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sg=p | HIGHEST WELL BEING 1. Comrective Action will be
_ N accomplished for those
Each resident must receive and the facility must Residents found fo b b
provide the necessary care and services fo aftain hd o _EWB cen
of mainiain the highest praciicable physical, affected by the deficient
mental, and psychosocial well-being, in practice;
accordance with the comprehensive assessrent A Residernt #4 is current ly
and plan of care. ..
receiving Lovenox 80 mg sub
Q daily. A
2. Corrective action will be 8" Lo
This REQUIREMENT is not met as evidenced accomp!ished for those ‘{
by . X .
Based on record review, family and staff Residents havmg poten‘ual to
interviews the facility failed to provide Lovenox be affected by the same
{anticoagulant medication) as ordered on deficient practics by;
admission o the facility on 8/12/11 A DON /Designee will andst
for 1 of 4 sampled residents (Resident #4). LT .
P ( ) all new adimssions within 24 ,
Findings include: hours to ASSurecompliance ‘ b
with facility policy and
Resident #4 was admilted to the facility 7/26/2011 stateffederal e gulati ons
from the hospital and was ransferred fo the B. 1.0 N/Des; -
hospitat on 8/5/2011with Hypertension (HTN). i ESI.gI-Lee will
From the hospital he went fo anoiher faciiity and review all physxman orders
by family choice was re-admitted to this facility on during morning meeting and
81242011, His dizgnoses included HTN and follow up will occur ai P.M
Coronary Artery Disease. He had a history of . . S
Chronic Obstructive Pulmonary Disease, m‘eetmg-tg assure compliance
recurrent venous and arterial emboli when off with facility policy and state/
anticoagulanits, a Myccardial Infarction (MB), federal regulations.
placement of a filter to prevent emboli going to his \ ’ i
lungs secondary to a deep vain thrombosis (DVT) C. A.l physician DIdﬁI.S foliow
in his leftlager teg, and an amputation of his left up will be _Put on physician
hand secondary to a blood dot. ordexs audit tool to assist with
monitoring of compliance.
His Admission Resident Data Set dated :
7/26/2011 indicated a current dizgnosis of DVT in
LABORATORY DI ORS OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE (X5} DATE

: TTLE ?
ot ishel G201/

oiher safeguards provide'gufijcient protection to the patients. (See Instnictions.) Except for nursing homes, the findings stated above are disclosabie 80 days *

Any deficiency staiemeniejg with_an asterisk (%) denotes a deficiency which the instifution ay bz excused from correcting providiag it is defermined that

following the date of survey Whether or nota plan of correction is provided. For nursing homes, the above findings and plans of correction zre distlosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program pariicipation.
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his left lower leg as well as Coronary Artery
Disease.

Review of the Medication Administration Record
(MARY) that came with Resident #4 from the
transferring faciity daled 8/9-8/31/2011 revealed
that Resident #4 was receiving Lovenox 80
milligrams {mg) subQ (subcutaneous) daily. The
Discharge Instructions from the fransferring
faciity dated 8/42/2011 also indicated that
‘Resident #4 was to receive Lovenox 80 mg subQ
daily. Lovenox is an anficoagulant given daily to
prevent the formation of bload clots. Resident #4
had a history of problems with bood clots.

Review of the Telephone Physician order sheet
dated 8/156/2011 revealed an order for Lovenox
80 mg/0.8mi to be given SC that night. In an
interview the Director of Nurses (DON} stated fhat
it was facifity policy to obtain admission
medication orders from the current medicafion list
from the transferring facility.

The current MAR dated 8/12/11 to 8/31/11
revealed that Lovenox 80mg was added to the list
of medications 1o be given on 8/15f11. The MAR
indicated Lovenox 80 mg SC was given the
evening of 8/45/11. The MAR revealed that
Lovenox 80 mg SC daily was added to ihe list of
medication to ba given on 8/16/2011. The MAR
indicated that Resident #4 did not receive
Lovenox for 2 days, 8/12-8/142011.

The moskScentMinimum Data Set (MDS) dated
8/26/2011. Indicated that Resident #4 had
severely impaired cognition. The MDS aiso
reveated that he received injectable medications
7 of the last 7 days.

3. Measures will be put into
place or systeric changes
made to ensure that the
deficient practice will not
oCCur;

A. D.O.N/ Designee will
complete 100% audits of New
Admissions and physician
orders for four weeks then
monthly times three to assure
compliance. OQutcome of audit
will be documented on
appropriate audit tool. Any
identified non compliance
will be reported to
Administrator and corrections
will be completed in a timely
manner.

B. Licensed nurses will be
inserviced by Director of
Nursing on the following
topics:

> Completion of New
Admissions Medical Record
> Follow up of physician
orders in a timely manner

4. Methods that will be used
to monitor and evaltuate the
corrective action;
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On 9/8/201 at 1:15 pm a family member staied
in an interview that Resident #4 missed receiving
his Lovenox on 8/13-8/14/2011 and didn't get it
on 8/15/20%1 uniit after she told the nurse that he
was supposad to be getting it

in an interview on 9/8/2011 at 1:14 pm Nurse i
stated that Resident #4 “was stilt getling Lovenox
and had been since he was at the facility.” She
also revealed that "when he came back time
before last (8/12/2011) it was missed, but we got
an order and it was given that night.”

On §/8/2011 at 2:00 pm Nurse #2 the Unit
Coordinator stated in an interview when Resident
#4 came back from {(named) facility, "the Lovenox
was not clear on the copy of medications and #
was rissed until a (named) family member
brought it to their attention on 8/15/2011 and an
order was written that day.” She also indicated
that she was responsible for the accuracy of the
medication recongitiation for Resident #4 on
811212011,

At 3:15 pm 9/8/2011 the Director of Nurses
(DON) stated in an interview that medications
were transcrbed from the (named) facility's MAR.
The DON indicated that the MAR did have the
Lovenox 80 rng SC on i§ and it was given there
$/10-8/12/2011. It was not given at this facility
until 8/15/2011. The DON also revealed thatit
was the jegponsibility of the admiiting nurse
andfor e superviser (Unit Coordinator) fo
transcriba the medications when Resident #4 was
admitied.

hours to assume compliance :
with facility policy and !
state/federal regulations. ‘
B. D.O.N./Designee will |
review all physician orders i
during morning meeting and |
follow up will occur at P.M. _
meeting to assure compliance |
with facility policy and state/
federal regulations.

C. Failure to adhere to facility
policy will be considered a
violation. Violations will
result in disciplinary action in
accordance with the facility
progressive disciplinary
policy.

D. Report of findings and
subsequent disciplinary i
action, if applicable, will be
reported to the facility Quality
Assurance committee
consisting of D.0O.N., Medical
Director, NHA, Risk
Manager, Pharmacy
Consulant, Social Services
Director and Dietary Manager
Monthly to review the need :
for continued intervention or ;
Amendment of plan. i
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