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oA D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (EACH Py
PREFIX {FACH DEFICIENGY MUST BE PRECEDEDBY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR ESC IDENTIFYING INFORMATION) TAG REFERENCEDTO THE APPROPRIATE CATE
DEFICIENCY}
This plan of correction constifutes a written -
F 157 | 483.10(h)(11) NOTIFY OF CHANGES £ 157 mllegation of compliance, Preparation and
gs=c | {INJURY/DECLINE/RQOM, ETC) submission of this plan of correction does not
constitute an admission or agreement by the
Afacllity must immadtately inform the resldent; Iprovider of the truth of the facts alleged or the
consutt with the resident's physiclan; and if correctness of the conclusions set forth on the
known, notify the resident's fegal representative statement of defioiencies. The plan of
or an interested family membver whan thore is an correction is prepared and submitted solely
accident involving the resident which rasults in because of requirements under state and federal
injury and has the potential for raquiring physician law
intervention; a significant change In the resident's
physical, mental, or psychosoclal status {i.e., a 157
deferioration in health, mental, or psychosocial
status In either life threatening conditions or 1. Corrective action will be accomplished for the
clinical complications); a need o alter trealment resident found to have been affected by the
significantly {Le., a nead to discontinue an deficleat practice;
existing form of ireatment due to adverse s Resident no longer resides in the facility [2/20/14
consequences, of {o commence a new form of
-trealment); or a declston {o fransfer or discharge 2,-  Corrective action will be accomplished for those
ths resldent from the facilily as specified in residents hfwing potential to be affected by the
§483.12(a), same defcient practice; ) .
¢ On Jonugry 17, 2014 the Director of
The facility must also promptly nolify the restdent Health Serviees, Unit Managers, Unit
and, If known, the resident's legal representative Coordinator and Nursing Supervisors have
or Interested family member whan there s a reviewed all Medication Administration
change in room or roommate assignment as tecords with physicfans notifivation
spacified in §483.15(e)(2); or a change in regarding residents who have refused two
resident righis under Faderal or State law or consceutive doses of vital medications per
reguialions as specified in paragraph (b}{1) of facllity policy.
this aection, 3. Measures put into place or systemioc changes
made fo ensure that the deffoient practice wilt
The facllity raust record and perlodically updale not oceur;
the address and phone number of the resldent's »  OnJumuary 17", 2014 Clinical
legal representalive or interested family member. Conapetency Coordinator and/or Nursing
Managers have educated Licenses Nurses
on Ehysicial:\ I(\;otllfic:[\th‘iin relgated 10;11}&
. Medication Administration Profocol that
This REQUIREMENT Is not met as evidenced states the Physician would be nofified afler]
by: two consecutive doses of a vital
Based on record review, physician, and staff medication has been missed.
interviews, the facllify failed to Immediately notify
the physician when 1 of 1 sampled residantls
TABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE' SIGNATURE TITE 6) DNE

SOMASTRRTOR. 3\

Ry

Any doficlency statement ending with' an asterisk {*) denctes a deficlency which ¥ie Institulion may be excused from correcting providing 1tis delermined that
other safeguards provide sufficlent protection {o the patients . (Sce lnslrusllens.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survay whethar or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days lolloving the date those dosuntonls are made available to the faciity. 1f deficlencles are cited, an approved plan of comecton is requlsile to continwed

plogram parlcipation,
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043 10 SUMMARY STATEMENT OF DEFIGIENGIES 10 PROVIDER'S PLAN OF CORREGTION{EACH )
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¢ . ‘The corporate policy committee has
F 167 | Continued From page 1 F 1567 reviewed the Change of Condillon

(Resident # 3) was found arousable only to
sternal rub,  Findings ncludad,

Resldent # 3 was admitted to the facilily on
12/23/20:13 with re-adinissions on 1/2/2014,
116/2014, and 1/10/2014. Diagnoses included
decompsnsated liver cirrhosis secondary to
Hepalitis C compllcated by portal hypertension,
anemia, dlabetes meliitus type 2 on nsulin, and
stage 1l chronic Kidney disease.

Hosgpital records reviewsd documented that in
Navember 2013 Resldent# 3 had a Transjugular
intrahepatlc portosystemic shunt (TIPS) which
was a procadure o croate new conngctions
betwaen two blood vessels in the liver due to
savare livar problems.

The Nurses' notes for 1/6/2014 documented that
Resident #3 arrived at the faclllty around 6 pm,
was alert and rosponsive with no complainis of
pain or discornfort,

On the Admisston Physician's Order Sheet dated
Jan, 6, 2014 Lactulose 30 ml po q 6 hrs at 6 am,
12 noon, 6 pm, and 12 midnight and Rifaximin
550 mg po bid at 9am and & pm were noted.
Also noted was Lactulose {20 gm/30 mil po q 4
hrs as needed titrate to 3-4 bowsl movements)
per day

The Medicalion Administration Record (MAR) for
January 6-31, 2014 In reviaw revealed that on
1/6/2014 Lactulose 30 ml po was Inltiated given at
6 pm, had no Initials for 12 midnight or 6 am and
had circled initials for 12 noon, The Rifaximin 650
mg po bld had no initial for 5 pm on 1/6/2014 and
a circled Initfat for 9am on 1/7/2014. The back of
the MAR documented thal at © am and 12 neon

Care Guard Program, Physician
notification “states the Physician
would be notified after two
consecutive doses of a vital
medication has been missed,
Education began on 1/17/14 through
1/26/14 for Licensed Nurses related (o
the protocol, Licensed Nurses not In
attendance will be educated prior to
their next scheduled shift .

+  Physician notification of after two
consecutive doses of 5 vital
medication has been missed has been
added {o the general orfentafion of
Licensed Nurses upon hire.

s The Licensed Nurses complete a
Medication Administration Record
review daily {o identify medications
that have not been adnyinistered to the
residents and to vafidate that the
Physician has been notified. The
Licensed Nurses document the results
of the review on a “Medication shift
fo shift review” form. The Director of
Health Services

s The Director of Health Services
and/or Nurse Managers review the
Licensed Nurse “Medication shift to
shift review form™ weekly to validate
the completion audit as well as fhe
verification that the nofification o the
physiclan has been completed, This
reviow will be completed weekly for
four weeks, ther monthly for 3
monihs then as directed by the Quality
Assurance Commitfee.
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SUMMARY STATEMENT OF DEFIGIENCIES

all meds were held due to resident very drowsy at
9am and unable to rouse at neon. The MAR had

not documeanted any PRN (as needad) doses of
Laclutose given,

On-1/7H4 at 2 am the Nurses' notes indicated no
distress was observed for Resident #3. At 8 am
Rasident #3 was assessed by the nurse manager
and aroused enough to open eyes with sternal
rub being done and moaned & littls. Will conlinue
to monitor and have MD (physlcian) fo see patlent
loday.

The 12pm nols indicated the nurse manager
assossed Resldont #3 and found no changes.

A review of the Physician's 1/7/2014 Transition
into care note revealed the following. After
hosplialization the Lactulose was Ulcated up to g 6
hrs, He was transferred back to the facllity on
17612014 and it is not clear whether he folerated
his oral medications. Today on my exam he was
not responding {o stimulation, painful stimutation,
or sternal rub, Staff stated resident not able o
{ake medications due to somnolance, decreased
leval of consciousness, Patlent will be fransferred
{o the hospital via EMS (emargancy medical
gervices},

The Nurses' note for 2:30 pm documented the
MD was with the patient and orders glven o send
the resident lo the hospital, At 3:60 pm 911 was
called and at 4:18 pm Resident #3 was
transported to the hospital

On 1/17/2014 at B:45 am Nurse #5 stated that on
1/7/2014 when she went to give Resldent #3 his
morning medications he was so lethargic that he
could not fake his medicalions. His medications

" for four weeks then monthly for 4

41D D PROVIDER'S PLAN OF CORRECTION (EACH 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETIO
TAG REGULATORY OR LSC IDENTIF YING INFORMATION) TAG REFERENCEDTO THE APPROPRIATE HDATE

DEFICIENCY)
The policy has been reviewed by the
F 157 | Gontinued From page 2 F 167 gorporate policy committee “Change of]

Condition Care Guard Program; states
“acute change of condition is a sudden,
elinically important deviation from a
patients/residents baseline in physical,
cognitive, behavloral or functional
domain, Communication and in depth
discussion of an acute change of
condition must cceur with the
physician and facliity management in
a timely manner when findings are
observed Education began on 1/17/14
through 1/26/14 for Licensed Nurses
related fo the protocol, Licensed
Nurses not in attendance will be
educated prior to their next scheduled
shift,

Licensed staff wilt receive education
Monthly with folfow up testing related
to descrlbing a resident’s sympioms
and/or condition by the Clinical
Competency Coordinator, Director of
MNursing and/or Nurse Managers, This
training and testing shall include
review of specific examples of changes
in condition {utilizing the interact I
and Care fo Learn web based
education,) that shoufd be reporied to
the physician,

‘The Director of Nursing reviews the
daily mrsing report sheet and
cormpares the documentation to validate
the physician has been notified of any
acute change of condition and
documents on the * Notification
Review Forny”, This review is
completed daily for one week, weekly

months.
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F 157 | Continued From page 3 F 187 + The root cause analysis was

at 1pm on 1/7/2014 were also held due to the
lethargy and then he was sent fo the hospilal.
Nurse #5 sald the MD or NP wags there on the
morning of 1/7/2013 and assessed Resldent #3
and sald If he wasn * t more aleit by afternoon to
send him to the hospital.

