
impairment.. Resident #10 was alsc coded as
extensive to total assistance of ona to two staff

smember to perform activities of datly living
{ADL's).

On 3722/16 at 4.05 PM, a medication pass
observation was completed for Resident #10.
LPN (licensed practical nurse) 8 was preparing
Resident #10's Miralax, which she could not find
in the medication cart. LPN (6) had poured and
crushed the resident's Tylenol and placed into
pudding, and had poured Lactulose (a laxative).
LPN (A) left these on top of the medication cart to
go across the hall into the closed clean utility
room fo look for another medication. While the

door was closed and the medication cart was out
of view, one resident propelled herself by the
medication cart.

On 3/23/16 at 3:35 PM, the Administrator and
, DON (director of nursing) were nofified of above
. findings.

+On 3/24/16, the DON presented the medication
administration policy was presented and
scontained the following: "Medications and other .
-items that could be ingested should not be lsfton .
«top of the carl. Confused residents have been

Byenl ID:GX3711

STREET ADDRESS, CITY. STATE, ZIP CODE
PG BOX 370
MATHEWS, VA 23108

PROVIDER'S PLAN OF CORRECTION

{EACGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5
COMPLETICN
DATE

4~ The results of the audits will be
raported at the QA meeting for
evaluation of compliance and
ongoing menitoring for continuous
improvement apalysis after the
mpletmentation by Administrator
and/or DON.

5- All corrective action will be
completed by May 04, 2016.

Facliily 10 VAD187 If continuation sheet Page 6 of 16
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MNAME OF PROVIDER OR SUPPLIER

RIVERSIDE CONVAL CENTER-MATHEW

STREET ADDRESS, CITY, 8TATE, ZIP CODE
PO BOX 370
MATHEWS, VA 23109

ss=0 | NEEDS

' The facility must ensure that residents receive
| proper treatment and care for the following

- special services:
injections,;

- Parenteral and enteral fluids;
Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care,
Tracheal suctioning;

. Respiratory care;

' Foot care; and

i Prostheses.

|
| This REQUIREMENT is not met as evidenced
| by:

. record review, the facility staff failed, for 1
order.
; received the correct amount of oxygen.

“The Findings included:

i Residant #4 was an 83 year old who was

i

diagnoses included Atrial Fibrillation, Chronic
. Obstructive Pulmonary Disease, and
AcuteiChromc Respiratory Failure.

' Based on observation, resident interview, staff
" interview, facility documentation review, clinical

resident (Resident #4} in the survey sample of 19
resudents to administer axygen per physician's

‘ The facility staff failed to ensure that Resident #4

admitted to the facility on 6/20/14. Resident #4's

oo SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN CF CORRECTION ()
PREFIX | {(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
x} ]
F 323 | Continued From page 6 F 323,
s known to take them off the cart.” f
F 3281 483.25(k )TREATMENT/CARE FOR SPECIAL F 3281

FORM CMS-7887(02-80) Previous Versions Obsolete Event 1D CX3711
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PREFIX
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SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

F 328 i Continued From page 7

FORM CME-2567(02-99) Previous Varsions Qbsoista

The Minimum Data Set, which was a Annual
Asseasrment with an Assessment Reference Date
of 1/20/16 coded Resident #4 as usually being
able to understand others, She was ¢oded as
being understocd by others, In addition, Resident

«#4 was coded as having a Brief Interview of
Mental Status Score of 15, indicating that she
was cognitively intact.

On 3/23/16 & review was conducted of Resident
#4's clinical record, revealing a signed physicians
order, dated /1116 that read, "Oxygen at 2 Liters
per nasal cannula at all times.”

On 323716 at 9:50 A M, an observation was
made of Resident #4 in her bed. Her oxygen
concentrator flow rate was observed to be set at
1,5 liters per minute,

On 3/23116 a review was conducted of facility
docurnentation, revesling the Oxygen
Concentrator Policy dated January, 2010 read,
"Oxygen concentrators are another means of
providing oxygen to our residents. The machines
extract oxygen from room air and concentrate this
oxygen for use by the resident. Safely
precautions for concentrator. Tura flow meter to
prescribed flow rate, Read flow rate at center of
bali"

On 3/23/16 at 2:45 P.M. a secand observation

was made of Resident #4 in her bed. Her oxygen

concentrator was observed to be set at 1.5 liters
»per minute.

