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Each resident's drug regimen must be fres from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; orin the presence of
adverse consequences which indicate the dose
should be reduced or discontinuad; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs recsive gradual dose reductions, and
behavioral interventions, unless clinically
conlraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based upon physician, pharmacy consultant and
staff interviews and record reviews the facility
failed to monitor anlicoagutant medication for 2 of
2 sample residents {Resident # 39 and Resident
#85) receiving coumadin medication. Also the
facility failed to assess 1 of 3 sample residents
(Resident #59) on a psychotropic medication. -

-Center acknowledges receipt of the
statement of deficiencies and proposes |

- deficiencies and plan of correction does:

" Qaks Nursing and Rehabilitation Center
* reserves the right to submit '
~ documentation to statement of

. deficiencies through informal dispute

Enfield Oaks Nursing and Rehabilitation

this plan of correction to the extent that!
summary of findings is factually correct
and in order to maintain compliance
with applicable rules and provisions of
quality care of our residents. The plan
of correction is submitted as written
allegation of comptiance. Enfield Oaks
Nursing and Rehabilitation Center’s i
response to this statement of :
not denote agreement with the
statement of deficiencies nor does is
constitute an admission that any
deficiency is accurate. Further, Enfield

resolution, formai appeal procedures
and/or any other legal proceedings.
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Any deficiency statement ending y(m a

asterisk ("} dUnotes a deficlency which the Institution may be excused from correcting providing it is determined that

i

other safeguards provide sufficiént protdetion to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nof a plan of correction is provided. For nursing homes, the abova findings and plans of correction are disclosable 14

days following the date these documents are made avaltable to the facility. If deficiencies are ¢ited, an approved plan of correction is requisite to continued
program pasticipation.
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Findings Include:

1. Resident #39 was admitted to the facility on
4/30/09 with diagnoses of diabetes, hypertension,
Peep Vein Thrombosis (DVT) and cerebral
vascular disease. The annual minimum data set
dated 4/12/12 indicated Resident #39 to require
minimal to significant assistance with his aclivifies
of daily living and his balance was not stable in
most areas. The care plan documented in the
facility computer system indicated there was
frauma potential for bleeding related to
anticoagulant therapy. Some of the approaches
to this potential problem were to monitor [ab
valuss and notify the physician of the lab results
as needed.

A record review of the facility ' s Medication
Administration Record (MAR) revealed Resident
#39 coumadin dosage to be 7.5 milligrams (mg)
daily during the'month of October 2011. There
was a standing order for Prothrombin Time (PT)
and Interrational Normal Ratio (INR} labs to be
conducted monthly.

A record review of the facility ' s PTANR iab work
was conducted. The PT/INR dated 10/25/11
reévealed a crilical INR of 7.5 (normal range
0.8-1.2) and PT of 78.4 seconds {normal range
9.1-12 seconds). The lab work revealed the
nurse was called with the resulis on 10/26/11 at
7:56am and the results were faxed to the
physician on 10/26/11 at 12pm,

A review of the October 2011 MAR revealed the
resident was scheduled to be given 7.5mg of
Coumadin at 8:00pm.

E ‘ .
J1.. Resident #39 iNR was re-drawn per
‘physician’s order on 5/31/12 by the
Nurse Consultant with an INR of 1.3
{normal range 0.8-1.2}. The Physician
was notified of the iNR results on i
|5/31/12 by the Director of Nursing. |
There was no new order to change the |
Coumadin dose by the physician. ‘
Resident #39 will continue to have his .
INR drawn per physician order and
' monthly per lab policy. 2. Resident #65: 1
INR was drawn by the charge nurse on !
5/24/12 per physician’s order withan |
INR of 1.09 (normal range 0.8-1.2), The '
| Physician Assistant was notified of the
LINR results on 5/24/12 by the lab nurse.
| New orders were received and initiated
! on 5/24/12 by the charge nurse. 3.
| Resident #59 DISCUS was completed on’
E 5/25/12 by the facility consultant,

i
!
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An interview with Nurse #3 on 5/25/12 at 9:32am
revealed she worked on 10/25/11. .She could not
spacifically fecall the resident ' s critical tab on
10/25M11. Ifthere was a critical or abnormal lab
she would have faxed the lab to the pfiysician ' s
office. If the physician had not responded, she
would then call the'physician’ s office. Resident'
s # 39" s physician would have asked what were
Resident #39' s coumadin dosage and the prior
and current INR tab work. He would thenmake
adjustments and request a follow-up INR. -

A record review of the fatllity ' s October 2011
MAR revealed a physician order dated 10/27/11
to repeat PT/INR on 10/31/11 and cali the
physician with the results.

A fecord review of the facllity nurse notes was
conducted. THe note dated 10/28/11 revaaled
there was a‘physician order obtained to hold
coumadin until Monday 10/31/11 and repeat a
PT/ INR and call the physician with results..

A record review of the fability s MAR for October
2011 revealed the coumadin was held from
10/2711 to 10/31/11.

There was noevidence that the PT/NR was
repeated on 10/31/11.

The MAR for November 2011 indicated coumadin
was given on 11/1/11 fo 11/2/11. The coumadin
was held again on 11/3/11 to 11/4/41. There
wera no physictan orders for holding coumadin on
these days,

A record review of the follow-up lab revealed a
redraw PT/INR was conducted on 11/4/11. The

the Director of Pharmacy Clinical
Services on 5/25/12 and 6/5/12 to

IW'as completed by the Facility

- was completed by the Pharmacy
residents receiving psychotropic

identified areas of concern were

resident #39 and #65 medications to
include Coumadin was completed by

ensure labs have been monitored and
drawn per lab policy. A repeat lab audit

- Consultant on 6/1/12. The Director of

| Nursing-waé notified of any lab values
 that had not been obtained. All labs

| identified as not obtained were drawn
by 6/8/12 by the Director of Nursing,
Charge nurses and Lab nurse. A second
audit of 25% of resident census was
conducted by the Regional Pharmacy
‘Clinical Manager on 6/6/12, with no
‘concerns identified. A DISCUS review

Consultant on 6/4/12 for 100% of all
med[cations to include resident #59. AIE

corrected by the Director of Nursing,
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lab results were reported to the facility on

11/05/11. This lab volume was indicated as

insufficient specimen. There wereno lab results.

There was no evidence that the physician was
notified of thé lack of tab results

A review of the November 2011 MAR revealed
the resident was given 7.5mg of Coumadin on
11/5/11 lhrough 14811,

There was andther lab redraw conducted -on
11/8/11 which revealed the INR was 2.0 {normal
range 0.8-1.2) and PT 21.2 séconds (normal
range 9.1-12 seconds). The lab results were
reporiad to the facility on 11/8/11.. There was no
date of when the results were reported to the
physiclan, The lab results revealéd the physician
ordered to give 10mg of coumadin now {one time
dose) and repeat the PT/INR in 1 week.

The November 2011 MAR revaaléd the resident
was given 10 mg of Coumadin on 11/9/11 and 7.5
mg of Coumadin.from 11/10/11 through 11/17/11.

The1db work dated 11/17/11 revealed an INR of
3.5 (normal range 0.8-1.2) and-PT 37.1 seconds
(normal range 9.1-12 seconds). The iab results
were reported to the facllity on 11/18/11 and the
results were faxed to.the physician on 11/18/11 at
2pm. There was no indication on the fab-work for
Intervention or physician response. '

An interview with Nurse #3 on 5/25/12 at 9:32am
revealed she could not recali why there was not a
redraw done until 14/4/11. She indicated if there
was an insufficient specimen to follow up on a-
critical INR, shie would have called the physician
that day for a redraw. She could riot understand

Nursing.

serviced by the Director of Nursing
re‘g’arding notifying the physician timely
of critical labs on 5/30/12, obtaining
ilabs per physician order on 6/7/12,
Inotrfymg the physician of concerns with 3
'a fab speamen on6/7/12, dating when l’ -
[ab resu!ts are reported to the physician
on 6/20/12 phvsrcian response ina
trmely manner to lab resuits on
6/20/12 physician response to
pharmacy recommendation timely on
'6/20/12, and DISCUS policy on 6/20/12.
All-newly hired licensed nurses will be in
serviced regarding notifying the
physician timely of critical labs,
;obtain'iﬁg labs per physician order,
notifyinig the physician of concerns with
a ié,ﬁﬂspécirhen, dating when lab results
Eai"r‘é répo'rted to the physician, physician|
response ina trmely manner fo lab j
‘rasiilts, physmrans response to
tpharmacy recommendations timely,
and DISCUS protocol during the
orrentation process by the Director of

|
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why the second redraw took until 11/8/11. If the
physician has not responded for a crilical INR,
she might have held the coumadin medication
based upon her nursing judgment.until the
physician got back into contact with her.