During an intervlew on 1/47/2014 at 10:10 am the
physician {also tha Madical Director for the
facility} who sent Residant #3 to the hospital on
41772014 stated that she saw him on 1/7/13 for a
re-adinission note. She was not sure what fime
sho saw Resident#3, but {hought It was around
nacn and the nurse reported that he had net
taken his scheduled Lactulose for her due Yo his
lethargy. The physician said when she examined
Rasident #3, he was limp and very lathargic, She
indicated he did not respond at all for her sternal
rub. She added that with his advanced liver
disease missing 1 or 2 doses of Laclulose would
lead to the same effect. Asked when he missed
his doses what ware har expectations of the
nurse, she responded that she expected the
nurse to call ight away. When Resident #3 was
arousable only to stemnal rub, she would have
expected someone to call the physiclan service or
the physician herself. If she had known he had
missed his medicalions and had lethargy, she
would have sent him o the hospital right away.

Durlng an Interview on 1/47/2014 at 2:33 pm, the
furse manager stated that If she knew the
physiclan was coming to the facliity that day, she
waited for the physiclanto coms to the foor to
seo the patient to Inform them about changes.
She added that when the nurse told her Resident
113 was letharglc on 1/7/2014 and she assessed
the resident she was not aware ihat he had
missed any doses of his Lactulose. The nurse

completed by Dr. Feckson an February
27, 2014 thea March 1, 2014,

e Existing policy and procedures for
wien to notify a physician and facitify
management, including staff
responsibility on a significant change
in condition {Uni-Guard) in order to
strengthen this program we retrained
licensed and non-licensed by March
10, 2014,

+  Inorder to strength the ongoing
education of licensed personnel,
additional fraining and follow up
{esting to licensed staff was provided
to include bowel sounds, heart sounds,
flutd volume and cardiac assessment
was completed as of March 10, 2014,

Faeility plans to monitor its performance fo
make sure that solitions are sustained. The
facility must develop a plan for ensuring
that correction is achieved and sustained.

¢ The Dircotor of Health Services will
present the findings of the Medicatlon
Administration Review with physician
notificaiion to the Quality Assurance
and Perfortnance Improvement
Committee monthty for review and
recommendation for revisions,

o The Clinical Competency coordinator
will present the results of the educated
related to training and follow up
testing to the Quality Assurance /
Performance Improvement commities
for review, recommendations and
revision
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¢  The Director of Healilt Services will
F 157 | Conlinued From pagoe 4 F 187 present the findings of the
manager further stated that she didn't check the “Notification Review” of physician
MAR as she expecled her nurses (o let her know _ nofification to the Quality Assurance

of missad medications. She added that none of
the nurses told her Resident #3 had missed any
madications.

and Performance Improvement
Commiites monthly for review and
recommendation for revisions.
On 1/17/2014 at 4:49 pm the Director of Nurses

{DON) was asked what her expeclations wers of
her nurses if a resident had alterad mental status

such as arousing only 1o sternal rub. The DON F272
said she expected the nurse Lo notlly the
physician. 1. Corrective action will be accomplished for
F 272 483.20(b)(1) COMPREHENSIVE F 272%he resident found to have been affected by the
55=D| ASSESSMENTS deficient practice;
+ A significant correction was
The facllily must conduct initlally and perledically completed for resident # 5, Resident |5£20/14
a comprehensive, accurate, standardized #9 diagnosis was dry skin which is not
reproducible assessment of each resident's able to be coded on the MDS.

funclional capacity.

2, Corrective action will be accomplished for

A facliity must make a comprehensive those residents having potenilal to be affected

assessmont of a resident's needs, using the by the same deficient practice;

resident assessment instrument (RAI) specified s The Dircotor of Health Care Service, Unit
by the Stale, The assessmentmust include at Managers and Nurse Management ?

least the following: . A
. conducted functional fimitation fest on all
Identification and demographic information; resident on 2/14/14 and correlated with the

ggzmaeﬁ;lm: last MDS {o validate correct coding of the
Communication; MDS, N,

Vision: s Case Mix Director was educated by the
Mood and behavior patterns; Clinteal Relmbursement Consultant on
Psychosocial wall-being; 1/16/14with return demonstration (fo the
Phys]cai funcﬁon[ng and structural pl'Ob[BmS; Sentor Nurse COllSlﬂtaﬂt) 031/17./14 for the
Continance; correct way fo perform the functional
Diseaso diagnosls and health conditions; limitation assessment,

Dental and nutilional stalus; I The facility reviewed the residents weekly
Skin conditlons; skin observation s to validate the accuracy
Activily pursuit; of MDS coding on 1/28/14 for skin

integrity conditions..
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3, Measures put into place or systemic changes
F 272 | Continued From page 8 E 272[made to ensure that the deficient practice will

Medlcatlons;

Special treafments and procedures;

Blscharge potential;

Documentation of summary informatiton regarding
the additional assessment performed on the cars

areas liggered by the completion of the Minimum .

Data Set {MDS}); and
Documentation of parficipation In assessment,

This REQUIREMENT is not mat as evidenced
by:

Based on record reviews, resident and staff
Inferviews, the facility falled to accuralely code
the MDS (Minimum Data Set) for 2 of 11 sampled
residents. {Resldents #9 and #5),

| Findings included:

1. Resident #9 was admitted to the facllity on
8/18/42 with disgnosas which included: bipolar
disordar, psychollc disorder, diabetes mellitus,
diabetic neuropathy, left sided paresis, morbid
obesity, muscle weaknass, and tale effect
cerebrovascular aceldent,

Review of the Demnatology Consult dated 11/5113
revealed Resident #9 had atrophy of boti
forearms with xerosis {dry skin), The
Dermatologlst concluded the resident’s skin may
have been phole exacerbated given the presence
on the dorsal arms, only, Also, the resident's
scalp was scaling with a few erosions. The

not ocour

¢  The Case Mix Director was educated
by the Clinisal Reimbursement
Consultant on 1/16/14 with return
demonsiration {to the Senior Nurse -
Consultant) on 1/17/14 on completing
the functional limitation assessment.

¢ The functional fimitation test will be
added to the new orientation for Case
Mix Directors.

¢ The Clinical Reimbursement
Consultant {CRC) and/or Senior
Nurse Consultant (SNC) witl review
10% of completed MDS’s per month
for six months, te ensure functional
linitation assessment is completed
appropriately, The CRC and/or the
SNC will conduct the function
fimitation test on those 10% ofthe
residents, to validate the MDS Is
accurate,

¢ The Director of Health Care Services
will trend the CRC and/or SNC audit
and present fo the Quality Assurance /
Performance Improvement Conmnittee
Monthly, '

+  The Director of Health Care Services
will reviews the weekly skin
observation compleied monthly to
validate the MDS coding and skin
obseryations identily skin Integrity
areas,
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4. Facility plans to moriitor its performance to
£ 272\ Conlinued From pags 6 £ 970 make sure that soluilons are sustained. The

racommendations were as follows: apply barrier
¢raam on dorsal hands and forearms evary
morning; apply {anti-itch lotton} at night for
burning; and, apply (anti-itch lotlon) daily for scaly
skin on arms. The recommendation for the
resident's Seborcheic dermatitls was to wash the
resident's scalp with anti-fungal shampoo three
fimes each waek, leave on ten minutes before
rinsing.

The review of the Physician's Order dated 11/5/13
revealed thal Resident #9 was to have {anti-itch
lotion) applied dally to the scaly skin on her amms;
and, her scalp was lo be washed three times
oach week with {anli-fungal shampoo) which was
to ha left on for ten minutes befere rinsing.

Review of the annual MDS {(Minfmum Data Sat)
dated 11/7/13 indicated Resident #9 was
cognitively intact and had no skin preblems.

During an Interview on 1/17/14 at 11,66 am, the
DS Coordinator indicated Resident #9's skin
problems did not trigger on the MDS but should
have,

2. Resldent #5 was admitted lo the facility on
8/1/11 with dlagnoses which included: brain injury
with agagressive behaviors, abnarmal posture,
neurological neglect syndrome, and flaccld
hamiplagla on her non-dominant side.