On 3/23116 at 2:45 an interview was conducted
with LPN C, When asked what the oxygen level
was set al, she stated, "It's below 2. Her order
* says 2, She needs every bit she can get 8he

Event I:CX37 1

No. 4756 P 9717
PRINTED: 04/04/2016

FORM APPROVED
OMB NO 0938-0291
{X2) MULTIPLE CONSTRUCTION {(¥3) DATE SURVEY
A, BUILDING _ COMPLETED
BWING
03/24/2016
STREET ADDRESS, (ITY, STATE. ZiP CODE
PO BOX 370
MATHEWS, VA 23109
10 PROVICER'S PLAN OF CORRECTION .
PREFIX (EAGH CORRECTIVE ACTIGN SHOULD BE S OMPLENO
TAG CROSS-REFERENGED TO THE APPROPRIATE N
DEFICIENCY) DATE
F326  £.328

Facity 10: VA187

1- A- Resident #4 had oxygen level
corrected to setting as ordered by
physician 3/23/16. All residents on
oxygen were audited for appropriate
settings on 3/23/16 by nusing
SUPBIVISOT.

B Immediate staff re-education was
provided during shift huddle meetings
3/23/16 and 3/24/16 by DON to ensure
immediate correction and to ensure all
residents were receiving oxXygen pet
physiciat’s order.

2- All residents with physician ordered
oxygen are at risk to not receive
oxygen as ordered by physician.

3- A~ the licensed nurses will receive
re-education on 4/20/16 by clinical
educator regarding necessity to comply
with facility policy and procedure
regarding oxygen administration,
safety precautions for concentratar and
correctly setting the flow rate as
prescribed by the physician.

B-All residents on oxygen will be
audited 1xweek x 4 weeks, then one
resident per week x 8 weeks, then 1
per month by Don and/or designee to
ensure compliance with physician’s
order.

4- The results of the audits will be
reported at the QA mesting for
evaluation of compliance and
ongoing monitoring for continuous
improvement analysis after the
implementation by Admnistrator
and/or DON,

3- All corrective action will be
completed by May 04, 2016.

If continwation sheet Page 8 of 16
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| breathes through her mouth. She's not getting

- sure that the oxygen is correct” LPN C then
| increased the sefting 1o 2 fiters per minute.

| (Administration B) and Administrator

' (Administration B) were made aware of the

- findings. No further information was received.
F 329 } 483.25() DRUG REGIMEN 15 FREE FROM
ga=p | UNNECESSARY DRUGS

- drug when used in excessive dose (including

i

indications for its use: or in the presence of

| should be reduced or discontinued; or any
! combinations of the reasons above.

| Based on a compraehensive assessment of a

© given these drugs unless antipsychotic drug

| as diagnosed and documented in the clinical
' record; and residents who use antipsychotic
drugs receive gradual dose reductions, and

. behavioral interventions, unless clinically

- drugs.

i
J
1
i

tenough. The nurses are responsible for making

- On 3/23/18 at 4:00 P.M, the Direclor of Nursing

% Each resident's drug regimen must be free from |
tunnecessary drugs. An unhecessary drug is any

' duplicate therapy); or for excessive duration; or |
| without adequate monitoring; or without adequate

. adverse consequences which indicate the dose

' resident, the facility must ensure that residents
who have not used antipsychotic drugs are no!

E therapy is necessary to treat a specific condition

| contraindicated, in an effort to discontinue these

i

j
F 328,

|

i

i
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This REQUIREMENT is not met as evidenced
by:
sBased on staff inferview, facility documentation
=review, clinical record review, the facility staff
failed to ensure that one resident (Resident # 9)
in the survey sample of 19 residents was free
from unnecessary medication,

+For Resident # 8, the facility staff failed to obtain

«the pulse 78 times during February 2016 to
March 2016 and failed to obtain blood pressure
readings twice in March 2016 prior to

« administration of Metoprolol (2 blood pressure
medication) as per the physicians orders.

Findings included:

= Resident # 9, an 87 year old female, was
admitted to the facility on 7/6/2010 with the
diagnoses of, but not limited to, Vascular
Dementia with Depression, Atrial Fibrillation,
Coronary Artery Disease, Dysphagia,
Osteoporosis Congestive Heart Failure, History of
Cerebrovascular Attack {Posterior Parietal
Stroke) and recent Pneumonia and Urinary Tract
Infection,

. The most recent Minimum Data Set (MDS) was a .

squarterly assessment with an Assessment
Reference Date (ARD) of 2/17/2016. The MDS
coded Residant # 9 with a BIMS (Brief
Interview
for Mental Status) of 4/15 indicating severe

cogritive impairment; the resident was coded as

in need of extensive help with two staff person

assistance in activities of daily living: and
«frequently incontinent of bows! and bladder.