A record review of the facility pharmacy notes
revealed on 11/8/11 the documentation of the
critical lab work on 10/26/11, There was an
indication that coumadin was held on 1027111
and remainied held until Monday (10/31/11) and to
recheck the INR. There was an unsuccessful lab
redraw. The pharmacist indicated she was
awaiting INR restits. There wére no phammacy
recommendatrons

The pharmac':i_st note dated 12/8/11 revealed on
11/8/11 the INR was 2 (normal range 0.8-1.2).
The note indicated on 11/10/11 that 10mg of
coumadin was given and to check INR. -‘The INR
(on 111 7!11) was indicated to be too high There
was a recommendation by the pharmacist to
check the. INR as $oon as possible. The
‘pharmacist note indicated an e-mail was sant to
the Director of Nursing (DON) and Administrator.

A record review of the consuitant pha;m_acrst
e-mait dated 12/8/11 to the DON and -
Administrator revealed the pharmacast
recommended to follow-up with the. physrclan for
an INR. The INR on 11/17/11 was 3.5 (nofmal
range 0.8-1:2), ltindicated there were-no -
changes made to his coumadin regimen. . There
was not a follow-up INR on the chart. .

An interview with the Pharmacy Director on
5/24/12 at 5:27pm revealed the MAR .
documented the coumadin was held on 10/26/11.
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medications to include Coumadin will
be reviewed by the lab nurse to ensure
medications are monitored per fab
policy and documented on the
laboratory log. The Director of Nursing |
or Facility Consultant will review the |
: laboratory log to ensure labs have been!
| drawn timely, results received, :
physician notified with physician a
: reépons‘e,_ and new orders are followed |
! utilizing a Laboratory Log Monitoring Qié
tool weekly x 8 weeks the bi-weekly x4
;weekS'the'h monthly. Alf new lab orders:
Ifor all residents to include resident #39 -
‘and #65 to include PT/INR will be
revaewed by the iab nurse and :
'documented on the daily lab log daily,
.The Director of Nursing or Facility
IConsultant will réview the daily lab log- '
to ensure labs have been drawn timely,
results fecelved, physician notified with ;
physician response utilizing a

Labbratbry Log Monitoring Qi tool
weekly x8 weeks then bi-weekly x4
weeks then monthly. The Pharmacy
Consultant will complete monthly
routine.audits of 100% of resident’s

| ‘charts to include medications, physician
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He was unclear why the dosage for 11/1/11 to
11/2/11 was given then held. They could not find
a fab for 10/31/11. He could not answer to why
the redraw was not conducted until 11/4/11.

A record review of the facility * § lab work
revealed a PT/INR lab was conducted on
12/49/11. The INR was 3.6 {normal range
0.8-1.2) and PT 38.1 seconds (normal range
9.1-12 seconds). .

The nurse note dated 12/19/11 indicated a
PTANR lab was conducted on 12/19/11 at
1:12pm. The note dated on 12/20/11 at 7:20pm
indicated the physician called the facility and the
PT/INR fab value was discussed. There was an
order to hold the coumadin 7.5 mg for that night
and change coumadin to 5mg daily.

There was not a monthly PT/INR conducted for
February 2012.

The PT/INR dated 4/26/12 revaaled the INR was
1.7 {norma! range 0.8-1.2) and PT wa's 18.2
seconds {(normal range 9.1-12 seconds). The lab
work indicated the physician was made aware on
4/27112. There was no physician orders related
to the tab results on 4/26/12.

A record raview of the facility ' s nurse notes was
conducted. The note dated 4/27/12 indicated that
the physician was nofified about the PT/INR lab
drawn on 4/26/12, The facility was awaiting a caIE
back from the physician. The next

documeniation regarding the 4/26/12 lab work
was on 5/23/12 at 7:14pm. The note, written-on
5/23/12, indicated a third notification was sent to
the physician about the 4/26/12 lab work-on

.months. All resujent 510 mc|ude

resadent #59 receiving antlpsychottc
medications will be reviewed by the
'Dlrector of Nursmg monthly utilizinga
DISCUS Monltormg Q! Tool to ensure a '
DISCUS, has been completed per pollcy

i

‘The. Diréctor of Nursing will compile |
audit results of the Laboratory Log
Monitoring-and Pharmacy Audit tool
and DISCUS monitoring Q! Tools and

-present to the Quality Improvement

‘Comimittee Meeting monthly.
Subséqhe'nt plans of action will be
devetoped by the Committee when ‘
reqwred Identification of any potentiali
trends will be used to determine the
!-need foraction and/or frequency of !
continued monitoring. The Director of
Nursing is responsible for overall
compliance.

i
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5/23M12. There were no new orders received
refated to the coumadin dose. The facility
obtained an order for a8 PT/INR to be conducted
the next day, On 5/23/12 at 10:45pm a lab
specimen was drawn.

An interview with the DON on 5/23/12 at 6:49pm
revealed the physician may have gotten confused
where to put his notes in response to the lab work
for 4/26/12.

A record review af the facility 1ab work revealed
on 5/4112 the INR was 1.3 {normal range 0.8-1.2)
and PT 14.1 seconds {normal range 9.1-12
seconds). There was no physician response on
the lab work. The nurse notes for May 2012 did
not indicate any physician response for the lab
work on 5/4/12,

A racord review of the facility physician orders
dated 5/24/12 indicated to change coumadin to
6mg daily. They were to start coumadin upon
feceipt from pharmacy. They were to recheck
PTANR in 1 week on 5/31/12.

An interview with the Physician on 5/24/12 at
11:38am revealed Resident #39 has besn on
coumadin for more than two years. He could not
recall the critical lab work for Resident #30 back
in October 2011. Typically for a critical INR lab
work he would immediately hold the coumadin
medication and does follow-up lab work in a
couple of days. He would not wait longer than
this for a follow-up lab work. Usually the nurse
from the facility either called him or faxed him the
lab results. He would respond via phone to the
nurse, if he was called. When the 1ab results
were faxed, he would write down the suggestions

F 329
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on the lab work and fax back to the facility. He
could not recall being notified of the lab work on
4126112 with an INR of 1.7 (normal range 0.8-1.2).
He would want to keep Resident #39 INR
between 2-2.5. He would adjust the coumadin if
the INR was 1.7 by increasing the coumadin dose
to 7.5mg and getting a redraw. Resident #39 has
been on coumadin a while and probably could be
taken off the medication.

An interview with the DON on 5/23/12 at 6:49pm
revealed the facility hired a new lab nurse initially
but had to replace the fab nurse on two more
occasions. The monitoring of PT/INR 1ab work
was based upon their policy of getting the
coumadin lab work conducted monthly without
specific dates. The new lab nurse, Nurse #1 was
doing the lab monitoring and referred to the
monthly calendar at the desk to request labs.
This was the monitoring they do for all lab work.
There were no specific tools or audits used.

A record review of the facility ' s routine laboratory
determinations policy revealed coumadin
procedure of PT/INR should be performed 1

week of initiation or change of coumadin, then
monthly.

An interview with the Nurse Consultant on
5124112 at 3:49pm revealed she was unaware of
any problems with fab monitoring and coumadin.
The company has a coumadin audit form. She
was unsure if the facility was using this and would
have to verify. She was aware the physician had
issues with visiting the facility on a regular basis.
They have hired a new Medical Director.
Ultimately the DON would be responsible for
insuring physician; fab and medication orders
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were carried out.