Review of the quarterly MDS dated 11/6/13
Indicatad Rasident#56 had no functional fimitation
in range of motion of her upper and lowar
extremitias. A review of the Care Plan reveaied
the resident had the potential for a dacline in
activities of daily living related to her cognitive

facilily must develop a plan for ensuring
that correction is achieved and sustained,
¢ The Director of Fealth Services will
present the trending of the functional
limitation assessment completed by
the CRC and/or SNC to the Quality
Assurance / Performance
Improvement Committee for review
and revisions as needed,
¢ The Director of Nursing Services will
present the frending of the skin
observation with correlation fo the
MDS coding to the Quality Assurance
and Performance Improvement
Committee monthly for review and
revision as needed.
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F 272{ Continued From page 7 F 272
impalrment and, her decreased rangs of motion
and tremors. Approaches to this potential decline
included the use of a mechanicatlift by two stafl
when transfarring the resident.
On 1715114 at 3:28 pm, two nuising asslstanis
were observad exlting Resident #5's reom: one
was pushing a mechanicallift and the other was
propelling the resident in a highback wheelchalr,
Both of the resident’s faet were elevatad and
there was a hand splint on her left hand which
was resting on aleftsided tray attached lo her
wheelchair,
During an inferview on 1/16/14 at 10:27 am, Staff
Nurse #3 revealed that Resident #5 required a
mechanical lift for transferring due fo her Inabllity
to ambulate and muscle weakness fo the left side
of body.
During an interview on 1/17/14 at 11:55 am, the 2/20/14
MDS Coordinator acknowladged the Range of 280
Motion section of Resident #5's MDS was
inaccurately coded. 1.Corrective action will be accomplished for the

F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280lresident found to have been affected by the

$8=0 | PARTICIPATE PLANNING CARE-REVISE CP deficient practice; . )

) ¢ Resident # 9 care plan was updated to
The resident has the right, unless adjudged include the resident’s skin issues.
incompetent or otherwise found to be )
Incapacitated under the laws of the Stats, te 2. Cotrective action will be accomplished for
particlpate In planning care and ireatment or those residents having potential to be affected
changes in care and treatment. by the same deficient practice;
A comprehensive cars plan .must be developed »  On 1/28/14 the Director of Health Services,
within 7 days afler the complolion of the Case Mix Dlre?tor, aqd Nurse Managers:
henst G db began correlating resident care plans with
B e g ey ody s o e s
physician, a reglslersd nurse with rasponsiblity have been updated to include skin concerns,
FORM CALS-2507(02-99) Pravious Yersions Dbsolale Event ID:NUHL11 Fediity 1D; 923197 if continvatlon sheet Page 8§of 39




PEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

PRINTEDR: 02/03/2014
FORM APPROVED
OMB NO. 938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

1) PROVIDER/SUPPLIERICLIA
IDENFIFICATIONNUNBER:

346984

{%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A BUILDING COMPLEYED

c
il 0114712014

NAKE OF PROVIDER OR SUPPLIER

UNIHEALTH POST - ACUTE CARE OF DURHAM

STREET ADDRESS, GITY, STATE, ZIF CODE
3100 ERWIN ROAD
DURHAM, NC 27705

(a4} D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION{EACH o8
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX CORRECTIVEACTION SHOULD BE CROSS. COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE BATE
' DEFICSENCY)
F 280 Continued From page 8 F 28013, Measures puf Info place or systemic changes

for he resident, and other appropriate staff in
discipiines as determined by the resident's needs,
and, to the axtent practicable, the parlicipation of
the rasident, the resident’s family or the resident's
legal rapressniative; and periedically reviewad
and revised by a team of qualified parsons after
each assessment.

This REQUIREMENT Is notmet as evidenced
by:

Based on record revisws, resident and staff
interviews, the facllity failed to update the Care
Plan to include the skin problems of 1 of 11
sampled residents. (Resident #9).

Findings included:

1. Resident #9 was admiiled o the facllity on
6118112 with diagnoses which included; bipofar
disorder, psychotls disorder, dlabstes mellitus,
diabetle neuropathy, left sided paresis, muscle
weakness, and late offact cerebrovascular
accldent.

Revlaw of ihe Dermatology Consult dated 11/6/13
revealed Resident#9 had atrophy of both
foreams with xerosls (dry skin). Thae
Dermaiologist concluded the resident's skin may
have been photo exacerbated given the presence
on the dorsal arms, only. Also, tha resident's
scalp was scaling with a few erosions. The
recommendations were as follows: apply zinc
oxide barrer cream on dorsal hands and
forearms svery morning; apply {(anti-lich lotion} at
night for burning; and, apply {anti-itch lotion) dally

made o ensure that the deficient practice will

not oceur;

¢ The Director of Health Services, Case
Mix Director and/or Unit Managers
will review the daily report sheets for
any change in skin integrity and
validate lie care plan has beont
updated. Tiis will occur daily for one
week, weekly for four weeks and then
monthly for four months,

s The Case Mix Director and/or
Director of Health Services will ~
educate the Licensed Nurses on
updating care plans for residents with
skin issues. Education fo be completed
by 2/18/14,

¢ Bducation of updating of the care plan
has been added to the crientation of
Licensed Nurses during general
orientation,

4, Facility plans to monitor its performance {o

'make sure thal solutions are sustained. The

Facility must develop a plan for ensuring that

lcorrection is achieved and sustained.

¢  The Director of Health Services / Case
Mix Director will present the findings
of the Care plan audit to the Quality
Assurance / Performance
Tmprovement comnittee for roview
and recommendations as needed,
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for scaly skin on amms. The recommendation for
the resldent's Seborrhsic dermatitis was to wash
the resident's scalp with (anti-fungal) shampoo
three times each week, leave on ten minutes
before ringing.

The raview of the Physician's Order dated 11/5/13
rovealed that Resident #9 was to have {anti-lich
Iotion} applied daily to the scaly skin on her anns;
and, har scalp was to be washed three timas
each week wilh {anli-fungal shampoo} which was
to be left on for ten minutes before rinsing,

Review of the annual MDS (Minimum Data Set)
dated 11/7/13 Indicated Resident #9 was
cognitivaly Intact and had no skin problems. The
facllity ' s updated Care Plan did not include the
resident's skin problems.

Buring an observation and Interview on 1/156/14 at
2:46 pm, Resldent#0 was sliting upright in bed
reading. The resident revealed that she preferred
and racelvad a bed bath every morning, but was
unsure which shift of nursing assistants was
responsible for washing her hair twice a week.
Resident revealad that she had some scres on
her sealp which required a medicated shampoo;
therefore, it was Important that har hair was
washed avery fow days.

During an interview on 1/17/14 at 11:65 am, the
MDS Coordinator ravealed Resident #9's Care
Plan was updated on 11/19/13. She slated that
the Care Plan should have baen updated o
include the resident's dermalilis of her arms and
socalp, but was not,

F 309 | 483.26 PROVIDE CARE/SERVICES FOR F 309
s8ei | HIGHESTWELL BEING
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Each resident must receive and the facility must
provide the necassary care and services o attain
or malntain the highest praciicable physicat,
mental, and psychosoctal well-being, in
accordance wilh the comprehansive assessiment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, physliclan,
and staff interviews, the facility failed to
adminlster physician ordered medlcalions
resulting in two hospitalizations for one of five
rasldents sampled for medication administration
(Resident #3). Findings Included:

Rasident # 3 was admitled to the facility on
1212312013 with re-admissions on 1/2/2014,
11612014, and 1/10/2014. Diagnoses Included
decompensated llver cirthosls secondary to
Hepatitls C complicated by portal hypariension,
anenta, dlabetes mellitus type 2 on insulln, and
stage 1l chronic kidney diseass.

Hospital records reviewed documanted fhat In
November 2013 Resident# 3 had a Transjugutar
intrahepatic portesystemic shunt {TIPS) which
was a procedure to create new connections
betwaan two blood vassels in the liver dus to
severe liver prabiems,

Record review found no completed Minimum
Data Set (MDS). The MDS nurse stated on
1/118/2014 at 10:27 am Ihat Resident# 3 had not
besn in the facllity encugh conseculive days io
complete the MDS which was in progress.

F309

F300ll. Corrective action will be accomplished for
the resident found to have been affected by
the deficient practice;

+  Resident no fonger vesides in the 2/20/14
facility

2. Corrective action will be accomplished for
those residents having potential to be
affected by the same deficient practice;

+  OnJanvary 17,2014 The Director of
Health Services, Unit Managers, Unit
Coordinator and Nursing Supervisors
has reviewed all Medication
Administration records with
physicians notification regarding
residents who have refused two
consecutive doses of vital medications
per faclilty policy.

3. Measures put into place or systemic
changes made to ensure that the deficient
practice will not oceur;

s OnJanvary 17, 2014 the Clinical
Competency Coordinator and/or
Nursing Managers has educated
Licenses Nurses on Physician
Notification related to the Medication
Administration,

¢ Ths policy has been reviewed by the
corporate policy committee “"Change
of Condition Care Guard Program;
“protocol that states the Physiclan
would be notified after two
consecutlve doses of a vital
medication has been missed.
Education began on 1/17/14 through
1726714 for Licensed Nurses related to
this protocol, Licensed Nurses not in
attendance will be educated prior to
their next scheduled shift,

FORIY CMS.2561{02.90) Provious Yerslons Obsolsle Event 10 NUHL1
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Tha Intarlm Care Plans for 1/212014, 17612014,
and 1/10/2014 were reviewad with diabetes,
abdominal paln, and skin impalrment being
addressed.

Physiclan orders reviewed found that on
admission 12/23/2013 Reskient # 3 was raceiving
30 mi {mililliters) (20 ¢} {grams} of Laciulose and
Rifaximin 550 mg (milligrams) bid {two limes a
day).