- Review of the clinical record was conducted on
13/23/2016. Review of the Physicians Orders

1-A- The provider and RP were informed
3/24/16 of the omission of the bleod
pressure and pulse monitoring for
Resident #9 by the nursing supervisor.
The resident was monitored each shift x
72 hours by nursing staff for any adverse
reactions and none were noted.

2- All residents within the facility are at
risk for omission of vital sign monitoring
and adherence to the facilities medication
policy and procedure.

3-A The licensed nurses will be re-
educated by clinical educator regarding
necessity to adhere to the facility policy
and procedure regarding medication
administration with focus on consistent
assessments and documentation of all
ordered parameters on 4/20/16

B- Audits will be performed by the DON
and/or designee on all residents identified
to receive medication with defined
parameters weekly x 4 weeks then
monthly x 3.

4 — The results of the audits will be
reported at the QA meeting for evaluation
of compliance and ongoing monitoring for
continuous improverment analysis after the
imOplementation by the Administrator
and/or DON

3- All corrective action will be completed
by May 04, 2016.
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F 329 Continued From page 10

revealed an order dated 2/1/2016 for Metoprolol

25 mg (milligram) one tablet by mouth two times
“a day (930, 2100) (9:30 AM, 9:00 PM)-hold for
heart rate less than 55, Systolic Blood Pressure
less than 90."

. Review of the February 2016 MAR (Medication |
Administration Record) revealed areas for the

docurnentation of blood pressure and pulse rate

' prior to administration of Metoprolol at 9:30 AM

and 9 PM. There was missing documentation of

| the pulse rate on several dates at 9:30 AM and 9

PM. The pulse was documented only 5 times cut -

. of 56 opportunities during the month of February ¢

2016. The pulse was not documented 51 times in |

February 2016.

[
" Review of the March 2016 MAR (Medication |

Administration Record) revealed missing 1

documentation of puise rate on several dates. |

The pulse was documented only 18 times out of |

45 opportunities during the maonth of March 2016, |
The pulse rate was missing 27 times in March . |
2016,

Algo, there was missing documentation of blood
pressures on two dates 3/17/2016 at 9:30 AM
and 3/20/2016 at 9:30 AM.

The pulse rate was not documented 57 times if
February and 27 times in March equaling 78
times the pulse was not taken since the order
was written on 2/1/2016.

Review of the Facility Policy on "Medication
Administration” revealed on page 1 of 6

under C. Identify Residents:

“Medications should be charted during the med
pass in a consistent manner before going to the

i
i
1
1
§

i

F 329

|

i
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5 . "
" next resident.

: On page 2 of 6 stated:
" “E. Follow Your Fagcility Palicy for Taking Vital
Signs:
When medication administration is dependent on
vital sign parameters, take them according to
| facility policy prior to pouring the medications.”

| E. Check Labeled Directions Against the "MAR"
% Prior to Giving Medication:
| " Refer to the Medication Administration Record
| (MAR}) to review drugs, verify medication
| strength, dose and labeled directions,
| Never pass medications from memory.

Know your medications and their side effects.”

| On page 5 of 6 Under N, Medication Error

| Reporting and Monitoring:

| "Medications must be given accurately and
| appropriately for the resident to receive the
| intended therapeutic effect.

' Incorrect administration of certain drugs can
' result in harmful side effects.”

- Guidance for nursing practice for following |
| physician's orders was included in Potter-Perry, |
| Fundamentals of Nursing 7th Edition, vage 336,
' “The physician is responsible for directing
“medical treatment. Nurses follow physician’s
orders unless they believe the orders are in error
or harm clients.” ?

i

| "Metoprolol is in @ group of drugs ¢called

' beta-blockers. Beta-blockers affect the heart and
*circulation .You should not use this medication if ;

FORM CMS-25687(02-89) Pravious Versions Otsolete Event ID.CX3711
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| you are allergic to Metoprolol, or if you have

| certain heart conditions such as slow heartbeats,
" pr heart block.”

hitp:/iwww drugs.com/metoprolol.htm!

An interview was conducted on 3/23/16 at 11:06
am, with Licensed Practical Nurse (LPN) D who
reviewed the February 2016 MAR. When asked
about the Metoprolol and the physician order to

“the pulse should have been checked prior 10
giving the medication”. LPN D provided copies
of the February and March 2016 Medication
Administration Record (MAR) and March 2016

- signed Physicians Orders.

