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§s=1> | PROFESSIONAL STANDARDS
The servives provided or arranged by the facility 281
raust meet professional standards of quality.
The Physician’s order for Klor-Con
. } for Resident #57 was clarified on
;I)*:;'is REQUIREMENT is nol met as evidenced 1 ./29/20[2 for 8 nKiq to be given
Based oh obseivalions, medicat record raview daily and conc’:cled on th.c
and staff interviews the facliily failed to transcribe currcpt_npnfh s Medication
an order correctly for the medication Klor Con. A Administration Record. "
medication transcription order error was found . .
during medication pass for one of twelve sampled The 3/23/12 Klor-Con order containing
residents. Resident # 57. 10 mJiq in the “note section” has been
deleted from the Physician’s Monthly
The findings include: Order Sheet.
Resldent #57 was admitted to the facllity on
8/20/10 with diagnoses including Congestive All residents have the potemtial to be
Heart Faliure and Hypertension. effected by the same alleged deficient
practice.
Review of Ihe medical record for Resident #57 A review of each resident’s
revoaled an Inltial physician * s order dated Physician’s Monthly Order Sheet and
3!23!12.was to administer 8 meq of Kior Con Medication Administration Record
(potassium supplement) every day. is to be completed, by adminisirative
Roview of Resldent #57 * s physictan ' s orders for purses b ylli'2/27l‘1‘?{ fo SISure dectirate
the month of November 2012 reveated an order transoription of medication orders.
for Klor Con {& potassium supplement). The
current order Insteucted 8 mEq of potassium o be . o the s
adminislered daily. The added instructions under Systemic incasures to onswe the lsa?ne !
the order stated * glve 10 mEq total dosage by fnllcged deﬁc:cpt practice doc-:s not recut
mouth daly at 9:00 AM. " include: the Director of Nefrsmg and
Assistant Director of Nursing will
Observalions on $1/29/12 at 8:49 AM during re-educate current iicens.ed nurses on
madication pass for Resident #57 revealed nurse medication order transcription and the
#1 read the Medication Administration Record facility’s process for recapitulation of
{MAR) to prapare the medications for Mounthly orders.
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any dofidency statemont ending with an astorfsk (*) denotss a deficlency whilch the Institulion may be excused from correcling providing it Is delermined that
oth "sfuards provide sufficlent proteciion to the patients. {See Instructions.) Except for nursing homes, the findings slatad above are disclosable 80 days
foll. | the data of survey whetheor of not o plan of comrectien Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following he date those documents are made avallabla to the facllity. Jf deficlonciss are titad, an approved plan of correclion Is reguisite fo conlinued

pre participation.
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administration. After reviewing the Klor Con
administration instructions, she questioned the
dose of the potassium. The madication
admintstration record had two different doses o
administer. Observation of the medication
packago revealed the dose sent by pharmacy
was 8 milll-Equivalents (mEg). The instructions
on the medication package were for 8 mEq to be
administered. The dose In the medication
package was 8 mEg. The medication
administration record specified Resident #57 was
to receive 8 mEq and 10 mEg doses. The
potassium was nof administered until clarification
was oblalned,

The monthly orders for the menths of August,
Seplomber and Oclober were reviswed once the
{ranscription error was identified. The monthly
ordars had B mEg and 10 mEq on for the
medication administration records.

An inferview wilh nurse #1 was conducted on
11/29/12 &t 10:00 AM. Nurse #1 had clarified the
order for nurse #3. During the Interview nurse #1
oxplained Resldent #67 ' s original order was
daled 3/23/12 for Klor Con 8 mEq te be given
daily. Nurse #1 oxplainad the facllity ' s process
tor chacking resident monthiy orders and
spacified the current orders were compared with
the now monthly orders. Any telephone orders
were roviewed. New orders were then the
updated on the next month ' s MARs. Nurse # 1
stated she had completed Resident #57 's
November 2012 monthly medication checks and
did not identify that the resldent had an order for
Klor Con that mistakenly contalned two different
doses. Nurse #1 stated she had "missed it. "
She would clarify the order and made corractions

F 281

The facility’s current Health
Information Coerdinator, responsible
for data entry, will receive one on one
re-education from facility’s field
support Pharmacist regarding

data entry onto Monthly Physician’s
Order Sheet, Re-education to include,
but not fimited to, when entering orders
to delete current order then enter new
order verses modifying cwrrent order,

The Director of Nursing and/or
designee will validate accurate
transcription of new or clarified
medication orders to the current
month’s Medication Administration
Record daily x 2 weeks and a minimum
of 10 medication orders times 2 weeks
then random samples, mininsum of 10
monthly x 3. Results of the audits wil}
be reviewed weekly during the
Interdisciplinary Team.meeting.
Negative findings will be corrected if
noted,

12127712
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on 11/28A12.