The Medicalion Administration Record (MAR) for
December 23-27, 2013 documented that Resident

.| #3 received each ordered doss of Lactulose 30 ml

po {by mouth) and Rifaximin 600 mg po starting
the night of 12/23/2014 and ending with the last
dose the morning of 12/27/2014 before going to
the hospital.

Physlician Progress notes for 12/27/2613 were
reviewed and documented In part the following:
initially resident was able to sit up in bed and
communicate with staff. Today It was reported
that he had been presenting with increased
lathargy and somnolence since 2 days ago. His
ammonila level yesterday was 177 (normal
20-70). On eval very lsthargic. Wil transfer {o the
hospital for further management.

Review of a hospital Dischargs Summary dated
142/2014 found that Resident #3 had been
admitted on 12/27/2013 with altered mental
slatus secondary to hepalic encephalopathy.
Resident #3's ammonia level checked at the
facility was 177. The summary noled that the
encephalopathy gradually occurred despite
recelving the ordered doses of Lactulose 20 gm
in 30 mi bid and Rifeximin 560 mg bid. On

medication has been missed has
been added to the general
orientation of Licensed Nurses
upon hire.

s -The Licensed Nurses complete a
shift fo shift Medication
Administration Record review to
identify medications that have not
been adminisiered to the residents
to validate that the Physician has
been notified, This review
inchuded any omission, or cireled
medications are to be documented
on back of MAR with reason why
resident did aot recelve medication
and physician notification.

s  The Director of Health Services
andfor Nurse Managers review the
Licensed Nurse shift to shift
review weekly fo validate the
completion of the review that
includes documentation on back of
medication record of reason
resident did not receive
medication, and that the
notification to the physician has
been completed. This review will
be completed weekly for four
weeks, then monthly for 3 months
then as directed by the Quality
Assurance Comnmittec

s The facility has reviewed and
revised as needed the policy
related to significant change in
condition and when to nofify the
physician aud facility
management,

FORM CMS-2667(02-99) Pravious Yersions Obsolola

EventIDiNUHLTY

Fachly ID; 923187

{f continuation sheat Pags 12 of 38




PRINTED; 02/03/2014

DEPARTMENT OF HEALTH ANE HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEBICAID SERVICES QOMB NO, 0838-0381.
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIER/GLIA £X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION RUMBER: A BULOING COMPLETED
. C
345081 B. WING 0117/2014
RAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
UNIHEALTH POST - ACUTE CARE OF DURHAM 3100 ERWIN ROAD
' DURHAM, NC 27706
(41D SUMMARY STATEMENT OF DEFIGIENGIES ib PROVIDER'S PLAN OF CORRECTION (EACH o)
PREFIX (FACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE AGTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCEDTO THE APPROPRIATE DATE
DEFICIENCY)
F 308 | Continued From page 12 F 308}

discharge the Lactulose was Increased from bid to
three times a day {lid) and Resident #3 was
counselad on the Importance of taking the
Lactulose tirated to 2-3 howel movements per
day. (The liver normally breaks down ammonia,
but In liver disease such as clrthosis the blood
may bypass the liver, allowing this poisonous
substance to pass o the brain. Hera it can impair
brain function, causing confusion, drowsiness and
finally coma. Per the 2013 Lippincolls Nussing
Drug Handbook Lactuiose causes the migralion
of bload ammonla into the colon trapping and
expelling it in the feces. Rifaximin is used for
reduction of recurrence of hapalic
encephalopathy in patients with advanced liver
disease.}

A review of Nurses’ notss found that Resident i## 3
arrived at the facility on 1/2/2014 around 5:45 pm,
was able to verhalize needs, had no pain or -
distross. Medications were verified by the nurse
praciiionar (NP} and faxed to the pharmacy.

On the Admission Physlcian’s Order Sheet dated
Jan, 2, 2014 Lactulose 30 mil po Hid at Sam, 1pm,
Spm and Rifaximin 550 mg po bid at 8am and
Bpm ware noted.

The MAR for 1/2-1/31/2014 was revlewed, For
17212014 the MAR had no inifials indicating
administeation of Lactulose 30 ml po at 5 pm and
the Initials were circled at Sam and 1pm on
1/3/2014. Rifaximin 550 mg po bid had no Initials
on 1/2/2014 al 5 pin and the inflials were circled
for 9arn on 1/3/2014, There was no
documentation on the back to indicate the reason
for missad doses. Circled Initials indicated the .
medication was not glven,

The policy Las been reviewed by
the corporate policy commitiee
“Change of Conditlon Care Guard
Program “states © acule chiange of
condition is a sudden, clinically
mportant deviation from a
patients/residents baseline in
physical, cognitive, behaviorat or
functional domain.
Communication and in depth
discusston with the physician and
facility management notification
of an acute change of condition
must ecour in a timely manner
when findings are observed.
Education began on 1/17/14
through 1/26/14 for Licensed
Nurses related to this protocol.
Licensed Nurses not In attendance
will be educated prior fo their next
scheduled shift,

Licensed staff will receive
education Monthly with follow up
testing related o describing a
resident’s sympioms and/or
condition by the Clinical
Competeney Coordinator, Director
of Nursing and/or Nurse
Managers. This training and
testing shali include review of
speclfic examples of changes in
condition (utiilzing the Interact II
and Care to Learn web based
education,) that should be
reported to the physician
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On 1/3/2044 the notes indicated that at 2 am
Resident # 3 was alert and criented, able to make
neads known. At 8 am the nurse maneger noted
that during rounds Resldent #3 was found to be
very lethargic and unable to arouss, "Will have
Dr. lo sea this am.” At @ am the nole indicated the
physician was there to ses the palient and new
orders were willten. At 2 pm (he note Indicated
there was an order to send Resident #3 o the
hospital and at 3-.pm 911 was there to transport.

A physiclan order dated 1/3/2014 11:30 am was
Send pt back to hospital if not more awake this
pm.

Physiclan's Progress Note of 1/3/2014 Transilion
Into cars was reviewad for the following
mformation. Lactulose was increased to fid ...On
oval today pt (palient) was resling In bed, aslesp,
difficult to arouse, unable to keap eyes opan or
answer simple quastions. According to daylime
nurse, he had been like this all morning foday and
was not able to sat lunch due to AMS (altered
menta! stalus). Nightlime nurse reported ho was
awake and alert .... "Sincs he failed to wake ug
and bacoma more interactive as was his baseling
and requested blocd work wen't be avaliable
today, will transfer back to the hospital.!

A review of tha hospital Discharge Summary
dated 1/6/2014 noted that Resldent # 3 was
admitted to the hospital on 1/3/2014 with hepatic
ancephalopathy with altered mental status and
somnolence, His ammonia lovel on admission
was 181. The summary indicated that it was
thought the cause was possibly dus to missed
doses of Lactulose, After being given Lactulose in

& The root cause analysls was

F 300 completed by Dr, Jackson on Pebruary]
27, 2014 theu March 1, 2014,

o Existing policy and procedures for
when fo notify a physician and facility
management, including staff
responsibility on a significant change
in condition (Uni-Guard} in order to
strengthen this program we retrained
licensed and non-licensed by March
10, 2014,

¢ Tnorder fo sirength the ongoing
education of licensed personnel,
additional training and follow up
testing to licensed staff was provided
to include bowel sounds, heart sounds,
fivid volume and eardiac assessment
was completed as of March 10, 2014,

4. Facility plans to monitor its performance to
make sure that solutions are sustained. The
facitity must develop a plan for ensuring
that correction is achieved and sustained.

+  The Director of Health Services will
present the findings of the Medication
Administration Review with physician
notification to the Quality Assurance
and Performance Improvement
Cotvinitice monthly for review and
recommendation for revisions.

s The Clinical Competency coordinator
will present the results of the educated
related to training and foltow up
testing to the Quality Assurance/
Performance Improvement committee
for review, recommendations and

revision,
the hospital by a nasal gaskrlc (hg) tube over 12
hours, Resident # 3 was back to his bassiine. On
FORM CMS$-25067(02-69) Previous Yersions Obsolota Event ID:NUHLH Fadility 0: 923107 If conlinuation sieet Paga 14 of 39




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

PRINTED: 02/03/2014

FORM APPROVED

OMB NO. 0938-0321

STATEMENT OF DEFICIENCIES 1} PROVIDER/SUPPHIERICLIA

AND PLAN OF CORRECTION

{DENTIFICATION NUMBER:

346061

*2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
A BUILOING GOMPLEYED

G
. Wine 011712014

NAME OF PROVIDER OR SUPPLIER

UNIHEALTH POST « ACUTE CARE OF DURHAM

STREET ADDRESS, CITY, STATE, ZIP COOE
3100 ERWiN ROAD
DURHAM, NC 27705

o4 SUMMARY STATERENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION{EAGH %6
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX CORRECTIVEACTION SHOULD BE CROSS- COMPLETION
TAG REGUEATORY OR LSG IDENTIFYING INFORMATION) TAG REFERENCEDTO THE APPROPRIATE DATE
DEFICIENGY)
F 3081 Continued From page 14 F 309

discharge the Laclulose was being glven by

mouth and was to be given  {every) & hours. The .

patfent was Instructad to continue hls scheduled
Lactulose as prascribad to avold allered mental
status again. Inslructions noted the Lactulose
was to be given for a goal of 34 bowel
movaments a day. If the scheduled doss was not
sufficient to achleve 3-4 bowal movements a day
exira doses could be given q 4 hours,

The Nurses' nolas for 1/6/2014 decumented that
Resident #3 arrived at the facllity around 6 pm,
was alert and responsive with no complaints of
pain or discomfort.

