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(INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the residen{’s
physical, mental, or psychosocial status {i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision fo transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, i known, the resident’s legal representative
or Interested family member when thereis a
change in room or roomemate assignment as
specified in §483.15()(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.
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F 000 | INITIAL COMMENTS F 000 R .
This plan of correction
This complaint investigation survey was constitutes ,a wntten.allegatl_o n
conducted by the Division of Health Service of substantial compliance with /
Regulation, Nursing Home Licensure and Federal and Medicaid
Ceriification Section on 12/18/13, However, staff i H
: requirements. Preparation
interviews were conducted on 01/08/14 o obtain Cf_j / i F; thi
additional information._Therefore, the exitdate | . a[IWO[?XGCU ion o [Sf
was changed to 01/08/14, correction do not constitute
F 157 | 483.10(b)(11) NOTIFY OF CHANGES F157) admission or agreement by the

provider of the truth of items
alleged or conclusions set forth
for the alleged deficiencies.
The plan of correction is
prepared and/or executed
solely because it is required by
the provision of the state and
federal law . It also
demonstrates our good faith
and desire to continue to
improve the quality of care and
services to our residents.

F 157

Immediate Corrective Action
Resident #1 is no longer in the
facility.

Identification of others with
potential to be affected
100% audits for all current
resident’s laboratory tests

/

1/30/14
/

LABORATORY DIRECTOR'S OR PROVIBER/SUPPLIE!

ALy

R REPRESENTATIVE'S SIGNATURE Z

TITLE

LIOHA

1-37- 14

Any defidiency statement ending with an asterisk (')Be’notés a deficiency which the [nstitution may be excused from correcting providing it is determined that

cther

quards provide sufficlent protection to the patients. (See Instiuctions.) Except for nursing homes, the findings steted above are disclosable 90 days

“gwing the date of survey whather or not a pian of correction Is provided. For nursing homes, the above findings and plans of cosrection are disclosable 14
/5 following the date these decuments are made available fo the facility. if deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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The facility must record and periodically update Continue from page 1
the address and phone number of the resident's obtained since 12/05/2013 to
legal representative or interested family member. current will be completed by
01/22/14 by the Director of
This REQUIREMENT s not met as evidenced Heailth Services, Senior Care
by: Partner, Unit managers, and/or
Based on interviews with staff, infectious disease The Unit Coordinator. This audit /
nurse, the physician, and laboratory personnel, il . to | b /
and record review, the facility failed to notify the will comprise, date la (S)
attending physician and the infectious disease ordered, and compfeted ) date
physician group of elevated kidney function blood reported to physician, whether
fests and elevated antibiotic blood levels while a :
resident was on intravenous (IV) Vancomycin there is an order to repo,rt
resulting in the facility giving the medication even resul_ts' to any ‘?ther OUtS’d?
while the resident exhibited signs of physician and if so then this
nephrotoxicity (damage fo the kidney) and acute audit will identify the date faxed
renal failure and resulting in hospitalization of 1 of : T
3 residents that needed medication monitoring to that outside SpeCia“St'
{Resident #1). Findings inciuded:
Systemic Changes/Measures
Resident #1 had a hospital stay from 11/2213 : ; ;
until 12/3/13. Review of the hospital record titled Director of H%alth Services, U nit
"Interim Summary” of 12/03/13 revealed the m?-nage':s an 1_‘|urse supe_rwsor
esident receive ancomycin af the hospital to -
resident received IV V: in at the hospital t Initiated in-service education
treal methicillin resistant staphylococcus aureus session with licensed nurses on
{MRSA) infection. Review of the :
Discharge/Transfer Summary signed by the ?” shifts to stress th?
physician on 12/3/13 revealed the resident did importance of ensuring ordered
have acute renal fallure assoclated with labs are followed through daily
Vancomycin dosing. The resident would need to and notification are done
have continued followup for her creatinine with . :
weekly labs, appropriately and timely /
Resident #1 was admitted from the hospital to the /
facility on 12/3/13 at 6:26 PM. Her cumulative
diagnoses from the hospital included multiple
compression fractures, chronic pain, spinal
stenosis and a complex fluid collection from a
FORM CMS-2867(02-99) Previous Versions Obsolate EvenfiD: PXIUH Facllity 1ID: 20080049 If continuation sheet Page 2 of 14
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possible paraspinal abscess whose culture was
positive for MRSA.

