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This written plan of correction constitutes my

o deficiencies were cited as a result of the written allegation of compliance for the

complaint Investigation Event ID #RMJC11. deficlencles cited. However, submission of the
F 281§ 483.20(k)(3)(l) SERVICES PROVIDED MEET F 281 plan of correction is not an admisston that a
ss5=D | PROFESSIONAL STANDARDS - defictency exists or that one was cited correctly.

This plan of carrection is submitted to meet

. . . facil
The services provided or arranged by the facility requirements established by State and Federal

must meel professional standards of quality.

Law.
This REQUIREMENT is not mei as evidenced
by:
Based on medical record review, observalions
and interviews the facility failed to administer
medications as ordered by the physician for two Resident # 14 experienced no negative
(2) of eleven (11) sampled residents. outcome. Both medication aides involved In

Residenls #61 and #114. _ .
this incident in-serviced to closely read the

medication order record prior to the

The findings are:
o administration of any medication,
1. Resident #114 was admitled to the facility 9/15/11
8/8/11 with diagnoses which included alrial The Licensed nurses responsible for 9/16/11
fibrillation. Admisston orders included Coumadin, transcription of medlcatlon orders were '
7 r‘mll(grams every ('Jay. Labwork fo monito[_and ' additionally trained for the following, when a
adjust the Coumadin levels was done and c din order s di inued:
communicated to the resident's physician. A Fax oumadin order s discontinued: 9/15/11
was communicated to the resident's physlclan on ) .
8/15/11 which read, “PT (prothrombin time) 48.7 1. Highlight the entire Coumadin order
INR (International nommalized ratio} 4.1. across the page.
Cumenily taking 7 milligrams (ordered al 2. Document (d/¢) discontinue in the
hespital). On antiblotics for pneumonla and N right hand margin, initial and date. | 10/18/11
urinary fract Infection." The physiclan responded
on 8/15/11 with an order to “Hold Xs 2 days. 100% audit of all residents on Coumadin
Restart on Wednesday at 6 mllligrams Coumadin completed and all other orders transcribed
every day. Recheck PT/INR two weeks.“ The cribed as
Fax indicated the order had been recelved by ordered.
Licensed Nurse #2.
' \
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (46} DATE
TZ L0 s DeEy
An/y deficiency statement ending with an aslerisk (*) denotes a deficlency which the instifution may be excused from comecting providing U is delermined thai
olher safeguards provide sufficlent protection to the patients, (See lnslruclions.) Except for nursing homas, the findings stated above are disclosable 80 days
following the date of survey whether or nol a plan of comection is provided. For nursing homes, the above findings and plans of cormreclion are disdosable 14
days following the date these documenls are made available fo the facfity. If deficlencles aro clted, an approved plan of corection is reqq_lsl_le o confinued
program paricipation. [‘-FV SR e
ARG T s ,
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Review of the August 2011 Medicalion
Administratiocn Record for Resident #114
revealed ihe order for Coumadin 7 milligrams
crally every day wilh inilialed signatures noting
the Coumadin had been administered at 4:00 PM
on 8/9, BMO, 811, 8/12, 8/13, 814, 8/15 and
8/16. The enlry for Coumadin had been
highlighted yellow and anolher enlry had been
wrilten for Coumadin 6 milligrams orally every
day. Review of the MAR revealed there was no
indication on the entry whal day the 7 milligrams
of Coumadin had been discontinued.

On 9/15/11 at 10:00 AM LN #2 stated he spoke
wilh the physician of Resideni #114 on
8/15/11around noon and received the order to
"Hold Xs 2 days. Restari on Wednesday at 6
milligrams Coumadin every day". LN#2 siated
afier receiving the order he highlighted the entry
for Coumadin 7 milligrams on the resident's MAR
and wrote "D/C (discontinued}” under the entry.
LiN#2 stated he wrote a new entry for Coumadin 6
milligrams noling il should be started on 8/17.
LN#2 could nol explain why the 7 milligrams of
Coumadin would have been administered io
Resident #114 on 8/15/11 and 8/16/11 when it
had been disconlinued.