On the Admigston Physiclan's Order Sheet dated
Jan, 6, 2014 Lactulose 30 mi po g 6 hrs at 6 am,
12 noon, 8 pm, and 12 midnight and Rifeximin
550 mg po bid at 8aim and 5 prar were noted.

Also noted was Lactulose [20 gm/30 mi] po ¢ 4
hrs as needed titrate to 3-4 bowel movemenis per
day

‘The MAR for January 6-31, 2014 in raview
raveatod that on 1/6/2014 Lactulose 30 mi po was
initinied given at 6 pm, had no Iniflais for 12
midnight or 6 am and had clrcled Initials for 12
noon. The Riaximin 550 mg po bid had no initfal
for 5 pm on 1/6/2014 and a circled Initiat for 9am
on 1/7/2014. The back of the MAR documenled
that at @ am and 12 noon all meds were hald due
to resident very drowsy at 9am and unable to
rouse at noon. The MAR had not documentsd
any PRN (as nesded) doses of Laclulose given,

On 1/7/14 at 2 am the notes Indicated no disiress
was observed for Resident #3. At 8 am Resident
#3 was assessed by the nurse manager and
arousad anough to open eyes with sternal rub
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being done and moaned a littls. Will continue fo
raonitor and have MD (physician) to see patlent
today.

The 12pm note Indicated the nurse manager
assassed Resldent #3 and found no changes.

Ateview of the Physician’s 1/7/2014 Transitlon
Into care note revealed the following, After
haspitafization the Lactulose was titratedup toq 6
hrs. He was transferred back to the facility on
11812014 and it Is not clear whether he tolerated
his oral medications, Today on my exam he was
not responding to stimulation, painful stimwation,
or sternal rub. Slaff stated resident not able to
{ake medications dua to somnolencs, decreased
level of consciousness, Patlent will be transferred
to the hospltal via EMS (emergency madical
sorvices),

The Nurses’ note for 2:30 pm documented the
MD was with the patisnt and orders given to send
{he resident to the hospital, At 3:50 pm 911 was
called and at 4:15 pm Resident #3 was
transported to the hospllal

The hospitat Discharge Summary dated
1110/2014 for an admission on 1/7/2014 was
reviewed. The Summary indicated that Resident
s # 3 was again admitted for porlosystemic
encephalopathy. His ammonia levsl was 163.
Search for the cause of the racursent hepatic
sncephalopathy "revealed medication
noncompllance by the facliity.” The Summary
added that the physician spoke with the 7amto 3
pm nurse and had her read the Medication
Administralion Record (MAR) revealing that
Resident # 3 went 24 houss without receiving any
Lactulose resulting in the encaphalepathy. The
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physician noled that he had spoken with Resident
# 3's ragular care nurse and agaln emphasized
the imporiance of not missing any doses of
Lactulose given his TIPS procedure and his high
tendency to develop hepatic ancephalopathy. The
physiclan added that altempts had been mads to
contact the madical director of the facllily fo
express the concerns and avoid recurrent facllity
caused hepatic ancephalopathy.

The Admlsslon Physicians Order sheet dated
January 10, 2014 included Lactulose [20 gm/30
ml] po 4 8 hrs at 8 am, 12 noon, 6 pm, 12
midnight slart per order at 12 midnight, Rifaximin
550 myg po daily at 9am, Laclulese 20 gm po q 4
tirs as nesded for irate 3-4 BMs/day.

The MAR for 1/10-1/31/2014 documented that
Resident #3 had recelved each ardered dosse of
Lactulose 30 mi po and Rifaximin 560 mg po
since his return on 1/10/2014.

An observation was made of Resident# 3 on
11612014 at 3:31 pm lying in his bed awake and
alert. When asked if he was doing all right, he
replied "I am trying to.”

On 1/16/2014 at 3:36 pm the nurse manager
stated In an interview lhat Resident #3 had been
to the hoapital 3 timas for end slage liver diseass
with high ammonfa levels. She added that
Restdent #3 was on Lactulose for the ammonia
and had refused a couple of doses. Wilh missing
doses she sald his ammonia levels go up. She
aducated him and he had been taking it since he
came back, Resident #3 was nhow on the
Lacluloss g 6 hours and PRN

Resident # 3 was observed during Medication
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Administration observation on 1/16/2014 at 4:10
pm. He was alert and aware of each madication
he receivad. He kept asking If it was fime for his
Lactulose. Nurss # 3 explained that his Laclulese
was due at 8 pm so il was {oo early to give it at
{his lime. Asked if he knew why he received the
Lactulose, Resident # 3 said yes he did

At @ ami on 1/16/2014 Nurse #5 stated In an
intarview that Resident #3 knows he gels
Laciulose and that it Is very important for him fo
getit. If he misses even one dose his ammonla

lavels go up.

On 117/2014 at 8:45 am Nurse #5 stated thal
Resident #3 had never refused his medications
whan alert. When he got confused that coufd
change. The nurse revesisd that on 1/3/2014 and
11712014 when she went to give Resident #3 his
morning madications he was 30 lethargic that he
could not take his medications. His medicatlons
at 12 noon ¢n 1/3/2014 and at 1pm on /712014
ware also held due to the lethargy and then he
was sent to the hospital, Nurse #5 sald the MD or
NP was there both mornings and assessed
Resident #3 and said if he wasn't more alert by
afternoon to send him to the hospital, The nurse
added that bafore his last hospilalization thay
didn't know that mtssing even one dose of
Laclulose would cause an increass in Resident
#3's lothargy. They know now and make sure he
takes It. Asked whal circled initials on a MAR
Indicated she repllsd {hat the medication was not
given and they usually noted on the back of the
MAR ihe reason,

During an interview on 1/17/2014 at 10:10 am the
physician (also the Madical Director for the
facllity) who sent Resldent #3 o the hospital on

F 308
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11712014 staled that she saw him on 1/7/113 fora
ra-admission note. She was nol sure what iime
she saw Resident #3, but thought it was around
noon and the nurse reporied that he had not
taken his scheduled Lactuloss for her dus o his
lethargy. The physician sald when she examined
Resldent #3, he was limp and very lethargic. She
Indicated he did not respond at all for her stemal
rub. She added that with his advanced liver
disease missing 1 or 2 doses of Laclulése would
lead to the same effoct. Asked whan he missed
his doses what were her expectalions of the
nurss, she responded Lhat she expacted the
nurse to calf right away. When Rasldent #3 was
arousable only to stemat rub, she would have
expected someone to call the physiclan service or
the physician herself, If she had known he had
missed his medications and had lethargy, she
would have sent him e the hospital right away.

On 11712014 at 11:59 am the physiclan who sent
Resident #3 to the hospital on 1/7/2014 statad In
an interview that when she saw him on the
marning of 1/7 around 9atm, the resldent was
hard to keep awake. The nurss informed her that
the resident had been unable to take his 8 am
madicatlons bacauss he was foo Isthargic. The
physictan added (hat she orderad a STAT
{immediate) ammonia level with the hopes of
getling it back that day. In 2-3 hours when he was
stil difficult fo arouse and she was tnable to get
the amimonig results back that day, she decided
to send him to the hospital. When asked what her
expectation was for Resident #3 ' 3 return from
the hospltal, she replled that she expected him to
recelve his evening dose of Laciulose and If there
was any doubt to call the physician. On admisston
the nurse was to call the physician to verify the
medications and then fax them to the phamacy.
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The physiclan added ihat when she re-admitted
Resident #3, sha had spoken 10 the nurses about
his condition and nesd for his medications.

During an interview on 1/17/2014 at 2:33 pm, the
nurse manager stated that if she knew the
physician was coming to the facllity that day, she
walted for the physiclan te coms to the floor to
soa the patient to Inform them about changes.
She addad that when the nurse told her Resident
#3 was lethargic on 1/3 and on 1/7/2014 and she
assessed ths resident she was not aware that he
had missed any doses of his Lactuloss. The
nurse manager further stated that she didn't
chack the MAR as she expacted her nurses fo let
her know of missed medications. She sald that
when the hospital physician called and talked to
the nurses, he educated them that this resldent
could not miss even a single dose of Laclulose
due o his advancad liver disease. The nurse
manager also sald she did not know [f the night
nurse {1ipm to 7am) had given the Laciulose for
12 midnight and 8 am on 1/7/2014,

At 3:42 pm on 1/17/2014 Nurse #4 stated in an
intarviow that she admitted Resident #3 on 1/3
and 1/6/2014. When he came in she called the
physiclan service and had his orders verified. The
ordars were then faxed to the pharmacy. I he
didn't have any Laclilose when due, they wollid
have io call the back up pharmacy to gst it. Nurse
#4 added that Resident #3 had several bollies of
Lactulose on hand so he could get it. She said
that she gave the 5 pm dose on 1/3/2014, but
was late sInce he had Just arrived. The nurse sald
she doesn't know why she didn't initlal the MAR
except it was a busy night. Nurse #4 sald she
gave the 8 pm dose of Lactulose on 1/6/2014, but
Residant #3 arrived over an hour after the 6 pm
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Continued From page 20
dose of Rifaximin was due so it wasn't given,

Several attempts were made to contact the Hpm
to 7am hurse and she was unavailable for an
interview.