A record review of the facility ' s coumadin audit
form created on 9/28/09 was conducted. it
indicated the following monitoring areas for
coumadin: dosage order, PT/INR order, MAR
location, lab schedule, follow-up results,
notification of the physician, resuits on the chart,
adverse reactions and nurse notes. There were
no coumadin audit forms completed by the
facility.

An interview with Nurse #1 on 5/24/12 at 9:59am
revealed when he received a physician order he
would transcribe it and verify the order on his
shift. There was a booklet at the nursing station
with standing order tab protocols. He was
designated as the lab draw nurse in March 2012.
He picked a day at the beginning of each monih
and reviewed alt of the medical charls for lab
orders. For coumadin and any other lab ordered
monthly, he would look back for the last day the
lab was drawn and request the lab work o be
conducted for the same day next month. He
would place a lab request sheet in a booklet at
the nurse station and the DON would look
through them to verify them. He then would draw
the fab work. He would contact the lab company
the day of the lab draw, so that they may pick up
the specimen. The lab company would usually be
in the facility by 1:30pm to pick it up. The lab
results would be faxed to the facility next day. If
the lab company was unable to pick up the
specimens timely, facility staff would go to the
nearest hospitals to get the labs completed.
When there is a critical or abnormal Iab resulf he
would call the physician during business hours. if
it was after hours, he would call the physician on
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call. If he were unable {o reach a physician he
would call the other physician that covered the
facility. if he were unable to contact the physician
during business hours, he would try to contact the
physician ' s office nurse or anyone at the office
who could receive the message.

An interview with Nurse #2 on §/24/12 at 4:35pm
revealed the charge nurse assigned to the
resident received the lab results. H they were
abnormal, she would notify the physician and
obtain new orders. She would write orders and
update the MAR as retated to medication.

An interview with the new Pharmacy Consultant
on 5/24/12 at 10:50am revealed their eonsults
were completed monthly. They hired a new
Pharmacist in January 2012. Typically the prior
month PTANR would not be referenced to due to
the coumadin levels changes so much. They did
make recomméndations for Resident #32 in
February 2012 and March 2012, There were no
new coumadin levels and results, upon the
consultant pharmacist date of visits in February
2012 and March 2012, In Aprit 2012, they
indicated labs were drawn and a follow-up was
completed for March 2012. When there was a
¢ritical coumadin lab, they would notify the DON
and Adminisfrator while at the facility so the
physician could make adjustments. Each
physician can be different in how they would
handle critical lab of 7.5 INR. Some would be
aggressive and provide vitamin k and some
would hotd coumadin, For someone with the
diagnosis of DVT a normal INR range would be
2-3. Adjustments were typically made-when the
INR was out of this range. An INR of 3.5 would
be high. A PT of greater than 30 seconds would
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be high for someone with DVT but the INR level
is what would be reviewed.

A record review of the facility physician notes
revealed notes for 12/26/11 and 1/31/12. There
was no documentation of INR/PT labs or
coumadin medication.

An interview with the Nurse Consultant and DON
on 5/24/12 at5:40pm was conducted. The Nurse
Consuitant indicates she knew the pharmacists
do their monthly audit on standing orders. .
Ctherwise the medical records staff audit and
investigation portion based upon the Qi Action
Team Lab monitoring policy had not been
followed and obviously a new system would need
to be in place. She could not answer to why there
was not an investigation process conducted for
the delayed lab redrawn on 11/4/11 and 11/8/11.
Their policy was supposed fo be followed.

3. Review of the undated facility policy titled
Antipsychotic Drug Therapy * read in part: * D.
Scheduling of assessments with the DISCUS
{dyskinesia identification system condensed user
scale) will be as follows: 1. {residents) prescribed
antipsychotics {should have an) evaluation once
every six months. "

Resident #59 was admitted 10/10/11. Cumulative
diagnoses included schizophrenia, depression
and psychosis,

Review of the resident ' s physician orders
revealed an order, dated 04/10/12, for Seroquel
12.5 mg {milligrams} fwice a day. Further
review of the physician ' s orders revealed an
order on admission for the resident to received

F 328

FORM CMS.2567(02-99) Provicus Varsions Obsolete EventiD: XI5311

Faclity 1D:; 923153

If continuation sheet Page 11 of 34




PRINTED: 06/11/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09838-0391
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
8. WING
346101 05/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
208 CARY ST
ENFIELD OAKS NURSING AND REHABILITATION CENTER
ENFIELD, NC 27823
Ky io SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ®5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRAPRIATE DATE

DEFICIENCY)

F 329 | Continued From page 11
Seroque! 25 mg twice a day.

Per Lexicomp's Geriatric Drug Information
Handbook, 14th edition, Seroquetl is an
antipsychotic drug used for treatment of
schizophrenia. Per the literature, under the
section titled Adverse Reactions, involuntary
movements are listed as a possible adverse
reaction.

Review of the Resident #59 ' s care plan, updated
on 04/27/12, indicated the resident was on an
antipsychotic medication and at risk for side
effects of the medication. One of the
interventions listed was o administer the DISCUS
per facility protocol.

Review of the of the resident ' s medical record
revealed a DISCUS had been compieted when
the resident was admitted on 10/10/11.

An interview, on 05/24/12 al 8:55 AM, was
conducted with the Director of Nursing {DON).
The DON relayed the DISCUS should be
completed every six months and was to be
completed by the hall nurse,

An interview, on 05/24/M2 at 4:00 PM, was
conducted with Nurse #2. Nurse #2 relayed she
was not aware of who was assigned to complete
the DISCUS. She indicated upon admission the
charge nurse does not complete the DISCUS at
the time of admission and she thought the MDS
(Minimum Data Set) Nurse would complete it.

An interview, on 05/24/12 at 5:45 PM, was
conducted with the DON. The DON relayed that
the computer system used by the facility would
flag when a DISCUS needed to be done for a
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resident. She stated she had not noted that the
Resident #59 had been flagged to have a
DISCUS completed. The DON stated she would
have the completed the DISCUS, bui had not
seen it flagged in the computer system.

An inlerview, on 05/25/12 at 11:50 AM, was
conducted with the DON. The DON indicated she
had reviewed Resident #59 ' s chart and found
the admitting nurse had entered an incorrect date
for the next DISCUS to be done in six months.
She stated the nurse no longer was at the facility,
The DON relayed since the wrong date was
entered for when the next DISCUS was dus, the
computer system did not trigger the information to
be flagged when it was actually due. The DON
confirmed she had not received a _
recommendation from the consultant pharmacist
for the completion of the DISCUS. She indicated
the DISCUS should have been completed per

policy.

An interview, on 05/25/12 at 1:45 PM, was
conducted with consuitant pharmacist on site,
stated the pharmacist who reviewed chart on
05/01/12 overlooked the need for the DISCUS 1o
be completed.”

2. Resident #685 was admitted to the facility on
5/2/12 with diagnoses of Deep Vein Thrombosis
(DVT) of bilaterat lower limbs, Bilateral Below
Knee Amputations (BKA}, Respiratory Failure and
Anemia. Resident #65 was admitted to the facility
from an acute care hospital with orders for
Coumadin 5 milligrams {mg} by mouth each day.
The resident was also receiving Cipro, an
antibiotic for a Urinary Tract Infection {UTI). The
combination of these two medications has the
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potential to increase bleeding time or an
increased anticoagulant
effect.

On 8/2/12 the pharmacist for the facility made a
recommendation to obtain an International
Normal Ratio {INR) lab test due to the possible
interaction between Cipro and Coumadin. The
pharmacist advised to obtain the lab on the third
day following the start of Cipro.

Review of the resident ' s Madication
Administration Record {(MAR) for May 2012
showed the resident started the Coumadin Smg
dose on 5/2/12 at 6:00PM. The MAR indicated
the resident had received this dose each day
since admission through 5/24/12. The MAR did
not reflect the increase until 5/25/12.