Interview with administrative staff #2 on 11/20/12
at 1:30 PM reveated the 10 mEq was under the
medication order. Thatwas a " note section *
the nurse can type in for the medication
admlalstration record. it was explained the
madical record stafl typed the orders into the
medication adminlstration record each month,
The nurses dld monthly order checks at the end
of the month using the current ordoers with the
next month ' s orders. The dose had been 10
mEq and was changed to 8 mEq on 3/23/12. The
10 mEq was not deleled from the medication
administration record after the dose change.

(X4) 10 SUMMARY STATEMENT OF DEFICIENGIES [+ X5}
PREFTX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD aE COMNE]:ou
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DEFICIENCY)
F 2811 Continued From page 2 F 281

Results of all audits will be reported to
the Quality Asscssment Performance
Improvement Committee

monthly x 3 to identify any
patternsfirends. The

Quality Assessment Performance
Improvement Committee will evaluate
the effectiveness of the plan based on
trends identified. The Commitiee will
develop and implement, additional
interventions as needed to ensure
continued complance.
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100{ INITIAL COMMENTS K 000
.| This Life Safely Code(LSC) survey was
' conducted as per The Code of Federal Register
af 42CFR 483.70(a); using the Existing Health :
Care section of the L.SG and Its referenced
publications, This building is Type Il (211)
construction, one story, with a complete
automatic sprinkler system.
The deficlencies determined durlng the survey
are as follows; : ‘ :
ig NFPA 101 LIFE SAFETY CODE STANDARD K018 The door in the men’s !2}2!' 1l
Doors protecting corridor openings in other than - locker room was repaired to ,
required enclosures of verfical openings, exits, or ensure it latched properly
hazardous areas are substantial doors, such as when closed. .
those constructed of 1% Inch solid-bonded core 3
wood, or capable of resisting fire for at least 20 \O ! |
minutes. Doors in sprinkiered bulldings are only Allolc!oors thrqughou;;h; Il . .
required fo resist the passage of smoke. There Is faci ity were inspected by
noimpediment to the closing of the doors. Doors the facility maintenance
-1 are provided with a meahs sultable for keeping. staff to ensure they closed
the door closed. Dutch dodrs meeting 16.3.6.36 and latched properly.
are permitted. - 19.3.8.3 _ : .
. ‘ . , 113
Roller fatches are prohibited by CMS regulations. All doors will be inspected 1‘51 3
in all health care failities. . monthly to ensute they
close and latch properly.
The results of these :
findings will be reviewed 21/ 53
with the Safety Team
Committee for 3 months
then quarterly until next
This STANDARD Is not met as evidenced by: annual inspectior.
A. Based on observation on 12/21/2012 the door ’ _
¥ DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE : \ } (X6) DATE
' Dvoivaua Qo Vi1,

y statement ending with an asforisk () denotes a deficlency which the institution may be excused from ¢o

ng providing fis deténnlr;;d that

wds provide sulficlent protection to the patients. {See instructions.) Except for nursing homes, the findings tated above are disclosable 90 days

date of survey whether or not a plan of correction Is provided. For nursi
re made available fo the faclity, iIf deficlencies are olfed, an approved plan of correction 1s requisite to contl