On 111712014 at 4:49 pm the Director of Nurses
{DON) was asked what her expeclalions were of
her nurses if a resident had AMS. The DON said
she expected the nurge to notify lhe physician.
Sha indicated that if madications were not
avallable the nurse should call the back up
pharmacy. She had no explanation for the
missing administration of Lactulose on 1/6/14 at
12 midnight and 1/7/2014 at &8 am. The DON
confirmed that circted inftials on the MAR
indicated a medication was not given. She added
that the reason should be documented on the
back of the MAR

483.25(2)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A residentwho Is unable to camy out activitles of
dafly living receives the necessary services to
rmaintaln good nutdtion, grooming, and personal
and oral hygiense.

F 309

F312

F312
1.

Corrective action will be accomplished for 2/20/14
the resident found fo have been affected by
the doficient praclice;
+  Resident #9 hair was washed with the
preseribed medicated shampoo.

2, Correclive action will be accomplished for
This REQUIREMENT Is not met as evidencad those resldents having potential fo be
by: affected by the same deficient practice;
Based on record reviews, resident and staff o  On 1/17/14 the Director of Health
Interviews, the facllity failed to shampoo the hair Care Service, Unit Managers, andfor
of 1 of 11 sampled residents with skin problems. Nurse Managers reviewed the
{Resident #9). Thysician orders to identify residents
with medicated shampoo orders,
Findings Inctuded:
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Resident #9 was admitted to the facllily on
6/18/12 wilh diagnoses which Included: left sided
paresis, muscls weakness, and late effect
carebrovascular accldant.

Review of the Demmatology Consult dated 11/8/13
revealod Resident #9 had atrephy of both
forearms with xerosis (dry skin}. The
Dermatologist concludad the resident's skin may
have bean photo exacerbated given the presence
on the dorsal arms, only. Also, lhe resident's
scalp was scaling with a few erosions. The
recormmendaltions were as follows: apply (barrler
cream) on dorsal hands and forearms every
morning; apply (anti-itch lotion) at night for
burning; and, apply (anti-itch lollon) dsily for scaly
skirt on arms. The recommendalion for the
resident's Seborrheic dermalilis was to wash the
resident’s scalp with (anti-fungal) shampoo three
limes each wask, leave on ton minutes before
ringing.

The review of the Physiclan's Order dated 11/5/13
ravealed that Resldent #9 was to have {antt-itch
lotlon)} applied dally to the scaly skin on her amms;
and, her scalp was to be washed three times
aach wask with (anti-fungal) shampoo which was
te be left on for ten minutes before rinsing.

Review of the November 2013 MAR (Medication
Administration Record) indicated Resldent #9's
scalp was washad with the medicated shampoo
on 11/7/13 during first shift. There was no olher
documentation indicating madicated shampoo
was used on the resldent's hair In November or
Decembear 2013,

Review of the annuat MDS (Minimum Data Set)

practice will not ocour; -

¢ The Director of Health Services, Unit
Managers and/or Nursing Managers
will review the Medication
Administrator record to ensure the
medicated shampoos are being
completed as ordered. This review
will be completed weokly for four
weeks, monthly for four months then
as recommended by Guality
Assurance Conumnittee.

+  The Clinical Competency Coordinator
tias educated the Licensed Nursing
staff on the process of administration
of medicated shampoos. License nurse
education to be comploted 2/16/14,
Licensed Nurses who did not attend
the education will be educated prior fo
their next scheduled shift,
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dated 11/7/13 Indicated Resident #9 was
cognitivaly Intact and had no skin preblems.

A review of the Nursing Assistant Care Record
indicated Resident #9 was to recelve assistance
with bathing and to have the use of a spacial
shampoo. The nursing assistants were also to
routinely use a barrier ¢ream on the resident’s
skin,

The review of the facilily's Shower Schedule
Indlcated Resident #9 was to receive a bed-bath
on Tuesdays, Thursdays, and Saturdays hetween
7:00 am and 3:00 pm.

Review of the January 2014 MAR indicated
Resldent #9's hair was washed with the
medicated shampoo durlng the 3:00pm-11:08pm
shift on 012114 through 01/16/14 with the
excaplion of 01/12/14 and 01413114,

Durlng an observation and Interview on 1/16/14 at
2:46 pm, Resident #9 was silling upright in bed
reading. The resident ravealed that she preferred
and recelved a bed-bath every morning, but was
unsure which shift of nursing assistanis was
responsibia for washing her hair twice a week.
The rasident stated that she was informed by
Staff Nurse #3 that the nursing assistants on first
shift were responsibla for washing her hair on
shower days. Resident #9 Indicated her current
first shift nursing assistant would wash her hair at
least once a week; bul, when her current nursing
assistant was not working, the replacement
nursing assistants would not shampao her hair
and would always inform the resldent they
(nursing asslstants) did not know when the
resident's hair was to be shampooed. The
rosident revealed that she had some sores on her

facility must develop a plan for ensuring
that cerrection is achieved and sustained,
s The Director of Health Care Services

will submit the findings of the
Medication Administration review to
the Quality Assurance / Performance
Improvement Cominitiee for review
and recommendations monthly .

FORM CIMS-2567(02-99) Previous Verslens Chsolole

Eyent ID:NUHLY

Fadifity 107 923187 ff conlinuation sheat Page 23 of 39




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

PRINTED: 02/03/2014

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES (%1} PROVIDER/SUPPLIERICLIA
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER:

346061

£42) MULTIPLE CONSTRUCTION . X3} DATE SURVEY

A.BUILDING

B WING

CONPLETED

c
01711772014

NAME OF PROVIDER OR SUPPLIER

UNIHEALTH POST - ACUTE CARE OF DURHAM

STREETADDRESS, CITY, STATE, ZIP CODE
3100 ERWIN ROAD
DURHAM, NG 27705

)10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(FACH DEFICIENGY IMUST BE PRECEDEDBY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROYIDER'S PLAN OF CORRECTION(EACH
PREFIX CORRECTIVE AGTION SHOULD BE CROSS-
TAG ' REFERENGEDTOQ THE APPROPRIATE
DEFIGIENGY)

(X8}
COMPLETION
DATE

F 312

Continued From page 23

scalp which required a medicated shampoo, so it
was important that her halr was washed every
few.days.

During an interview on 01/17/14 at 12:17 pm,
Staff Murse #3 revealed that Resldent #9's hair
was washad ¢n her shower days which were
Mondays, Wednesdays, and Fridays during
second shift, She stated that the resldent’s hair
was washed durfng her bed-baths because the
resident did not take showers.

During an interview on 01/17/14 at 1:05 pm, the
3rd Floor Unit Coordinator stated when a
rasident’s halr is to be shampooed with a
madicated shampoo, the nurse should apply the
shampoo to the resident’s hair, and then the
nursing assistant would wash the tesident's halr.
After the resident's hair was shampoosd, the
nurse should sign tha MAR,

On 14714 at 1:18 pm, NARH (Nursing Assistant}
revealed that she had worked with Resident #9
ofian for approximately one year and had given
the resident bed-baths. 8he revealed that the
resident would sometimes request and the
nursing assistants would wash har hair with the
shampoo supplied by the resident's daughter.
NA# statad that the nurses had never given her
any special shampoo {6 use whan washing the
resldent's hair.