A review of the medical record revealed a
laboratory result dated 5/17/12 as the date the
specimen was collected. The INR result was 1.3
which is high on a range of normal being 0.8-1.2.
Expected values for a person receiving Coumadin
with a history of DVT are 2.0-3.0. The PT result
was 13.6, which is highon a range of 8.1-12, The
ranges stated in this paragraph are the reference
intervals (normal values) used by this lab,
Preferred values by physicians for patients on
Coumadin with DVT is 1,5-2.5 times the normal
value. There was an entry hand written on the lab
result by Nurse #5 noting the result. An interview
with Nurse #5 on 5/24/12 at 3:10PM noted that
she had called Dr..Billy and obtained an order for
Coumadin 8mg by mouth each day. This was an
increase from the current dose of Coumadin

5mg.
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An interview was conducted with a Nurse #2 whe
was in charge of Resident Hafl B on 5/24/12 at
11:00AM. The nurse stated normal procedure
was 1o call the physician with abnormal lab
rasults, write a verbal or telephone order in the
Physician ' s Orders and update the MAR. The
pharmacy was also notified so the new
medication can be sent o the facility. An interview
was also held with Nurse #3, who was in charge
on another hall, at 11:20AM. The nurse stated if
any abnormal 1ab results were returned, the
physician was notified immediately and the MAR
was updated with any new orders. The nurse
reported a physician ' s verbal or telephone order
was written for any new orders.

An interview with the Regional Nurse Gonsultant
#2 on 5/24/12 at 3:15PM revealed the facility did
not have a written policy or procedure on
abnormal laboratory values to direct staff on
appropriate actions to take upon receipt of
abnormal labs. - .

An interview of the Director of Nursing {DON) on
5/24/12 at 3:45PM revealed that it was the
expactation the nursing staff notified the
physician of abnormail lab values and take verbal
or telephone orders and to make sure they were
carried out. '

F 333 | 483.25(m)(2) RESIDENTS FREE OF

ss=p | SIGNIFICANT MED ERRORS

The fécility must ensure that residents are free of
any significant medication errors.

This REQUIREMENT is not met as evidenced
by:

F 329

F 333

FORM CMS$-2567(02-99) Previous Versions Obsolete Event 10: XI5311

Facliity ID: 923163

if continuation sheet Page 15 of 34




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06M1/2012
FORM APPROVED
OMB NO. 0838-0381

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
345101 05/25/2012

NAME OF PROVIDER OR SUPPLIER

ENFIELD OAKS NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
208 CARY ST

ENFIELD, NC 27823

SUMMARY STATEMENT OF DEFICIENCIES

PROVIDER'S #LAN OF CORRECTION

Based on record review and staff interviews, the
facility failed to carry out physician ' s orders for 1
{Resident #65) of 2 sampled residents.

Findings iricli:‘dé;

Resident #65 was admitted to the facility on
5/2/12 with diagnoses of Deep Vein Thrombosis
(DVT) of bilateral lower limbs, Bilateral Below
Knee Amputaﬁons (BKA). Resident #65 was
admilted to the facility from an acute care hospital
with orders for Coumadin (an anticoagulant
medication) b mllhgrams {mg) by mouth each
day.

A raview of the residént * s medical record
revealed & phone call was made to the resident *
s physmian in reference to abnormal laboratory

festilts on 5/18/12. Review of the result revealed

a hand written note that documented a phone call
was made to the physician and new orders that
were received.. A lab specimien for Prothrombin
Time (PT) ahd International Normal Ratio (INR)
was drawn on 5/17/12. The PT-was 13.6, being
high withnormal values of 8.1-12: The'INR tab
test result was 1.3, which is also hlgh on a riormal
range of 0.8-1.2. Nurse #5 noted that she called
the physician on 5/18/12 and réceived orders to
change the resident ' s Coumadin dosage to 6mg
instead of 5mg by mouth once @ day

Rewaw of the current Medlcallon Admmlslrahon
Record-(MAR) for May 2012 revealed the
resident recewed Coumadin 5mg’ by mouth each
day of May 3 until May 24. No entry of Céumadin
6mg was noted on the May 2012 MAR. Review
of physician ' s orders for May 2012 revealsd an
order had been written on 5/24/12 to change

4) 1D OF DEf I )
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The Physician'was made aware of
resident #65 Coumadin on 5/24/12 by :
the Director of Nursing. New orders
were received and initiated on 5/24/12
by the Charge Nurse. Resident #65
continues to receive Coumadin per

physician order.

100% audit of all resident’s to include
1resident #39 and #65 medications to

linclude Coumadin was reviewed by the
EDifector- of Pharmacy Clinical Services
gon'5/25/12‘t0 ensure residents are
fecei-virig medications per physician

order. All identified areas of concern__~

were reported to the Director of
Nursing and corrected by the Director
lof Nursing and Facility Consultant by
16/8/12 A second 100% audit of all
g'res',ldents medications was completed

by the Director of Nursing, MDS nurse,

‘and Facility Consultant to-ensure
residents are receiving medications per
physician order on 5/31/12.
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The drug regimen of each resident must be
reviewed at least once a monti by a licensed
pharmac*st

The pharma(:ist must report any’ lrreguiartttes to
the altending physician, and the diracior of
nursing, and these reports must be acted upon.

‘,developed by the Committee when .
freq;zii'éd. Identification of any potential:
?tren’ds will be used to determine need
for action and/or frequency of
continued monitoring. The Director of
Nursing is responsible for overall
compliance,
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Resident #65 ' s dosage to 6mg of Coumadin by re:ga'rding medication transcription was
mouth once'a._d?y’ : icompleted on 6/7/12 by the Director of
An interview was conducted on 5/24/12 al Nursing. All newly hired licensed nurses
11:00AM with the Nurse#2, The nurse siated the il b inserviced reparding medication |
resident was ordered Coumadin 5mg by mouth whihe L. . & , & . |
once a-day’ at 6:00PM. itranscription during orientation by the |
‘Director of Nursing.
An interwew was held on 5/24/12 at 11:30AM with e . - _
Nurse #3. The nurse stated when new orders The Director of Nursing, RN Supervisor
were obtained from the physician, the MAR was oF MDS Nurse will review all new orders |
updated and the new orders were written on a L o . . :
physitian * s.order sheet as a telephone order . ﬁfor al_[ res'denlts to include resident #65
During an interview with the resident * s assigned ;thr'ough the pink slip process to ensure
registered nurge on 5/24/12 at 11:20AM, she .ofders have been transcribed to the
stated when the physician gave new orders, the . o . . ] ‘
nurse wrote ah order in the physician * s orders, MAR correctly utilizing a Pink Slip QI
updated the MAR, and notified the pharmacy so tool daily x4 weeks, then weekly x4
new medication was $ent to the facility. Co . -
' R 7 . weeks, then monthly x 2 months.
An interview with the Director of Nursing (DON) The Director of Nursing will compile
was held on 5/24/12 at 3:00PM. She stated when e Its of the Pink S!'. [ Tool di
nurses receivé new orders, they should write the audit results of the Pink Slip Qi Tool andi
order in the: physician * s orders, transcribe it to present to the Quality improvement
the MAR, and fax it to the pharmacy so they can I
send the médication to the facility. _ Commtttee Meeting monthly.
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428 Subsequent plans of action will be
§8=p | IRREGULAR, ACTON
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o4 Ib © . SUMMARY STATEMENT OF DEFICIENCIES

This REQUIREMENT is not met as evidenced
by.
Based on record review, staff interviews, and
consultant pharmacist interview, the facifity failed
to ensure the pharmacy consultant identified a
DISCUS evaluation needed to be completed for 1
(Resident #59) of 3 sampled resident on
antipsychotic medications, and the facility failed to
consult with'thie resident ' s physician when there
was a nead to alter treatment for 1 of 2 sampled
residents (ReS[dent#SS) The facility failed to
report pharmacy recomr_nendatlons to the
physician in a timely. manner for 1 (Resident #65)
of 2 samplad residents with pharmacy
recommendations. ;

Flndmgs |nciude

Rewew of the. undated facnllty poltcy titled “
Antipsychotic-Drug Therapy “ readin part:’
Scheduling of assessments with the DISCUS
{dyskinesia identification system condensed user
scale} will be as follows: 1. (re5|dents) prescribed
ant;psychollcs (should have an} evaluatlon once
every sax rnonths *

Resudent #59 was admitied 10!10/11 Cumuialive
diagnoses included schlzophrema depresswn
and psychoms .