Review of the facility's Physician Orders dated
12/3/13 revealed an order for "Vancomycin
{name of the infectious disease physician group)
to dose. (Vancomycin) trough weekly on
Wednesdays. Send the resulfs 1o (name of the
infectious disease physician group)."

Alab report of 12/5/13 was faxed to the facliity on
12/05/13 and included a creafinine of 1.23 and a
Vancomycin trough of 24.7.

A nurse’s note of 12/5/13 on the lab results
revealed that the nurse spoke with PA
(physician's assistant) from the attending
physician's group. New orders were issued to
recheck BMP {basic metabolic panel) on 12/09/13
{(Monday) and fax to the facility pharmacy.

There was no documentation in the resident's
record to indicate that the lab results of 12/5/13
were sent to the infectious disease physician

group.

Review of the facility's "Physician Inferim Orders”
of 12/6/13 revealed orders fo do Vancomycin
trough 30 minutes prior to dose administration
twice a week on Monday and Thursday, to fax all
lab results fo the infectious disease physician
group within 24 hours and not to change the
Vancomycin dose without consulting with the

group.

A lab report of 12/9/13 was faxed to the facility on
12/09/13 and included a creatinine of 4,20 (high)
and a Vancomycin trough of 67.3 (high). There
was a statement at the top of the lab report that

Continue from previous page

All licensed nurses will be
educated by 01/30/2014. Any
licensed nurse not educated by
01/30/2014, will not be allowed
to work untit educated on the
new process. Lab protocol in-
services will be added on
orientation process for our new
clinical staff moving forward.,

Unit managers will monitor lab
completion, notification to
physician notification to RP and
ensure ordered lab resulis are
filled in resident’s clinical records
daily M-F, week end supervisor
and/or week end clinical
manager on duty will monitor on
Saturdays and Sunday.
DHS/ADHS Nurse supervisor
will monitor compliance weekly x
3 moths then monthly afterwards
DHS revised the “daily
laboratory draw sheet” to
include the column for MD/RP
notification and weekly lab
committee column.
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read "results reported to {name), {facility)
receptionist on 12/9/13 at 3:49 PM, Vanct
{Vancomycin trough} =67.3 H {high)." Review of
the resident's Medication Regord revealed the
resident received 1500 mg of Vancomycin on
1249713, 12/10/13, 12/41/13 and 12/12/13. There
was no documentation in the records to show the
attending physician or the infectious disease
physician group was notified of the elevated
laboratory results.

An interview with a representative from the lab
company on 12/23/13 at 12:30 PM, revealed that
the report should not have been given to the
receptionist. This was not a standard operating
procedure; it shouid have been given to a nurse.
There was no documentation either in the nurse’s
notes or on the {ab report that the results were
reported to the infectious disease physician group
or to the attending physician.

Another lab test was done on 12/12/13 drawn at
5:30 AM. A nurse's nole indicated that on
12/12/13 at 4:26 PM the facility received a phone
call from the lab for critical Vancomycin {frough of
79.6 and creatinine of 4.5. Results were called to
the infusion nurse at the infectious disease
physician group. The infusion nurse requested
and was provided the previous 12/9/13 lab
resuits,

Anurse's note of 12/12/13 at 5:49 PM indicated
the facility received a call from the infusion nurse
at the infectious disease physician group who
stated that she spoke with the doctor and he
ordered the resident o be sent to the hospital
emergency room. Anurse's note dated 12/12/13
at 7:43 PM revealed the resident left the facility
on a stretcher via ambulance.
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Continue from previous page

Monitoring Process

Unit managers will monitor lab
completion, nofification to
physician notification to RP and
ensure ordered lab resuits are
filled in resident’s clinical records
daily M-F, week end supervisor
and/or week end clinical
manager on duty will monitor on
Saturdays and Sunday.
DHS/ADHS Nurse supervisor will
monitor compliance weekly x 3
moths then monthly afterwards,
unless recommended otherwise
by Quality assurance
performance improvement
commitiee. Additional action
planning will be implemented by
the QAP committee as
necessary.