During an Interview on 1/17/14 at 3:42 pm, the
DON (Director of Nursing) revealed because of
her back pain, Resldent #9 preferrad bed-baths
ralher than showering. The DON ravealed that
each resident recelved a shower thres imes each
waek (more often if requested), but if a resident
prafarred a bed-bath then it would also be

F 312
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provided three times each week {more often if
requasted), The DON stated that a resident's
halr was typlcally washed on shower days.
F 333 | 483.25(m)(2) RESIDENTS FREE OF F333F 333 .
$5=G | SIGNIFICANT MED ERRORS L. Corrective action will be accomplished for {2/20/14
the resident found to have been affected by
The facllity must ensure that resldents are free of the deficient practice;
any significant medication errors. +  Resident no longer resides in the
facility
This REQUIREMENT 1s not met as evidanced )
by: 2, Cortective action will be accomplished for
Bassd on observallon, record review and staff those residents having potential to be
interviews, the facility fafled to administer the aflected by the same deficient practice;
ordered medications of Lactulose (an ammonia ¢ OnJanuary 17,2014 The Director of
detoxicant) and Rifaximin {for hepalic Health Services, Unit Managers, Unit
encephalopathy), which resulted In a significant Coordinator and Nursing Supervisors
madication error for 1 of 5 rasidenis (Resident have reviewed all Medication
#3). Findings included: Administration records with
physicians notification regarding
Resident # 3 was admilted to lhe facility on residents who have refused two
122312013 with re-admissions on 1/2/2014, consecutive doses of vital medications
116820114, and 1/160/2014, Dlagnoses inchuded per Tacility policy.
decornpensated liver cirrhosis secondary to
Hapatltis G complicated by poral hypertension, 3. Measures put into place or syslemic
anemla, diabetes mellitus type 2 on insulin, and changes made to ensure that the deficient
stags Il chronlc Kidney disease, practice will not eccur;
¢ OnJanvary 17, 2014 Clinical
Hospltal racords reviewed documented that in’ Competency Coordinator and/or
November 2013 Resldent# 3 had a Transjugular Nursing Managers las educated
Intrahepalic portdsystemlc shunt (TIPS) which Licenses Nurses on Plysician
was a procedure to creale new connections’ Notification related to the Medication
between two blood vessels In the liver dus to Administration Protocol that states
gevere liver problems. Physician would be notified after two
consecutive doses of a vital
Physician orders reviewad found that on medication has been missed.
admission 12/23/2013 Resldent # 3 was receiving
30 mi (milliliters) (20 g} {grams) of Lactulose and
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Rifaxirnin 680 mg {milligrams) bld {two limss a
day).

The MAR for December 23-27, 2013 documented
{hat Resldent #3 receivad each ordered dose of
Lagiulose 30 md po and Rifaximin 500 mg po
starling the night of 12/23/2013 and ending wilh
the last dose the morning of 12/27/2013 before
golng o the hospital.

Physleclan Progress notes for 12/27/2013 wers
reviewed and documentad In part the following :
Initially resident was able to situp In bad and
communicate with staff, Today it was reported
that he had been presenting with increassd
lethargy and somnolence since 2 days ago.
His ammonia leve! yasierday was 177 {normal 20
-70). On eval vary lsthargic. Will transfar lo the
hospital for fulher managsement.

Review of & hospilal Discharge Summary dated
1/212014 found that Resident # 3 had been
admitted on 12/27/2013 with altered mental
status secondary to hepatic encaphalopathy.
Rasident #3' s ammonia level checked at the
facility was 177. The summary noted that ihe
encephalopathy gradually oceurred despite
recalving the ordered doses of Lactulose 20 gm
in, 30 ml bid and Rifaximin 50 mg bid. On
discharge the Lactulose was Increased from bid
to thres imes a day (tid) and Resident #3 was
counseled on the importance of taking the
Laclulose lilrated to 2-3 bowel movements per
day. (The liver normally breaks down ammonia,
but In liver disease such as clrthosls the blood
may bypass the liver, allowing this polsonous
substance lo pass to the braln. Hera it can impalr

.1 brain funclion, causing confusion, drowsiness and

finalty coma. Per the 2013 Lippincotts Nursing

"MAR to state reason for clrcled or

corporate policy committee Change of]
Condition Care Guard Program:
profocol that states” the Physician
would be notified afier two
consecutive doses of a vital
medieation has been missed”. The
clinical Compstency Coordinator /
DHS and Nursing Supervisors bepan
education on 1/17/14 through 1/26/14
for Licensed Nurses related fo the
protocol, Licensed Nurses not in
attendance will be educated prior to
their next seheduled shifl.

Physician notification of after two
cansecutive doses of a vital
medication has been missed has been
added to the general orientation of
TLicensed Nirses upon hire.

The Licensed Nurses complete a shift
to shift Medication Administration
Record review to Identify medications
that have not been administered to the
restdents, documeniation on back of ”

omitted medication, to validate that
the Physician has been notified

The Director of Health Services
and/or Nurse Managers roview the
Licensed Nurse shift to shift review
weekly to validate the completion of
the review, documentation on back of
MAR 1o state reason for omiited
medication and that the notification
fo the physleian has been completed,
This review will be completed weekly
for four weeks, the monthly for 3
months then as directed by the Quality
Asgsurance Cominittee,
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Drug Handbook Lactulose causes the migration
of blood ammonia into he ¢olon {rapping and
expelling it in the feces. Rifaximin is used for
reduction of recurrence of hopalic
encaphalopathy in palients with advanced liver
disease. )

Pyssician ordors dated January 2, 2014 Lacluloss
30 mi po {by mouth) tid at 9am, 1pm, Spm and
Rifaximin 556 mg po bid at 9am and 5pm.

The Medication Administration Record (MAR) for
January 2-3, 2014 was reviewed, For 1/2/2014

the MAR had no initlals Indicating edministration
of Lactulose 30 mi po at 5 pm and the Initials

were c¢ircled at 9 am and 1 pm on 1/3/2014.
Rifaximin 550 mg po bid had no initiels on
1212014 at 5 pm and the initlals were clreled for &
am on 1/3/2014. Therse was no documentation on
the back to Indicate the reason for missed doses.

A review of Nurses’ notes found that Resident# 3
arrlved at the facliity on 1/2/2014 around 5:45 pm,
was able to verbalize needs, and had no pain or
dislress. Madications were verifiad by the nurse
practitioner (NP) and faxed to the pharmacy.

On 143/2014 the Nurses' notes Indicated that at 2
am Resident # 3 was alert and orlented, abls {o
make naads known. At 8 am the nurge manager
noted that during rounds Resident #3 was found
to be very leiharglc and unable to arouse. "Will
have Dr. to see this am." At 9 am the nole
indicated the physician was there {6 see the
patlent and new orders were written. At 2 pm the
note indicated there was an order to send
Resident #3 to the hospital and at 3 pm 911 was
there lo transpori.

4, Facitity plans to monitor its performance to
make sure that solutions are sustained. The
facility must develop a plan for ensuring that
correction is achieved and sustained.

completed by Dr. Jackson on February]
27,2014 thru March 1, 2014,

Existing policy and procedures for
when to notify a physieian and facility
management, including staff
responsibility on a significant change
in condition {Uni-Guard) in order to
strengthen this program we refrained
licensed and non-licensed by March
16,2014,

In order to strength the ongoing
education of licensed personnel,
additional training and follgw up
testing to licensed staff was provided
to include bowel sounds, heart sounds,
fluid volume and cardiac assessment
was completed as of March 10, 2014,

The Direclor of Health Services will-
present the findings of the Medication
Administration Review with physician
notification to the Quality Assurarice
and Performance Improvement
Commiltee monthly for review and
recommendation for revisions,

The Clinical Competency coordinator
will present the resulis of the educated
retated to training and follow up
testing to the Quality Assurance/
Performance Tmprovement committee
for review, recommendations and
revision.
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Physician's Progress Note of 1/3/2014 Transition
into care was reviewad for the following
information. Lactulose was increased to Hid ...On
oval today pt (patient) was resting In bed, asleep,
difficult to arouss, unable to keep ayes open or
answer simpla questions. According to daytims
nuise, he had bean like this all morning today and
was not eble to eat lunch due fo AMS (alterad
mental status). Nighttime nurse reported he was
awake and alert .... "Since he failed to wake up
and bacome mors intaraclive as was his baseline
and requested blood work won * t be available
today, will transfer back to ihe hospital.”

A review of the hospltal Discharge Summary
dated 1/8/2014 noted that Resident # 3 was
admiited to the hospltal on 1/3/2014 with hepatic
encephalopathy with altered mental stalus and
somnolence, His ammonla level was on

-| admisston was 181. Tha summary indicated that
it was thought the cause was possibly dus lo
missed doses of Lactulose. After being given
Lactulose in the hospital by a nasal gastric {ng}
tube aver 12 hours, Resldent # 3 was back o his
baseline. On discharge the Lactulose was being .
given by mouth and was to be given g (svery) 6
hours. Instructions noted the Lactulose was to be
given for a goal of 3-4 bowsl movements a day. If
the scheduled dose was not sufficlent to achisve
3-4 bowel movements a day extra doses could be
given g 4 hours,

Physician ordars daled January 6, 2014 reviswed
contained Laclulose 30 ml po 6 hws at 6 am, 12
noon, 6 pm, and 12 midnight and Rifaximin 550
mg po bld at 9am and 5 pm. Also ordered was
Lactulose [20 gm/30 ml} pe g 4 hrs as needed
litrate to 3-4 bowsl movements per day.
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“The MAR for January 6-31, 2014 revealed that on

1/8/2014 Lactulose 30 mi po was inillaled given at
6 pm, had no initials for 12 midnight or 6 am, and
had circled initials for 12 noon. The Rifaximin 550
mg po bid had no initis! for 5 pm on 1/8/2014 and
a circled initlal for 9 am on 1/7/2014. Fhe back of
the MAR documented that at 9 am and 12 noon
all meds were held due to resident very drowsy at
¢ am and unable to rouse at noon. The MAR had
not decumented any PRN (as needsd) doses of
Lactulosa given.