On 9/15/11 al 2:30 Pivi Medication Aide #1 (that
inilialed on the MAR administration of the
Coumadin to Resident #114 on 8/15/11) reported
she could not explain why Coumadin wouid have
been given to Resident #114 on 8/15/11.
Medication Aide #1 slated she knew if an order
was highlighted it meant it was discontinued. On
9/15/11 at 3:30 PM Medicalion Aide #2 (that
initialed on the MAR adminisiration of the
Coumadin to Resldent #114 on 8/16/11) stated

days per week for 4 weeks, by the
Director of Nurses, Assistant
Director of Nurses,or the Quality
Assurance Nurse. After 4 weeks
Coumadin audits are done weekly to
include each Coumadin/INR order/
change documenked during the week.
The Director of Rurses and Assistant
Pirector of Nurses are responsible
for monitoring of compliance and

~ report findings to the quality
assurance committee quarterly.
Resgident ##61 experienced no negative
outcomes.
The nurse involved was re-educated
for observing administration of
medications at the assigned ctime as
ordered. This nurse also watched the
pharmacy medication pass video.
All Licensed nurses and medication
aides are audited 1 medication pass
annually and prn, by the Scaff
Development Coordinator, Pharmacy
Consultant, Assistant Director of
Nursing or Regional Nurse Consultant.
Results of the audits are reviewed
quarterly in cthe quality assurance
meeting.
The Director of Nurses is responsible
to menitor compliance.

{*4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH 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)
F 281 | Continued From page 1 F 281 100% Coumadin audits are completed 5

10/18/11

9/30/11

FORM CMS-2567{02-98) Previous Verslons Obsolate

EvenlID:RMJC11

Facility ID: 922950

Il conlinualion sheef Page 2 of 4




PRINTED: 09/26/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
8. WING c
345222 09/15/2011
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY. STATE, ZIP CODE
307 OAKLAND AVENUE

AUTUMN CARE OF DREXEL

DREXEL, NC 28619

{(X4}iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 5y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION}) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 281} Conlinued From page 2 F 281

he could not explain why Coumadin would have
been given on Resident #114 on 8/16/11.
Medication Aide #2 stated he knew if an order
was hightighted it meant il was discontinued.

On 9115411 at 3:15PM the facility Director of
Nursing (DON) stated she could not explain why
Coumadin would have been given to Resident
#114 on 8/15/11 and 8/16/11. The DON
reviewed the August MAR for Resident #114 and
stated LN#2 should have dated when the
Coumadin was discontinued and either
highlighted through the entire entry {which would
have included the calendar days to the right of the
order) or drawn a line after the 8/14/11 date to
ensure slaff administering medications were
aware of the changs in the order.

2. Record raview revealed Resident #61 was
admitted to the facilily 8/10/06 with diagnoses
which included osfeoporosis.

Medication administration was observed for
Resident #61 on 9/14/11 from 3:21 p.m, until 3:30
p.m. Calcium 600mg {milligrams) with vitamin D
400 U (international units) was poured at 3:26
p-.m. and admlinistered to the resident
immedialely afterwards, along with seven (7)
other medicalions.

Review of Physiclan Order sheet dated 8/11/11
revealed orders for Calcium 600mg and Vitamin
D 400 IU twice a day at 8 a.m. and 5 p.m. Review
of the September 2011 Medication Administration
Record {(MAR) had times for administration at 8
a.m. and 5p.m.
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During an interview on 9/14/11 at 3:55 p.m., LN
#1 stated the calcium was given “a liitle early"”
and that she usually gave it a litile closer to the
time specified on the MAR at 5 p.m.

During an interview on 9/14/11 at 4:20 p.m., the
facility corporale nurse stated her expectations
were for staff to give all medications within the
one hour time frame as specified in the facility
policy.

F 281
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