NN

SPACE LEFT BLANK
INTENTIANALLY
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Review of the hospital records revealed the
taboratory results from the emergency
departrnent on 12/12/13 at 41 PM indicated the
resfdent's creafinine was 4.55 and Vancomycin
1 trough level was at 56.7. The hospital records
indicated that the resident received IV fluids.

The resident returned to the facility on 12/13/13 at
5:30 AM.

Review of the facility nurse's nole dated 12/13/13
at 5:30 AM revealed the resident refurned to the
facility with no new orders and {o continue on
Vancomycin IV,

Review of the nurse's note dated 12/13/13 at 4:20
P indicated that a Vancomycin trough was
done. The laboratory company called and said
that it was more than 80 and that the laboratory
company will call back and confirm,

A physician order was written on 12/13/13 to send
the resident {o the hospital emergency
department for critical Vancomycin level.

The hospital records of 12/13/13 revealed, under
"Medical decision Making”, the resident had acute
renat faflure that was confinually worsening. The
Etiology was likely secondary to Vancomycin.
The creatinine was 4.8,

The hospital history and physical of 12/13/13
revealed the resident had a Vancomycin trough of
74. The resident was given IV fluids and
electrolytes. The resident was returnad to the
facllity on 12/20/13.

In an interview with the infusion nurse at the
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infectious disease physician group, on 12/20/13
at 3 PM, she stated that the doctors at their group
preferred {o do thelr own dosing and that was why
the discharge document stated to fax the resulis
of labs to the group within 24 hours. She stated
when she did not hear from the facility on 12/6/13
about the lab test that should have been done on
12/05/13 (Thursday); she called the facility to
clarify the group's expactations.

During an interview on 01/08/13 at 12:30 PM, the
Director of Nursing (DON) stated the infusion
nurse from the infectious disease physician group
notified him on 12/12/13 that the laboratory
_results of Vancomycin trough and creatinine were
"not reported to the infectious disease physician
‘aroup on 12/09/13. The DON stated he stared
: an investigation. The DON revealed the
| receptionist denied receiving any laboratory
‘results on 12/09/13. The DON then called the
facility laboratory company and they stated the
information about leaving it with the receptionist
was printed on the lab repors of 12/09/13. The
DON stated that the laboratory results should only
be given to nursing staff. This has been entered
into the lab's record system. He stated he could
not prove either story. He was unsure where the
laboratory results had been stored from 12/08/13
to 12/12/13. But when the laboratory resuits of
12/12/13 came in, a nurse was notified and she
did contact the infectious disease physician
group. When the infusion nurse asked on
12/12/13 for the previous lab values of 12/9/13,
the facifity nurse was able to find them on the
chart and convey them fo the infusion nurse. The
DON stated that the nurse that did not send the
12/09/13 reports to the infectious disease
physician group was no longer employed at the