Rewew:of the resud'ént ‘s pﬁys‘ic'vianr orders’
revadled an order, dated 04/10/12; for Seroquel
12.5myg {milligrams) twice a day.

Per Lexicomp's Geriatric Drug-Information
Handbook, 14th edition, Seroquel is an
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A DISCUS review was completed by the

Resident #59 DISCUS was completed on Ul’ﬂllff
5/25/12 by the Facility Consultant,
Resident #65 INR was drawn on

5/24/12 per physician’s order by the
charge nurse with an INR or 1.09
{nbrmal range 0.75-1.50). The Physician’
Assistant was notified of the resultson -
55]24/12 by the Lab nurse. New orders
jw’ere‘receivéd an initiated on 5/24/12
by the Charge nurse.

‘Pharmacy Consultant on 6/4/12 for
'100% of all residents to include resident
i#sg‘réceiving psychotropic medications,
| A"100% audit of all resident’s to include
resident #65 medications to include
Coumadin was completed by the
| Director of Pharmacy Clinical Services
ion 5/25/12 and 6/5/12 to ensure labs
‘have been monitored and drawn per
lab peficy. The Directer of Nursing was
‘notified of any lab values that had not
been obtained. Al labs identified as nat
obtained were drawn by 6/8/12 by the
Director of Nursing, Charge nurses and
Lab nurse. A second audit of 25% of
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antipsychotic drug used for treatment of
schizophrenia' Per the literature involintary
movements are listed as a type of adverse
reaction p0551ble

Review of the Resident #59 ' s care plan, updated

on 04/27/12, indicated the resident was on an
antipsychotic medication -and at risk for side
effects of the medication, One of the

interventions listed was to admmtster the DISCUS

per facmty protocoi

1. Review of the of the resident* § medical
record revealed-a DISCUS had been completed
for the resuient on 10/10/11. Furthier-review of
the medical record revealed no additional
DISCUS evaluation. '

An intefview, on 05/24/12 at 8:55'AM, was
conducted with the Director of Nursing (DON).
The DON relayed the DISCUS should be
completed every six months and was to be
completed by the hall nurse.

AR intervie, on 05/24/12 at 5:45 PM, was
conducted with the DON. The DON relayed that
the commputer system used by the facility would
flag when a DISCUS needed to'be done for a
resident. She stated she had not noted that the
Resident #59 had been flagged to have a
DISCUS: completed The DON stated she would
have the-completéd the DISCUS, but had not
seen it flagged in the computer system.

An interview, on 05/25/12 at 11:50 AM, was
condutted with thie DON.” The DON relayad the
wrong daté was entered for when the next
DISCUS was due; and, the computer system did
not trigger the information to be flaggéd when it

F 428 resident census was conducted by the lﬂ[%l”/
Regional Pharmacy Clinical Manager on
:6/6/12, with no concerns identified.

100% of licensed nurses were in
serviced by the Director of Nursing
{ regarding notifying the physician timely
E of critical labs on 5/30/12, obtaining
: labs per physician order on 6/7/12,
e notifying the physician of concerns with
| the specimen 6/7/12, dating when lab
i results are reported to the physician on .
6/20/12,- physician response in a timely
‘manner to lab results on 6/20/12, ’
physician response to pharmacy ;
' recommendations timely on 6/20/12, ;
|
i

and DISCUS policy on 6/20/12. All newly'
“hired licensed nurses will be inserviced .
' regarding notifying the physician timely |
: of critical labs, obtaining labs per
physician order, notifying the physician
of concerns with a {ab specimen, dating
 when labs results-are reported to the '
physician, physician response in a
timely manner to lab results, physician
response to pharmacy
' recommendations timely, and DISCUS
: protocol during the orientation process
by the Director of Nursing.
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was actually due. . The DON confirmed she had
not received a recommendation from the
consultant pharmacist for the comipletion of the
DISCUS. She confirmed the DISCUS should
have been completed per policy.

An interviéw, on 05/25/12 at 1:45 PM, was
conducted with the consultant phiarmacist on site.
Ha stated the pharmamst who reviewed the chart
on in May failed to note the need for a DISCUS to
be completed. The consultant pharmamst
indicated the: pharmacnst should have identified
the need and informed. the facnitty

2. Resmient #65 was admittéd to the facility on

5/2/12 with diagnoses of Deep Vein Thrombosis -

{DVT) of bilateral tower limbs. and Bitateral Below
the Knee Amputalions Raview of the hospttal
discharge summary datéd 5/2/12 ‘revealed -
racommendations for- medicatioris including
Coumadin (an anticoagulant) 5 milligrams (mg)
by mouth ance & day and Cipro { an antibiotic)
500mg every 12 hours. '

Review of the resident ' s medi,cél record
revealed recomimiendations from the pharrnacist
dated 5/2/12 for a Prothrombin Time {(PT) and
International Normal Ratio {INR), which are lab
tests to measure the-bleeding time: These tests
were t0 be draivn While receiving the medications
and 3 days after completing the Cipro. This was
recommended due to potenitial drug-interactions
between the two medlcatlons which include an
increased anhcoagu[ant effect or an increased
risk of bleeding. Réviéw of the pharmacist's
5/2112 recommendation revealed the physician
signed off in dgreement to do the lab tests on
511512,

F 428} The Pharmacy consultant wil complete
monthly routine audits of 100% of |

resident’s charts to include resident #591
‘and'-résident #65 medications, Physician
order‘é, DISCUS, and labs. A member of
the Pharmacy Management team will
lcomplete a second audit of 25% of
current resident’s census to include
Medications, physician orders, DISCUS,
{and fabs monthly x3months. All

l res;dent s receiving antipsychotic
| medications to include resident #59 will
} be reviewed by the Director of Nursing !
i monthly utilizing a DISCUS Monitoring i
al Tool to ensure a DISCUS has been
; completed per policy.

The Director of Nursing will compile |
raudxt results of DISCUS Monitoring Q| '
Tool and pharmacy audit tools and
3 present to the Quality Improvement
Committee Meeting monthly.
Subseguent plans of action will be
developed by the Committee when

bl
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Record review of the Medication Administration
Record {(MAR) revealed Resident #65 started the
Coumadin and Cigro.on 5/3/12 in the facility and
completed the Cipro on'5/16/12. The Cipro was to
be completed after 6 days; therefore the lab, as
recommended by the pharmacist should have
been drawn periodically between 5/2/12 and
5/8/12. The final lab test should have occurred on
§/11/12. The physician was in agreement with
these recommendations, but did not sign the
recommendations uniil 5/15/12. The lab tests
were drawn on 517112, .

An interview with the pharmacist consultant on
5124112 at 2:45PM revealed the physician should
have been made aware of {hé recommendations
before 5/15/12 so the drug interaction possibility
could have been monitored. If the physician is not
in the facility when recommendations are made
by the pharmacist, they are faxed to the physician
' s office to make him aware and orders can be
written according to the pharmacist consultant.

An interview was conducted with tHe Director of
Nursing (DON) on 5/24/12 at 3:00PM. The DON
staled it was her expectation for all staff who
receive recommendations froim providers to make
sure the physician was aware of them. This can
be by phone‘or faxing recommendations to his
office. Followup should be dorié also, to obtain
orders or further insfruction.

483.60(b), (d), (e} DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all

F 428| required. |dentification of any potential &l,}u 11

‘comphiance.