1 the date these documents a
clpation, :

homes, the above findings and plans of correction are disclosable 14
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to the men's locker room failed to latch when '
closed.
|42 CFR 483,70 ()
Fire drills are held at unexpected times under was-m—serYl.c ed 9n the .
varying conditions, at least quarterly on each shift. correct facility Fire
The stgff is familiar with procedures and is aware Response Proceduzes
that drills are part of established routine. utilizing visual aids and the
Responsibility for planhing.and conducting drills is R.A.C.E. system.
assigned only to competent persons who are A |
qualified to exerclse leadership. Where drills are . 13
conducted betwsen 8 PM and 8 AM a coded - All Staff in all departments 3_]5
announcement may be used instead of audible will be trained on Fire Drill
alams, 19742 - Response Procedures using
the R.A.C.E. response
system as well as using
4 This STANDARD is not met as evidenced by: visual aids, lectures, and -
| A. Based on observation on 12/21/2012 the staff practical application deing
interviewed did not know the fire drill procedre. Fire Drills.
42 CFR 48370 (a) :
Fire Drills will be . 1/5143
performed on all Shifts "
monthly for 3 months to '
enisure everyone knows the
- propet Fire Response
Procedures,
The results of these 2/5/13
findings will be reviewed
with the Safety Team
Committee for 3 months
_ then quarterly until next
annual inspection.
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INITIAL COMMENTS

This Life Safety Code(LSC) survey was

| conducted as per The Code of Federal Register

af 42CFR 483.70(a); using the Existing Healih
Care section of the LSC and its referenced
publications, This building is Type 1l {211)
construction, one story, with a complete
automatic sprinkler system.

The deficlencies determined during the survey

are as follows:
NFPA 101 LIFE SAFETY CODE STANDARD

Doors protecting corridor openings in other than
required enclosuras of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no-impediment to the closing of the doors. Doors

1 are provided with a means suitable for keeping

the door closed.: Dutch doors meeting 19.3.6.3.6
are permitted, - 18.3.6.3

Roller latches are prohibited by CMS regulations.
In all health care facilities. :

This STANDARD Is not met as evidenced by:
A. Based on observation on 12/21/2012 the door

K000

K018

The door in the men’s
locker room was repaired to
ensure if latched properly
when closed.

All doors throughout the
facility were inspected by
the facility maintenance
staff to ensure they closed
and latched properly.

All doors will be inspected
monthly to ensure they
close and latch properly.

The results of these
findings will be reviewed
with the Safety Team
Committee for 3 months
then quarterly until next
annual inspection,
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~ to the men's locker room failed to latch when '

closed,

42 CFR 483.70 (a)
ré gsg NFPA 101 LIFE SAFETY. CODE STANDARD K050|  The staff member involved ) /21 } |

Fire drills are held at unexpected times under was 1n-ser\-f1'ced on the .

varying conditions, at least quarterly on .each shift. correct facility Fire

The staff is familiar with procedures and is aware Response Procedures

that drills are part of established routine. utilizing visual aids and the

Responsibllity for planhing.and conducting drills is R.A.C.E. system.

assigned only to competent persons who are

quatified to exerclse leadership. Where drills are . 5 ) | 3

conducted between 9 PM and 6 AM a coded . - All Staff in all departments 1/

announcement may be used instead of audible will be trained on Fire Drill

alarms.  19.7.1.2 - Response Procedures using

the R.A.C.E. response
system as well as using
{ This STANDARD is not met as evidenced by: visual aids, lectures, and
1 A. Based on observation on 12/21/2012 the staff practical application doing

interviewed did not know the fire drill procedure, Fire Drills.

42 CFR 483.70 (a) :

- Fire Drills will be ) / 513
performed on all Shifts .
monthly for 3 months to '
ensure everyone knows the- -

- proper Fire Response
Procedures.
The results of these 2 / 5 / 13
findings will be reviewed
with the Safety Team
Committee for 3 months

_ then quarterly until next
annual inspection.
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K008

INITIAL COMMENTS

This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42 CFR 483.70(a); using the Existing Health
Care section of the LSC and its referenced
publications. This building is Type V 111
construction, one story, with a complete
automatic sprinkler system.

The deficiencies determined during the survey
are as follows Based on observation and staff
interview there were no LSC deficiencies noted.

K000
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TITLE
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Any deficlency statement ending w
other safeguards provide sufficient protection to the p
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program participation.

ith an asterisk (*) denotes a deficlency which the institution may be excused from correcting providing it Is determined that
atlants, (Ses Instructions.} Except for nursing homes, the findings stated above are disclosable 20 days
correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
vailable to the facility. |f deficlencas are cited, an approved plan of correction is requisite to continued
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