facility. Interview with this staff member was not
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- possible. The DON felf the nurse did not follow
the physician order of 12/06/13 fo fax all lab SPACE LEFT BLANK
results to the Infection disease physician group.
' As a result, the resident continued to receive INTENTIANALLY
| 1500mg of Vancomycin a day.
An interview with the attending physician on
12/20/13 at 10:30 AM revealed she received a
call from infectious disease physician group,
saying that they were to dose the Vancomycin
and a clarification telephone order was written on
12/06/13 to shift in responsibility of Vancomycin
dosing to the infectious disease physician group.
F 32¢( 483,25(1) DRUG REGIMEN IS FREE FROM F 329
s5=| UNNECESSARY DRUGS F 329 1/30/14
Each resident's drug regimen must be free from Corrective Action
unnecessary drugs. An unnecessary drug is any . . .
drug when used in excessive dose (including Re?!dent #1 is no longer in the J
duplicate therapy); or for excessive duration; or facnllty.
without adequate monitoring; or without adequate
indications for its use; or in the presence of Identification of others with /
adverse consequences which Indicate the dose potentiai to be affected
should be reduced or discontinued; or any o
combinations of the reasons above. 190% Audit will be Com_plemd b_y
Director of Health Services, Unit
Based on a comprehensive assessment of a managers and Unit coordinators
resident, the facility must ensure that residents for all residents with intravenous
who have not used antipsychotic drugs are not Vancomycin order(s) to ensure
given these drugs unless antipsychotic drug : .
therapy is necessary to treat a specific condition _no other residents had ,recewed
as diagnosed and documented in the clinical intravenous Vancomycin dose
record; and residents who use antipsychotic while the trough level is elevated
drugs receive gradual dose reductions, and and/for without physician
behaviorai interventions, unless dlinically approval This audit will be
contraindicated, in an effort to discontinue these ’
drugs, completed on or before
1/22/2014
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Systemic Changes/Measures /
Moving forward residents with a
) , , physician orders for intravenous /
This REQUIREMENT is not met as evidenced Vancomycin will be tracked on a
by: 1] : H n
Based on interviews with staff, infectious disease Intravenous Ve_mcomycm log” to
nurse, the physician, and laboratory personnet, ensure that resident’s
and record review, the facility failed to monitor Vancomycin dose is
kidney function and antibiotic biood lavels while a administered appropriately and
resident was on intravenous {{V) Vancomycin ot unnecessaril
resulting in the facility giving the medication even n ) Y )
while the resident exhibited signs of Darlector of Healﬂ:‘ Services and
nephrotoxicity (damage to the kidney) and acute unit managers will educate
renal failure and resulting in hospitalization of 1 of licensed nurses on the
3 residents that needed medication monitoring e :
{Resident #1). Findings included: ;ﬁf;j::ﬁ?;:;:ﬁ;g&;%m is not
Lexi-Comp Geriatric Dosage Handbook, 17th administered before identifying
edition revealed that Vancomycin's monograph resident’s blood level
designated this medication as a "High Alert (specifically trough level)
Medication: The Institute for Safe Medication ) )
Practices (ISMP) includes this medication among All licensed nurses will be
its list of drug classes which have heighlened risk educated by 01/30/2014. Any
of causing significant patient harm when used in licensed nurse not educated by
error.” .
Monitoring of Vancomycin was described as 01730/ 2014} will not be allowed /
"initial intravenous dosing should be based on to work until educated on the
zctueﬂ body Weig:!t: su:?fquer;t[doslirég fdjuste:t process to be followed for /
ased on serum trough {lowest level before ne : :
dose) of Vancomyain.” resident W.Ith Intravenous
Vancomygcin orders.
Lexi-Comp monograph for Vancomycin revealed Intravenous Vancomycin log
that it may cause nephrotoxicity, if serum utilization education will be
creatinine concentrations demonstrate increase : :
of 50% from baseline in 2 or more sequential lab added on orre.ni:at[on process_
tests. The patient should be identified as having for our new clinical staff moving
Vancomyein induced nephrotoxicity. forward
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F 322 Continued From page 8

Resident #1 had a hospital stay from 11/22/13
until 12/3/13. Review of the hospital record titled
"Interim Summary” of 12/03/13 revealed the
resident received 1V Vancomycin at the hospital to
freat methicillin resistant staphylococcus aurets
(MRSA) infection. The resident had a
Vancomycin Trough (bicod Vancomycin levels
withint 30 minutes of the next scheduled dose) of
16.9 {target level of 10-20 ug {micrograms/ ml)}
and creatinine (a laboratory test used to check
kidney function) level of 1.27 (Normal Range for a
creatinine test would be 0.5-1.0 mg/deciliter) on
12/2/13. Review of the Discharge/Transfer
Summary signed by the physician on 12/3/13
revealed the resident did have acute renal failure
associated with Vancomycin dosing. The
resident did improve after iV hydration and that
she would need to have continued followup for
her creatinine with weekly fabs.