F 431

trends will be used to determine the
need for action and/or frequency of
lcontinued monitoring. The Director of
ENursing'is responsible for overall i
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controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug All medications from the medication

records are in order and that an account of all refrigerator were removed by the MDS |
controlled drugs is maintained and perlodlcally -

reconciled. ’ . . ||nurse on 5/24/12 and re-ordered on |
' ‘ ' 5/24/12. Medication room refrigerator |

rugs and biologicals used in the facility must be temperature was reset on 5 /2 4/12 by é

labeled in accordance with currently accepted

professional principtes, and include the facility maintenance staff. E
appropriate accessory and cautionary ' .

instructions, and the explratson date when There are no other refrigerators inthe
applicable.’ : ! :

. : ‘ : ffacility for medication storage.
In accordance with State and Federal laws, the ! g :
facility must store all drugs and biologicals in Al licensed nurses were in-serviceon |

focked compartments Under proper temperature 's torage of refrigerated medications on
controls, and permit only authonzed personnel to : . ) :
have access to the keys. : 5/24/12 by the Director of Nursing and

MDS Nurse. All newly licensed nurses

The fac;!ity must provide separately locked, Lo ) ¢ :
permangntly affixed compartmants for storage of le“ be in serviced on storage o ,
controlled drugs listed in Schadute Il of the refrigerated medications during the

Compréhensive Drug Abuse Prevenlion and P . .
Control Act of 1976 and other drugs subject to orientation process by the Director of

abuse, éxcept when the facility uses single unit ‘Nursing.
package drug distribution systems in which the i -
quantity stored is minimal and a missing dose can The -Administrator will review the

be readily delected. : s s
y. 'C, .medication room refrigerator

‘temiperature log 3x per week x 4 weeks,

‘then v , then monthly x
This REQU]REMENT is not met as evadenced jthen weekly x 4 weeks ¥

by: ‘2 months utilizing a Refrigerator Temp
Based on observation; record reviews and staff Ql tool to ensure medications are being
interviews, the facmty_falied to maintain the proper . )

temperalure between 36° (degrees) to 46° F stored at proper temperature.

(Fahrénheit) in 1 oH medlcatuon storage room.
Findings |nchde :
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Review.of a facility form titled " Temperature
Chart for Refrigerators ang Freezers *, dated
10/09/09, indicated the med room refrigerator
temperature should be maintained between 36 to
46° (degrees) F {Fahrériheit).  The form also
listed.carrective action and read in part: " 1} If
temperature registers above CCL (climate control
level), immediately notify mainténance
depariment, nolify manager. 2) Retake
temperature in 1 hour. 1 temperature again
registers above CCL, initidte product
removalfrelocation procedure.”

Medications observed stored. inthe refrigerator
were: 13 vials of Lantus insulin; 6 vials of
Humalog insulin; 11 vials of Novolirinsulin; 2
vials of Novolog insulin; 1 vial of Levemir insulin:
11 Novolin Flexpens; 3 vials of pneumococeal
vaccing, 11 vials of Phanegran. Lantus,
Humalog, Novolin, Novolog, Novolin Flexpens
and Levemir are insulin products used to treat
diabetes. Phenergan is used for treatment of
nausea and vomiting. ,

The mantifacturer product information for Lantus
‘insulin read in part: “"unopenéd Lantus vials
should be stored in a refrigerator at 36-46° F.
Lantus shoutd not be allowed to freeze™: for
Humalog insulin reads-in part: “unopened
Humialog should be stored in & refrigerator at
36-46° F, but do not freeze. Db not-use Humalog
if it has been frozen™  for Novolin insulin reads in
part: “"unopened Novolin should be stored in a
refrigerator ai 36-46° . Do not freeze. Do not
use Novolin if it has been frozen"; for Novolog
insulin reads in part:. "unopened Novolog should
be stored in a refrigerator at 36-46° F. Do not
freeze. Do not use Novolog if it has been frozen™,
for Levemir insulin reads in part: "store unopened
Levemir shouild be stored in a refrigerator at

audit results of Refrigerator Temp QI
Tool and present to the Quality
improvement Committee Meeting
rmonthiy. Subsequent plans of action
will be developed by the Committee
when required, Identification of any
potential trends will be used to
determine the need for action and for |
frequency of continued monitoring. The!i
- Adeinistrator is responsible for overall {

_compliance.
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36-46° F. Do not freeze. Do not use Levemir if it
has been frozen™; for Novolin Flex pens reads in
part: “Flexpens should be siored atin a
refrigerator at 36-46° F. Do not freeze, *

The manufacturer product information for
pneumococcal vaccine read in part: "unopened
and opened vaccine should be stored atina
refrigerator at 36-46° F. Do not freeze.”

The manufacturer product information for
Phenergan read in part: "store in refrigerator
between 36-46° F. Do not freeze.”

Review of the medication room refrigerator
temperature chart, for the period of May 1 to 24,
2012, showed documentation that the med room
refrigerator temperatures was read two times a
day, in the morning (AM) and in the evening (PM).
The chari reflected that 31 out of 47 temperatures
were documented at 28° F; that 12 out of 47
temperatures were documented at 30° F; and, 4
out of 47 temperalures were documented at 32°
F.

On 05/24/12 at 3:00 PM, an observation of the
medication storage room was made
accompanied by Nurse #3. Nurse #3 unlocked
the medication room refrigerator upon request.

Al the time the medication refrigerator was
opened the thermometer was viewed and
registered at 32° F and was confirmed by Nurse
#3.

An interview, on 05/24/12 at 3:30 PM, was
conducted with Nurse #3. She indicated the
medication refrigerator tempesrature was read by
the day shifl nurse in the AM and was read by the
evening shift nurse in the PM.

A second interview, on 05/24/12 at 5:00 PM, was
conducted wilh Nurse #3. She indicated she had
not noted the range of the temperature for the
refrigerator in the medication room or that the

F 431
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temperature was out of range. Nurse #3 relayed
the she should call the maintenance person when
{he temperature of the refrigerator was out of
range.
An interview, on 524112 at 5:45 PM, was
conducted with the Director of Nursing {DON).
The DON indicated she would have expecied the ,
nurses to have noticed the refrigerator
temperature was out of range; to have notified
her, and she in turn would have contacted
maintenance to check the refrigerator and follow
up.
F 5201 483.75{c)(1) QAA F 520
88=p { COMMITTEE-MEMBERS/MEET -
QUARTERLY/PLANS

A facility must maintain & quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The guality assessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficlencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the commilttee to identify
and correct quaiity deficiencies will not be used as
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a basis for sanctions.

This REQUIREMENT is not met as evidenced

by:

Based upon record reviews, physician,
pharmacist and facility staff interviews the facility
failed to monitor a plan of action for identifying
problems with lab monitoring.

Findings Include:
Resident #39 was admitted to the facility on

4/30/09 with diagnoses of diabstes, hypartension,
Deep Vein Thrombosis {DVT) and cerebral

‘vascular disease. The annual minimum data set

dated 4/12/42 indicated Resident #39 to require
minimal to significant assistance with his activities
of daily living and his balance was not stable in

.most areas, The care plan documented in the

facliity computer system indicated there was
trauma potential for bleeding related to
anticoagulant therapy. Some of the approaches
to this potential problem were to monitor lab
values and notify the physician of the lab results
as needed. '

A record review of the facility' s Medication
Administration Record (MAR) revealed Resident
#39 coumadin dosage to be 7.5 milligrams (mg)

-daily during the month of October 2011, There

was a standing order for Prothrombin Time (PT)
and International Normai Ratio (INR) labs to be
conducted monthly.

A record review of the facility' s PT/INR lab work
was conducted. Thers was a critical PT/INR lab
on 10/25/11. The lab work revealsd the nurse

Resident #39 INR as re-drawn per 5
physician’s order on 5/31/12 by the
Nurse Consultant with an INR of 1.3
(normal range 0.8-1.2). The Physician
was notified of the results on 5/31/12

i by the Director of Nursing. There was
no new order to change the Coumadin
dose by the physician. Resident #39 will
continue to have his INR drawn per
physician order and monthly per lab

policy.

1A 100% audit of all resident’s to include
| resident #39 medications to include
"Coumadin was completed by the
iDirector of Pharmacy Clinical Services
gon 5/25/12 and 6/5/12 to ensure labs
%have been monitored and drawn per
Ifab policy. A repeat lab audit was
;completed by the Facility Consuliant on
.6/1/12 The Director of Nursing was
noti‘r“ed of any lah values that had not
been obtained. All labs identified as not ;
’obtamed were drawn by 6/8/12 by the
Dlrector of Nursing, Charge nurses and
iLab nurse. The Quality Improvement
Committee met on 6/20/12 regarding
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and the results were faxed to the physician on
10/26/11 at 12:00pm.

