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F 309 fﬁg;g g ?SV\SS_EB%TI\TS/SERVICES FOR F 3091 The statements made on this plan of correction
SS=D ' E - are not an admission to and do not constitute 7/ /i
' Each resident must receive and the facility must an agr ec;ment WIF b the afﬁieged deficiencies. Yo
j Femain in compliance with all federal and state

; provide the necessary care and services lo atiain i

" or maintain the highest practicable physical, i | regulations the facility has taken or will take]
i mental, and psychosocial well-being, in : i the actions set forth in this plan of correctlon}
{ accordance with the comprehensive assessment ! l"he p]an of correction constitutes the facﬂlty 8
; and plan of care. o allegatxon of compliance such that all alleged

" deficiencies cited have been or will be
corrected by the date or dates indicated.

: This REQUIREMENT is not met as evidenced
: .
! by: F ’
! Based on record review and staff inferviews, the !

facility failed 1o administer scheduled medicat 1 ' Corrective Action for Resident Affected !
i 1aciily 1atied 10 administer scheduled medication : 1 - . v,
- as ordered for 2 of 4 sampled residents (resident ’ Resident #2 is no longer at our fac}ht;y'

I #3, #2) whose medications were reviewed. : ‘Resident #3 is receiving his
Fmdmgs include: ' - medications per physician orders.

1 The Facllity's Backup Pharmacy Procedures, : . Corrective Action for Resident ]Potentlftllyl
! undated, read in pari: "During normal business Affected

. hours all medication orders should be sent to
, (phamacy name)}. 1 will be necessary to place a

te;aphone call to the pharmacy if you need any of * All residents wl}o receive medzcationg'
 the medication before the next scheduled delivery ‘have the potential to be affected by this
 time, Procedure for ordering during business alleged deficient practice. See

hours 1. fax orders to {pharmacy name} 2. ¢all
siaff if you need madication immediately or before ,
3 faxing the order you may write a note on the order “address all potentially affected
, stating that you need an immediate dose. ‘ residents.
| Procedure for ordering after business hours - 1.
. Fill out backup pharmacy form...fax your form and
- a copy of the orders lo {(backup pharmacy
. name)”

systemic changes for interventions that
!

1

| Resident #3 was admitted to the facility on
» #2/2210 with multiple diagnoses including .
: theumatoid arthiilis, degenerative disk disease, : : i

LABORATORY, QIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TILE (XE) DATE
.

i B JM!U:S(%{‘# ( 51’3///
—
Any deficlency Mn ing With an asterisk (*} denotes a deficlency which the institution may be excused from correcting providing it is determined that
other safeguar ovide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is previded. For nursing homes, the above findings and plans of correction are disdiosable 14
days following the date these documeats ara made available to the facility. If deficiencies are cited, an approved plan of correclion is requisite lo confinued
program padicipation,
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history of fracture, and chronic pain. Receord
review of the resident ' s ¢linical record revealed
physician qrders dated 12422710 for Prednisone
7.5mg {miliigram} daily. Prednisone is a
corticosteroid used for a variety of diseases,
including rheumatoid arthritis, of inflammatory or
autoimmune origin. The resident also had orders
for Tylenol (analgesic} ES {exira-strength}
1000mg three times daily, Lidoderm {lidocaineg)
5% patch (topical analgesic) applied daily for 12
hours, Metholrexale {antineoplastic agent used
for rheumatoid arthritis) 10mg every week, and
Duragesic (narcolic analgesic} 25 megihr
{microgram/hr) one patch every 72 hours.

Lexicomp's Diug Information Handbook, 14th
edition, read in part: "Prednisone
-Warnings/Precautions - withdraw therapy with
gradual tapering of dose...should be used
cauticusly in the elderly.”