Resident #1 was admitted from the hospital to the
facility on 12/3/13 at 6:26 PM. Her cumulative
diagnoses from the hospital included multiple
compression fractures, chronic pain, spinal
stenosis and a complex fluid collection from a
possible paraspinal abscess whose culture was
positive for MRSA,

The resident arrived at the facility with hospital
discharge orders of 12/3/13 for "Vancemycein
1500 mg {milligrams) to be infused intravenously
daily for 4 weeks. Check Vancomycin trough
levels, complete blood count (CBC), basic
metabolic chemistry (BMP) once a week- goal is
[(creatinine) level of 10-20 ug (micrograms/ mi}]."
A BMP is necessary to obtain a value for
creatinine.

Review of the facility's Physician Orders dated

rapg| Continue from previous page

Likewise Director of health
Services and Unit managers will
educate hoth Licensed nurses
and Certified nursing assistants
on identification of early signs of
toxicity All licensed nurses and
Certified nursing assistants will
be educated by 01/30/2014.
Any licensed nurse or Certified /
nursing assistants not educated
by 01/30/2014, will not be
allowed to work until educated /

on the identification of
signs of toxicity
added on orientation p
moving forward

Monitoring Process
Unit managers will mon

Saturdays and Sunday.

Education on identification of
early signs of toxicity will be

for our new nursing staff

Intravenous Vancomycin log
daily M-F, week end supervisor
and/or week end clinical
manager on duty will monitor on

early

rocess

itor

/

4
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1213113 revealed an order for "Vancomycin (name
of the infectious disease physician group) to
dose. (Vancomycin) trough weekly on
Wednesdays. Send the restits to {name of the
infectious disease physician group).”

Record review of the attending physician's
progress note dated 12/4/13 at 10:27 AM
revealed, under assessment and plan: "MRSA
bactersmia [blood infection] Patient currently on
Vanco(mycin) for 4 weeks; (facifity) pharmacy to
dose. Vanco; fiu (follow- up) with (the infectious
disease physician group) in 4 weeks."

A lab report of 12/5/13 was faxed to the facility on
12/05/13 and included a creatinine of 1.23 and a
Vancomycin trough of 24.7.

Anurse's note of 12/5/13 on the lab results
revealed that the nurse spoke with PA
{physician’s assistant) from the attending
physician’s group. New orders were issued {o
recheck BMP (basic metabolic panel) on 12/09/13
{(Monday} and fax to the facility pharmacy.

There was no documentation in the resident's
record to indicate that the lab results of 12/5/13
were sent to the infectious disease physician

group.

Review of the facility's "Physician Interim Orders"”
of 12/6/13 revealed orders to do Vancomycein
trough 30 minutes pricr to dose administration
twice a week on Monday and Thursday, fo fax all
lab results to the infectious disease physician
group within 24 hours and not to change the
Vancomycin dose without constilting with the

group.
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DHS and/or Nurse supervisor
will monitor compliance weekly x
3 moths then monthly
afterwards, unless
recommended otherwise by
Quality assurance performance
improvement committee.
Additional action planning will be
implemented by the QAPI
committee as necessary.

SPACE LEFT BLANK
INTENTIANALLY
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A lab report of 12/09/13 was faxed fo the facility
on 12/09/13 and included a creatinine of 4.20
{high} and a Vancomycin trough of 7.3 (high).
There was a statement at the top of the lab report
that read “results reported to (name), (facility}
receptionist on 12/9/13 at 3:48 PM, Vanct
{Vancomyein trough) =67.3 H (high)." Review of
the resident's Medication Record revealed the
resident received 1500 mg of Vancomycin on
1219113, 12H10/13, 12/11/13 and 12/12/13.

An interview with a representative from the lab
company on 12/23/13 at 12:30 PN, revealed that
the report should not have been given to the
receptionist. This was not a standard operating
. procedure; it should have been given o a nurse.
There was no documentation either in the nurse's
notes or on the tab report {hat the results were
reported to the infectious disease physician group
or fo the attending physician.

Another lab test was done on 12/12/13 drawn at
5:30 AM. Anurse's note indicated that on
1271213 at 4:26 PM the facility received a phone
call from the lab for critical Vancomygin trough of
79.8 and creatinine of 4.5. Results were called to
the infusion nurse at the infectious disease
physician group. The infusion nurse requested
and was provided the previous 12/8/13 lab
results.