A record review of the facility' s October 2011
MAR revealed a physician order dated 10/27/11
to repeat PT/INR on 10/31/11 and call the
physician with the results.

There was no evidence that the PT/INR was
repeated on 10/31/11.

A racord review of the follow-up lab revealed a
redraw PT/INR was conducted on 11/4/11. The
lab resuits were reported to the facility on
11/05/11. This lab volume was indicated as
insufficient specimen. There were no lab results.
There was no evidence that the physician was
notified of the lack of lab results.

There was another {ab redraw conducted on
11/8/11. The lab results were reported 1o the
facility on 11/9/11.. There was no date of when
the results were reported to the physician.

The repeat lab work was conducted on 11/17/11.
The lab results were reported to the facllity on
11118111 and the results were faxed to the
physician on 11/18/11 al 2pm. There was no
indication on the lab work for intervention or
physictan response.

An interview with Nurse #3 on 5/25/12 at 9:32 pm
reveated she worked on 10/25/11. She could not
specifically récall the Resident #39 critical tab on
10/25/11. i there was a crifical or abnormal lab
she would have faxed the lab to the physician
office. If the physician had not responded, she

of Nursing.

:Consuitant.

protocol. The Quality improvement
Committee Consists of Administrator,
Director of Nursing, Facility Consultant
and Lab Nurse. A second audit of 25%

of resident census was conducted by

the Regional Pharmacy Clinical Manager
on 6/6/12, with no concerns identified.
A DISCUS review was completed by the
Pharmacy Consultant on 6/4/12 for |
100% of all residents receiving
psychdtrdpic medications to include

resident #59. All identified areas of :
concern were corrected by the Director,

The Administrator, Director of Nursing, ,
Lab Nurse, MDS Nurse, Social Worker |
and Medical Records were inserviced !
on the Executive Quality Assurance
Committee protocol on 6/21/12 by the'
‘Regional Vice President and the Facility’
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would then call the physician office. She could
not recall why there was not a redraw done until
11/4/11. She indicated ¥ there was an insufficient
specimen 1o follow up on a critical INR, she would
have called the physician that day for a redraw.
She could not understand why the second redraw
took until 11/8/11. If the physician has not
responded for a critical INR, she might have held
the coumadin medication basad upon her nursing
judament untif the physician got back into contact
with her.

The pharmagist note dated 12/8/11 revealed on
_11/8/11 the INR (on 11/17/11) was indicated to be
too high. There was a recommendation by the
pharmagcist to check the INR as soon as possible.
The pharmacist note Indicated an e-mail was sent
to the Director of Nursing (DON) and
Administrator. ' '

A record review of the consultant pharmacist
e-mail dated 12/8/11 to the DON and
Administrator revealed the pharmacist
recommended to follow-up with the physician for
an INR, The INR on 11/17/11 was high. It
indicated there were no changes made to his
coumadin regimen and a follow-up INR did not
appear on the chart.

An interview with the Pharmacy. Direclor on
6124112 at 6:27pm revealed he was unclear why
the dosage for 11/1/11 to 11/2M11 was given then
held. They could not find a fab for 10/31/11. He
could not answer to why the redraw was not
conducted until 11/4711.

There was not a PT/INR conducted for February
2012,

will meet monthly to review areas of
concerh and develop and implement
appropriate plans of action to include
labs, physician orders, and DISCUS. The
Administrator is responsible for overall
compliance.

The Administrator will compile audit
results of the Monthly Quality
improvement Committee and review at

‘the Executive Quality Assurance ;
Committee Meeting quarterly. The |

Executive Quality Assurance Committee.
consists of the Administrator, Director
of Nursing, Lab Nurse, Pharmacy ‘
Consultant, Medical Director, Social
Worker and Housekeeping Director.
Subsequent plans of action will be
developed by the Commiittee when

' required. Identification of any potential

trends will be used to determine the
need for action and/or frequency of
continued monitoring.
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There was a PT/INR conducted on 4/26/12. The
lab work indicated the physician was made aware
on 4/27/12. There were no physician orders
refated to the lab results on 4/26/12,

A record review of the facility' s nurse notes was
conducted. The note dated 4/27/12 indicated that
the physician was notified about the PT/INR lab
drawn on 4/26/12, The facility was awaiting a call
back from the physician. The next
documentation regarding the 4/26/12 lab work
was on 52312 at 7:14pm. The note, written on
5/23M12, indicated a third notification was sent to
{he physician about the 4/26/12 lab work on
5/23/12. There were no new orders recsived
related to the coumadin dose. The facility
obtained an order for a PT/INR to be conducted
the next day. On 5/23/12 at 10:45pm a lab
specimen was drawn. On 5/24/12 the physician
was notified of the lab results.

An interview with the DON on 5/23/12 at 6:49pm
revaaled the physician may have gotten confused
where to put his notes in response to the lab work
for 4/26/12.

A record review of the facility 1ab work revealed a
PT/NR test was done on §/4/12, There was no
physician response on the lab work, The nurse
notes for May 2012 did not indicate a physician
response for the fab work 5/4/12.

An interview with the Physician on 5/24/12 at
11:38am revealed typically for a critical INR lab
work he would immediately hold the coumadin
medication and do follow-up lab work in a couple
of days. He would not wait lenger than this for a

F 520
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follow-up lab work. Usually the nurse from the
facility either called him or faxed him the tab
results. He would respond via phone to the
nurse, if he was called. When the lab results
were faxed, he would write down the suggestions
on the lab work and fax back to the facility. He
could not recall being nofified of the lab work on
4/26/12.

A record review of the facility’ s policy on the
Quality improvement (QI) Action Team for
taboratory monitoring dated January 2011
revealed the purpose was to assist the facility
staff in ensuring that ordered laboratory test were
obtained in a timely manner as prescribed by the
ordering physician and facility policy and that the
results of ordered test were available in the
medical record upon receipt from the laboratory.
The monitoring systems should maintain a
laboratory log which would contain written or
verbal lab physician orders or pharmacy standing
laboratory orders. A staff member should be
assigned to maintain this log daily. For any
laboratory values not received within 3 days after
being obtained, should be investigated to ensure
that the specimen was drawn or obtained. The
pharmacy consultant should review standing
pharmacy laboratory orders monthly and notify
the DON of any lab values which have not been
obtained. The Medical Records staff member
should conduct chart audits as determined by
policy and will audit laboratory results. Any
ordered lab values that were not in the medical
record should be brought to the attention of the
DON and Administrator for corrective action.

A racord review of a facility' s quarterly
Improvement meeting dated 9/26/11 revealed that

F 520
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lab monitoring was one of the concerns identified.
it was identified that labs and the lab nurse ware
out of compliance. The resolution to this problem
was to have a new lab nurse in place on 10/5/11.
The goal date for resolution was 10/1/11.

A record review of the facility' s report of QI
Action Team dated March 2012 was provided. It
indicated the first area of concern as laboratory
monitoring. The labs were not obtained per
PT/ANR policy. The possible solution was an
audit of all residents that had lab orders to be
completed from 3/13/12 through 3/15/12 on lab
requisitions sheets for a goal date of 3/15/12.
There was a list of residents audited and attached
fo the QI Action Team Sheet. If indicated
Resident #39 had a missing lab for February
2012. The second problem area was that the
physician orders for labs were not drawn in a
timely manner. The possible solution was for
physician order to be written for all fabs and
medication regimens. The third problem was
pending lab draws were not being conducted.
The possible solution was for all labs to be drawn
by nurses and a new lab nurse to be in place by
3/26/12. The newly hired lab nurse will resolve
the issue by 3/26/12,

An interview with the DON on 5/23/12 at 6:48pm
revealed the facility hired a new lab nurse initially
but had to replace the lab nurse on two more
occasions. The monitoring of PT/INR lab work
was based upon their policy of getling the
coumadin lab work conducted monthly without
specific dates. The new lab nurse, Nurse #1 was
doing the lab monitoring and referred to the
monthly calendar at the desk to request labs.
This was the monitoring they do for all lab work.