Review of the resident's medicalion
administration records {MARS) revealad

1 Prednisone was not given, indicated by the

- nurses’ initials being “circled,” on 5/27/11,
512811, 528111, 5130111, 53111, 6/3/11, 64711,
and 6/5/11. Review of the back of the MARS
revealed documentation that Prednisone was "not
available” on 527711, 5/28/11, 5/29/11, and
5131111, There was no explanation or reason

. documented for the dose omissions on 530711,

: 613111, 674711, and 6/5/11.

| Review of the nursing noles revealed no

i documerttation regarding the dose omissions or
; the unavailability of the resident's Prednisone.

| There was no documentation of any follow-up

| with the physician regarding the dose omissions.
i

'
i

i

F369 Nurse #1

& #2 were counseled
sindividually on the policy apd
gprocedure for ordering medication
| through our facility pharmacy or gur
;back-up pharmacy. All resident
i Medication Administration Records
have been reviewed for medicati’fm
availability/delivery; this =~ was
“completed by owr Unit Managels.
Nurse(s) witl be counsefed
individuality for any errors found.!A
list of our stat box medications was
“added to all 8 MAR notebooks. On
June 22" the Staff Developmeént
Coordinator and our Pharmagy
Consultant completed an in-service
‘with all nurses on our policy and
procedure for ordering medicatio?xs
“through our pharmacy or back-lip
‘pharmacy. The Staff Developmént
Coordinator will ensure that any nuise
- who did not receive training on June
- 22nd will not be allowed to work urtil
. in-service training has been comp}etc%,d.
- This information has been integrated
“into the standard orientation trainihg
and in the required in-service refresher
- courses for all employees and will be
reviewed by the Quality Assurance
' Process to verify that the change has

, been sustained. ;
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' Quality Assurance
In an interview on 6/7/11 at 4:55PM, the nurse

i o, | | The Staff Development Coordinator
{nurse #1} responsible for administering the iwill . his i . he " R
resident’s medication stated she had been trained Wi ‘m(’mtm‘ this ISSUC usIg t‘ e "MA
during orientation and periodically thereafter. She , i Audit". The monitoring will include

1
stated there had been a recent in-service about i 'reviewin g 10 MARs for proper
the procedure for ordering medications. The i !

nurse stated she completed refill sheels for any i

rmedication administration. This will

i
needad medications and faxed them lo the : . 'be done weekly for three months or
pharmacy. She stated the facility had a backup : -until resolved by QOL/QA committeg.

! phamacy but d'idn'.t usually calt them fc')r : §Reports will be givcn to the weekly
! scheduled medications. The nurse peviewed the : : n £ Lif A ] d
MARS and acknowledged the residents % | Quality of Life- QA committee an

i prednisene had not been given on the days the ! "corrective action initiated as
i nurses’ initials were circled. She indicated she i i appropr,iate.
{

had faxed the pharmacy several times to refill the
| prednisone order. Nurse #1 stated she was
going to call the pharmacy but then got busy.

' When asked if anyone had called the phamacy
regarding the prednisone, she stated not unless :
the first shift or weekend staff had called. The _
- nurse stated she had been off for several days : !
and would check the cart to see if the prednisone ; !
| had been delivered. The nurse checked the
medication cart, returned, and stated "'l calt :
i pharmacy now bofore they close.” '

" In an interviaw on 6/7/11 at 5:05PM, the Unif ; ;
i Manager staled the staff was trained during i !
i orientation by the Staff Development Coordinator i :
(BDC). She stated the facility had backup ;

; policies in place with a phamacist on-call and a ‘ :

local backup pharmacy always available. if

: medications were faxed 10 the pharmacy but did

i not come in, she indicated the staff should ' i
¢ follow-up by calling the pharmacy provider or the :
[ backup pharmacy. She reviewed resident #3's i :
{ MARS and acknowledged the dose omissions * ‘

i i |
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! charted for the prednisons. : !