Anurse's note of 12/12/M13 at 5:48 PM indicated
the facility received a call from the infusion nurse
at the infectious disease physician group who
stated that she spoke with the doctor and he
ordered the resident to be sent to the hospital
emergency room. A nurse's note dated 12/12113
at 7:43 PM revealed the resident left the facility
on a stretchsr via ambulance.

F 329
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Review of the hospital records revealed the
laboratory results from the emergency

depariment on 12/12/13 at 11 PM indicated the /
resident's creatinine was 4.55 and Vancomycin
trough level was at 58,7. The hospital records
indicated that the resident received IV fluids.

The resident returned to the facility on 12/13/13 at /
5:30 AM.

PAGE LEFT BLANK
Review of the facility nurse's note dated 12/13/13 INTENTIANALLY

at 5:30 AM revealed the resident returned to the
factlity with no new orders and to continue on
Vancomycin V. f

Review of the nurse’s note dated 12/13/13 at 4.20
PM indicated that a Vancomycin trough was
done. The laboratory company called and said
that it was more than 80 and that the laboratory
company will call back and confirm., /

Review of the nurse's note dated 12/13/13 at 6:02 f'
PM revealed the resident was sent fo the hospital
for critical Vancomyein level., 1

A physician order was written on 12/13/13 to send '
the resident o the hospital emergency : /
department for critical Vancomycin level. .

The hospital records of 12/13/13 revealed, under
"Medical decision Making”, the resident had acute
renal failure that was confinually worsening. The

Etiotogy was likely secondary to Vancomycin. /
The creatinine was 4.6.

The hospital history and physical of 12/13/13
revealed the resident had a Vancomycin frough of
74. The resident was given IV fluids and
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electrolytes. ‘The resident was returned to the
facility on 12/20/13,

In an interview with the infusion nurse at the
infectious disease physician group, on 12/20/13
at 3 PM, she stated that the doctors at thelr group
preferred to do thelr own dosing and that was why
the discharge document stated to fax the resulis
of labs to the group within 24 hours. She stated
when she did not hear from the facility on 12/6/13
about the lab test that should have been dons cn
12/05/13 (Thursday); she called the facility to
clarify the group's expectations.

Buring an interview on 01/08/13 at 12:30 PM, the
Director of Nursing (DON) stated the infusion
nurse from the infectious disease physician group
notified him on 12/12/13 that the laboratory
results of Vancomycin trough and ¢reatinine were
not reported to the infectious disease physician
group on 12/09/13. The DON stated he staried
an investigation. The DON reveated the
receptionist denied receiving any laboratory
resuits on 12/08/13. The DON then called the
facility laboratory company and they stated the
information abotrt leaving it with the receptionist
was printed on the lab reports of 12/08/13. The
DON stated that the faboratory results should only
be given to nursing staff. This has been entered
into the lab's record system. He stated he could
not prove either story, He was unsure where the
laboratory results had been stored from 12/0813
to 12712/13. But when the iaboratory results of
12/12/13 came in, a nurse was hotified and she
did contact the infectious disease physician
group, When the infusion nurse asked on
12/12/13 for the previous lab valuss of 12/09/13,
the facility nurse was able to find them on the
chart and convey them to the infusion nurse. The

F 329
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DON stated that the nurse that did not send the
12/09/13 reports fo the infectious disease
physician group was no longer employed at the
facility. Interview with this staff member was not
possible. The DON felt the nurse did not follow
the physician order of 12/06/13 to fax all lab
resulfs to the infection disease physician group.
As a result, the resident continued to receive
1500mg of Vancomycin a day.
An interview with the attending physician on
12/2013 at 10;30 AM revealed she received a
call from infectious disease physician group,
saying that they were to dose the Vancomycin
and a clarification telephone order was written on PAGE LEFT BLANK
12/06/13 to shift in responsibifity of Vancomycin INTENTIANALLY
dosing to the infectious disease physician group.
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