F 520
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There were no specific tools or audits used.

A record review of the facility' s routine laboratory
determinations policy revealed coumadin
procedure of PT/INR should be performed 1
wesk of initiation or change of coumadin, then
monthly.

An interview with the Nurse Consultant on
5124112 at 3:49pm revealed she was unaware of
any problems with [ab monitoring and coumadin.
The company has a coumadin audit form. She
was unsure if the facility was using this and would
have 1o verify. She was aware the physician had
issues with visiting the facility on a regutar basls.
They have hired a new Medical Director.
Ultimately the DON would be responsible for
insuring physician; lab and medication orders
were carried out.

A record review of the facility' s coumadin audit
form created on 9/28/09 was conducted. There
were no coumadin audit forms completed by the
faciity.

An interview with Nurse #1 on 5/24/12 at 9:59am
revealed when he received a physician order he
would franscribe it and verify the order on his
shift. There was a booklet at the nursing station
with standing order lab protocols. He was
designated as the lab draw nurse in March 2012.
He picked a day at the beginning of each month
and reviewad all of the medical charts for lab
orders. For coumadin and any other lab ordered
monthly, he would look back for the last day the
lab was drawn and request the fab work to be
conducted for the same day next month. He
would place a lab request sheet in a booklet at
the nurse station and the DON would loock

F 520
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through them to verify them. He then would draw
the lab work. He would contact the lab company
the day of the lab draw, so that they may pick up
the specimen. The fab company would usually be
In the facility by 1:30pm to pick it up. The lab
resulls would be faxed to the facility next day. ¥
the lab company was unable to pick up the
specimens timely, facility staff would go to the
nearest hospitals to get the labs completed.
When there is a critical or abnormal lab result he
would call the physician during business hours. If
it was after hours, he would call the physician on
call. If he were unable to reach a physician he
would call the other physician that covered the
facility. if he were unable to contact the physician
during business hours, he would try to contact the
physician ' s office nurse or anyone at the office
who could receive the message.

An interview with Nurse #2 on 5/24/12 at 4:35pm
revealed the charge nurse assigned to the
resident received the iab results. if they were
abnormal, she would notify the physician and
obtain new orders. She would write orders and
update the MAR as related to medication.

An interview with the new Pharmacy Consultant
on 5/24/12 at 10:50am revealed their consulls
were completed monthiy. They hired a new
Pharmacist in January 2012. Typically the prior
month PT/INR would not be referenced to due to
the coumadin levels changes so much, They did
make recommendations for Resident #39 in
February 2012 and March 2012. There were no
new cotmadin levels and results, upon the
consultant pharmacist date of visits in February
2012 and March 2012. In Aprit 2012, they
indicated labs were drawn and a follow-up was

F 520
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completed for March 2012.

A record review of the facility physictan nofes
revealed notes for 12/26/11 and 1/31/12. There
was no documentation of INR/PT labs or
coumadin medication.

An interview with the Nurse Consultant and DON
on 5/24/12 at5:40pm was conducted. The Nurse
Consultant indicates she knew the pharmacists
do thelr monthly audit on standing orders.
Otherwise the medical records staff audit and
investigation portion based upon the Qi Action
Team Lab monitoring policy had not been
followed and obviously a new system would need
{o be in place. She could not answer to why there
was not an Investigation process conducted for
the delayed lab redrawn on 11/4/11 and 11/8/11.
Their policy was supposed to be followed.
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K038} NFPA 101 LIFE SAFETY CODE STANDARD K.ﬁﬂq Tamporary freezer truck removed from 7/ (i
88=D : affacliity grounds week of .} 7 / e
Exit access Is arranged so that exils are readily i) exit door ares/ Ve
accessiblo at all imes In agcordance with section | 8/13/12,
7.1, 1821 '

‘Department heads inservicad on heed
to have all exits readily accessible at all
times by administrator on 6/20/12.

This STANDARD s not mef as evidenced by:
42 CFR 483.70(a}
By observation on 6/56/12 at approximately noon
the followlng exit access was non-compliant,
speclfic findings include, dining room exlt blocked !
with temporary freezer on a truck located directly
outgida the exit door, ‘ .
K 050 | NFPA 101 LIFE SBAFETY CODE STANDARD K 050] Maintenance manager inserviced
84=D ' ‘ N
: Fire drills are held at unexpected times under 6/19/12 on need for varying times of
varying conditlons, at least quarterly on each shift, fire drills especlally on third shift.

The staff Is famillar with procedures and is aware
that drills are part of establishied routine, Admlnistrator will monitor fire driff log

Regponsibllity for planhing and conducting drills Is monthly X6 months to ensure varfation
asslgned ohly to compatent persons who are hift
qualified fo exerolse leadership. Where drills are |- © 1 in fire drlil times and hecessary shitts o
conducted between 9 PM and 6 AM a coded ensure contlnued compliance, Any
announcament may be used Instead of audible areas of concern will be addressed with

alarms.  19.7.1.2
malntenance manager immedfately,

This STANDARD is nof met as evidenced by,
42 CFR 483.70(x)

i By document review on 6/6/12 at approximately
noon the following fire ditils were non-compliant,
specific findings include:

A. 'The last five fire drills on third shift for 2011 &

LABORATORY DIRECTOR'S OR PROWbEWSUPPLlER mstTf.gﬁ T‘ATN%'S f3Te] Tj\s TILE ] (46 DATE
B . i 7 . ¢ [ Wl
-zf/\'“:a[ff [ LA /T QUL A g (5Pt 0 f“}’/fﬁ-"‘

Any doficlency statement ending with an astersk {*) déndtes & deﬂctan‘r!y whioh the Tnstitution may be exoused from correcling providing iLis delerziqlnad that
olher safaguards provide sufficlent protection to the pallents. (See Insteuclions.) Excapt for nursing homes, thoe findings stated above are disclosable B0 days
following (he dale of strvey whether or nof a plan of corrantlon Is provided. For nursing homes, the akove findings and plans of corraction are distlosuble 14

days followlng the date these documents gro mads avallable te the facllily, If deficlencles are cifed, an approvad plan of correction ls raquisite lo conlinued
program paricipation, ' . %X
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2012 were held between 5:22 AM and 6:02 AM,
and 11:00 PM only. Fire drilts are to bg held at
unexpected times,

B. Fhrst quarter for 2012 Indloated that there was
not a drill conducted on 2nd shift, ‘
NFPA 101 LIFE SAFETY CODE STANDARD

A fire alarm system required for fife sefely Is
installed, tested, and malntained In accordance
wilh NFPA 70 National Electrical Cods and NFPA
72, The system has an approved malntenance
and tasting program complying with applicable
requirements of NFPA 70 and 72, 9.6.1.4

This STANDARD s not met as evidenced by:

42 CFR 483,70(a) ..
By observation on 6/6/12 at approximately noon.

Bpesific findings Inclide; o
A. The panel read pump phase reversal short,
B, ‘The dightal alarm communicator read trouble
Ling 2. '

NFPA 101 LIFE SAFETY CODE STANDARD
Generators are Inspected weekly and exeroised

under load for 30 minutes par manth in
accordance with NFPA 99, 3.4.4.1.

the following fire alarm panel was non-compliant,

K080

KO52) - fire atarm panet indicating pump phase
reversal short and digital alarm
communicator read trouble line 2

serviced and resolved by 17:00 6/5/12,

All systems normal reading since
6/5/1.2. Facility will continue scheduled

monitoring and testing.
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This STANDARD s not met as evidenced by;
42 GFR 488,70(a)

By documentation review on 6/6/12: The staff
could not substantiate that the emergency
generator was exergised under load for a
minimum of 30 minutes per month,

Maintenance manager Inserviced on
need to indlcate when generator test s
run under load setting, and ensure load?
test Is run monthly. i

Administrater will monitor generator §
test log monthly xG months to ensure !
proper testing and continued '
compllance. Any Issues with generator
test log will be addressed with '
maintenance manager limmediately.
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