E In an interview on 8/7/11 at 5:33PM, the Director
| of Nursing {DON) stated the staff was frained by
i the SDG during basic orientation and on the halls i
Vwith the staff nurses. She stated there wers 1
| systems in place for ordering medications, calling
E the on-call pharmacist, and using the backup

: pharmacy if needad. She stated an on-call

| pharmacist was available 24 hours per day, 7 :
' days per week. For any medication not available, ?
E her expectalion was for the staff to order it
+ immediately from the provider pharmacy and i
! obtain it from the backup pharmacy if necessary. :
| She expected the staff to communicate with the i !
; an-coming staff and foliow-up the next day to
| ensure the meadication was obtained. The DON
stated she had no explanation for why the
; facility's policy had not been followed.

' 2. The Facility's Backup Pharmacy Procedures,
 undated, read in part: "During normal business ]
¢ hours all medication orders should be sent to -
, (pharmacy name). It will be necessary to place a ;
i tefephone call to the pharmacy If you need any of !
; the medication before the next scheduled delivery :
i time. Procedure for ordering during business
i hours - 1. fax orders to {pharmacy name) 2. call
i staff if you need medication immediately or before H
. faxing the order you may write a nole on the order ‘
. stating that you need an immediate dose.
: Procedure for ordering after business hours - 1.
Fifl out backup pharmacy form...fax yeur form and
. a copy of the orders 1o (backup pharmacy :
i name)." i i i

Resident #2 was admitied to the facility on .
| 12422109 with multiple diagnoses including i
| i : k
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| glaucoma. Record review of the resident's
clinical record revealed physician orders dated
12/22/09 for Xalatan 0.005% one drop in left eye
every night at bedfime, Alphagan 0.1% 1 drop in
{eft eye twice daily, and Timoptic XE 0.5% 1 drop
in left eye every morning. Xatatan, Alphagan, and
Timoptic XE are used io treal glaucoma.

: Review of the resident's medication

. administration records (MARS) revealed an

" administration time of 9:00PM for Xalatan.

‘i Review revealed Xalalan was not administered, :

: indicated by the nurses' inttials baing "circled,” on

CB20M1, 51217111, and 5/22111. Review of the

! back of the MAR revealed documentation that
Xalatan was "unavailable - pharmacy faxed

" several imes” on 5/20/11 and 5/21/11. There

_was no explanation or reason documented for the

_ omission on 5/22/11.

" Review of the nursing notes revealed no
_documentation regarding the dose omissions or :
i the unavailability of the resident's Xalatan. f

1 In an interview on 6/7711 at 2:34PM, nurse #2

i stated she worked the day shift and had been i

| assignad resident #2, Nurse #2 stated she

1 worked 5/21/11 and received a note from the

| pight nurse to call the pharmacy for the resident's

| Xalatan, which was to be given at 9PM. The

i nurse staled she called the pharmacy and was

i told they were out of stock. She stated the
second shift nurse was told to call the backup

- pharmacy. Nurse #2 stated she told the second ; :

i shift nurse again on Sunday 5/22/11 to call the ! !

. backup pharmacy. Nurse #2 slated the nurse’s : :

; inilials were circled for several days on the MAR, ;

" which indicated the Xalalan was not given. She ! i

i i ; i
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 stated the facility policy was to call the backup
pharmacy if any medication was unavailable.

i Nurse #2 stated the pharmacy didn't deliver on

i Sunday, but there were two backup pharmacies

{ available, and a pharmacist was on call at all

Fimes.

'
b

: In an interview on 6/7/11 at 5:33PM, the Director
. of Nursing {DON) stated the staff was trained by

. the SPC during basic orientation and on the halls
" with the staff nurses. She stated there were

‘ systems in place for ordering medications, calling
¢ the on-call pharmacist, and using the backup

: pharmacy if needed. She stated an on-call

| pharmacist was available 24 hours per day, 7

+ days per week. For any medication not available,
¢ her expectation was for the staff to order it

; immediately from the provider pharmacy and

. obtain it from the backup pharmacy if necessary.
: She expected the staff to communicate with the

- en-coming staff and follow-up the next day fo

. ensure the medication was obtained. !

; The nurse responsible for administering the
| fesident's Xalatan on 5/20/11, 5/21/11, and
; 8122111 was not available for interview.

i
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