' The Administrator, Director of Nursing, Assistant
' Director of Nursing and Corporate Nursing

' Consultant were informed of the findings at end
| of day briefing on 3/23/16 at 3:15 PM.

| Aninterview was conducted on 3/23/16 at 3:30

; PM, with the DON (Director of Nursing) regarding

| the Metoprolol administered without checking of

| the pulse rate. She stated, "The nurses are

| expected to iake the pulse and document it

| before giving the medication." The DON also

| stated “the rurses took the blood pressures but

| did not take the pulse consistently.” The DON
also stated there was an "area on the MAR for

| the documentation of the pulse but they just did

" the blood pressure. They did not follow the

- doctor's orders.”

i

' The facility cited Mosby as the nursing standard
" reference source.

On 3/24/20186, the Director of Nursing presented
" a copy of "Resident Vital Sign Report" for

check the pulse prior to administration she stated, ‘
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2172016 to 3/24/2016. The report showed

additional dates that the pulse of Resident #9

i were taken as routine vital signs. The dates of
the additional vital signs prasented did not

| correspond with the dates and times of the

. missing documentation on the MAR prior to

~ administration of Metoprolol. The Director of

Nursing stated, "the nurses did not obtain the

pulse prior 1o administering the medication as

© the doctor's orders.”

Director of Nursing and Corporate Nursing
Consultant were inforred of the findings at end
of day briefing on 3/24/16 at 11.00 AM.

No further information was provided.
F4256| 483.60(a),(h) PHARMACEUTICAL SVC -
88=D | ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biclogicals to its residents, or obtain
them under an agreement described in

* §483,75(h) of this part. The facility may permit
unlicensed personne! to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse,

© A facility must provide pharmaceutical services
{including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet
i the needs of each resident.

- a licensed pharmacist who provides consultation
L on all aspects of the provision of pharmacy

ordered by the doctor, They should have followed '

The Administrator, Director of Nursing, Assistant 1

The facility must employ or gobtain the services of

F 320

i
i
f
i
'
!

|
. F425

|
!

i
i
!
1
i
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|

i
:

i
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| services in the facility. ?

This REQUIREMENT is not met as evidenced | |
by: ‘
Based on observation, staff interview and clinical
 record review, the facility staff failed for one ‘; ;
| resident (Resident #10) in a survey sample of 19 ;
& residents, to ensure medications were available
for use.

l Resident #10's Miralax was not available for use. |
" The nurse then borrowed the medication from *» !
i another resident. ' 3

T he findings included: | 1 i

Res dent #10, was admitled to the facility 3/8/12. |

Duagnoses mduded high blood pressure, |

diabetes, dementia and COPD (chronic
| obstructive pulmonary disease),

. Resident #10's most recent MDS (minimum data ‘ f
| ' set) with an ARD (assessment reference date) of -
3/2/16 was coded as a quarterly assessment, The
' resident was coded as having severe cognitive | 5
“impairment. Resident #10 was also coded as §
. extensive to total assistance of one to two staff 1
| members to perform activities of daily living
' (ADL's).

. On 3/22/16 at 4:05 PM, a medication pass

' observation was completed for Resident #10.
'LPN (licensed practical nurse) B was preparing |
Resident #10's Miralax, which she could not find |
. in the medication cart. LPN (B) stated, "l will j
| borrow from {name of Resident #12) and
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re-order.” She then proceeded to obtain Resident’
#12" Miralax end poured the dose for Resident
#10.

On 3/23H6 at 3:35 PM, The Administrator and
DON (director of nursing) were notified of above
. findings.

On 3/24/16 at 11 ;05 AM, the ADON (assistant
director of nursing) stated, "They are supposed to
call the pharmacy and say we need it stat (right
away). She went on to state that the medication
could have been delivered that night.
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1- The resident received the scheduled
Miralax. Resident # 12 had medication
replaced on April 8, 2016. Miralax was
ordered 3/22/16 for resident #10, The
provider and RP were notified of the
occurrence 3/23/16 by nursing supervisor.
LPN B was reeducated by the DON
3/23/16.

2- All residents within the facility are at
risk regarding failure to ensure
medications are available for use.

3- A~ Mandatory staff re-education of
all licensed nurses schedulad for April
20,2016 regarding necessity to adhere to
facility policy and procedure regarding
nedication administration with focus on
ensuring medications are available for
use and reordering procedure.

B- Will have 11p-7a nurse assess bulk
medication supplies for all residents 3x
week x 4 weeks, then weekly. She will
reorder as indicated in order {o ensure
consistent supply of bulk medications.
The results of these audits will be
submitted to DON or designee in order
to identify nurses who are not reordering
medications timely.

4- The results of the audits will be
reported at the QA mesting for evaluation
of compliance and ongoing monitoring for
continuous improvement analysis after the
implementation by the Administrator
and/or DON

5. Al corrective action will be completed
by May 04,2016
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