The Nurses' notes for 1/6/2014 documented thal
Resident #3 arrived at the facility around 6 pm,
was alert and responsive with no complaints of
pain or discomfort,

On 1/7114 at 2 am the notes Indicated no distress
was observed for Resident #3, At 8 am Resident
#3 was assessed by the nurse manager and
aroused snough to open eyes with sternal rub
being done and moaned a little. Will confinue to
monitor and have MD (physician) to see palient
today. At 12pm the nurse manager assessed
Resident #3 and found no changes. At 2:30 pm
the MD was with the patiant and orders given to
send the resident to the hospltal, At 3:50 pm 911
was cailed and at 4:16 pm Resldent#3 was
lransported to the hospital,

A review of the Physiclan's 1/7/2014 Transition
into care note ravealed the following. After
hospilalization the Lactulose was fitratedup fo q 6
hrs. He was Yransferred back to the facility on
4/6/2014 and it Is nof clear whelher he tolerated
his oral medications. Today on my exam he was
not responding to stimulation, palinful stimulation,
or slernal rub. Staff stated resident not able to
take medications due to sominolence, decreased
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leve| of consclousness, Patient will be transferred
to the hospilal via EMS (emergency medical
services).

The hospital Discharge Summary dated
111012014 for an admission on 1/7/2014 was
raviswed. The Summary Indicated that Resldent
# 3 was agaln admilied for portosystemic
encephalopathy. His ammonia level was 163.
Search for the cause of the recurrent hepallc
encephalopathy "revealed medicalion
noncompliance by the facllity.” The Summary
added that the physician spoke withhe 7am to 3
pm nurse and had her read the Medication
Administration Racord (MAR) revealing that
Resident # 3 went 24 hours wilhout recelving any
Lactufose resulling in the encephalopathy. The
physictan noted that hie had spoken wilh Resident
# 3's regular care nurse and agaln emphasized
the importance of not missing any doses of
Lactulose given his TIPS procedure and his high
tendency to devslop hepatic encephalopathy. The
physician added that aliempts had been made to
contact the medical director of the facility to
exprass the concerns and avoid racurrent facllity
caused hepafic encaphalopathy.

Physician orders reviewad for January 10, 2014
included Lactulose [20 gm/30 ml] po q 6 hrs at 6
am, 12 noon, 6 pm, 12 midntght start per order at
12 midnight, Rifaximin $50 mg po daily at 8am,
Laclulose 20 gm po ¢ 4 hrs as needed for litrale
3-4 BMs/day.

The MAR for January 10 - 34, 2014 documented
that Resident #3 had received each ordered dose
of Laclulose 30 mipo and Rifaximin 5§50 mg po
stnee his return on 171072014,
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On 111672014 al 3:36 pm the nurse manager
staled In an Interview that Resident #3 had been
tc the hospital 3 times for end stage liver disease
with high ammonia levels. She added that
Resident #3 was on Laclulose for fhe ammonta
and had refused a couple of doses. With missing
doses she sald his ammonla levels go up. She
sducated him and he had been taking it since he
came back, Resident #3 was now on the
Lactuiose q 6 hours and PRN.

Resident # 3 was cbserved dusing Madlcation
Administration observation on 1/15/2014 at 4:10
pm, He was alert and aware of each madication
he recsivad, He kept asking If It was time for his
Lactulose. Nurse # 3 explained that his Lactulose
was due at 8 pm so It was too early to give it at
this {ime. Asked if he knew why he received the
Lactulose, Resident # 3 sald yes he did

On 1/17/2014 a1 8:45 am Nurse #5 stated that
Resldent #3 had naver refused his medleatlons
when alert. When he got confused thet could
change. The nurse revaaled that on 1/3/2014 and
14712044 when she went o glve Resident #3 his
morning medications he was so lathargic that he
could not take his medications, His medications
at hoon on 1/3/20114 and at ipm on 1/7/2014
were also held due to tha iethargy and then ha
was sent 1o the hospital. The nurss addad that
before his last hospllallzation they didn * t know
that missing even one dose of Laclulose would
cause an increase in Resident#3's lethargy. They
know now and make sure he takes it. Asked what
circled Initials on a MAR indicated she replied that
the medicalion was not given and they usually
noted on the back of the MAR the reason.

F 333
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Puring an interview on 1/17/2014 at 10:10 am the
physiclan {also the Medical Director for the
facllity) who sent Residant #3 fo the hospital on
117/2014 stafed that she saw him on 1/7113 fora
re-admission note. She was not sure whattime
she saw Resident#3, but thought it was around
noon and the nurse reported that he had not
taken his scheduled Laglulose for her dua to his
lethargy. The physician said when she examined
Resident #3, ho was limp and very lelharglc. She
indicated he did not respond at all for her sternal
fub. Shs added that with his advanced liver
disease missing 1 or 2 doses of Lactulose would
laad to the same effect. Asked when he missed
his doses what were her axpectations of the
nurse, she responded that she expected lhe
nurse to call right away. When Resident #3 was
arousable only to sternal rub, she would have
axpacled someone lo call the physician service or
the physician hersell. [f she had known he had
missed his madications and had lsthargy, she
would have sent him to lhe hosplital right away.
The physiclan further stated that she had
returned the hospital physician’ s call and was
forwarded to another number. She left her
number, She indicaled that she and ths hospital
phystcian spoke on 1/16/2014 and he said all had
been worked out.

On 1/17/2014 at 11:69 am the physiclan who sent
Residant #3 to the hospital on 1/7/2014 stated In
an interview that when she saw him onthe .
morning of 477, the resident was hard to keep
awake. The physiclan added that she ordered a
STAT {immedlate) ammonia leve! with ihe hopes
of getting it back that day. In 2-3 hours when ha
was slill difficult to arouse and she was unable to
get the ammonia results back that day, she
decided to send him to the hospital. When asked

F 333
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what her expectation was for Resident #3's return

from the hospltal, She replied that she expacted
him to recaive his svening dose of Laciulose and
If there was any doubt to call the physician, On
adimisslon the nurse was to call the physiclan to
verify the madications and then fax them to the
pharmacy. The physiclan added that when she
re-adinitted Resident #3, she had spoken to the
nurses about his condition and need for his
madications.

The nurse manager stated in an inferview on
1/17/2014 at 2:33 pm that when the nurse lokd
her Resident #3 was letharglc on 1/3 and on
1f7/2014 and she assessed the resident she was
not aware that he had missed any doses of his
Lactulose. The nurse manager further stated that
she didn ' t chack the MAR as she expecled her
nurses to let her know of mlssed medications.
Sha sald that when the hospital physician called
and talked to the nurses, he educated them that
this resident could not miss even a single dose of
Laclulose dus to his advanced liver disease. The
nurso manager also safd she did not know if the
night nurse (Mpm to 7am) had given the
Laclulose for 12 midnight and & am on 1/7/2014.

On 1/17/2014 af 3:42 pm Nurse #4 sald that she
gavea the 5 pm dose of Laclulose on 1/3/2014,
tate since Resident #3 had just arrived. The nurse
said she dossn ' t know why she didn * t Initial the
MAR except It was a busy night, Nurse #4 sald
she gave {he 6 pm dose of Lacluloss on
11612014, but Resident #3 arrived over an hour
after the 5 pm dose of Rifaximin was dus so it
wasn't glven,

Several attemnpts were made to contact the 11pm
to 7am nurse and she was unavallable for an

F 333
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interview,

On 1117/2014 at 4:49 pm the Director of Nurses
{DON) stated she had no explanation for the
missing administration of Lactulose on 1/6/2014
at midnight and 1/7/2014 at 6 am. The DON
confirmed livat ¢ircled Inltials on the MAR
Indicated a medication was not given. She added
that the reason should be documented on the
back of the MAR

483.60(a),(b) PHARMACEUTICAL SVG -
ACCURATE PROGEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals o its residents, or obtain
them under an agreement described in
§483.76(h) of this part. The facility may permit
unlicensed personns! to adminlster drugs if State
law pormits, but only under the general
supervision of a licensed nurss.

A facllity must provide pharmaceutical services
{(Including procedures that assure the accurate
acquliing, recelving, dispansing, and
administering of all drugs and blolagleals) io meet
the needs of each resident.

The facility must employ or obtain the services of
a licensed pharmacist who provides consultation
on all aspecis of the provision of pharmacy
samvices in the facility.

This REQUIREMENT is not mel as evidenced
by: '
Based on obsesvation, record review, pharmacy

F 333

F 425

1.

It 425

Correclive action will be accomplished for
the resident found to have been affected by
the deficient practice;
¢  TResident #3 was given Novolog as
ordered. Novolog Insulin was ordered
fromn the pharmacy and received.

Corrective action will be accomplished for

those residents having potential to be

affected by the same deficient practice;

¢  On 1717714 Direcior of Nursing, Unit

Manager and Nursing Management
has audited the medication carts to
validate that cach resident prescribed
insulin has the insulin available,

2/20/14
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and staff interviews, the facility failed to obtain an changes made to ensure that the deficfent
ordared Insutin from (he pharmacy for 1 of 5 practice will not oceur; .
residents observed during a medicatlon pass «  On 1/17/14 the Clinical Competency
(Restdent #3}. Findings included: Coordinator/ Nursing Management
began’ educating the Licensed Staff
Resident# 3 was admitted to the facility on on medication ordering with emphasis
1242312013 wilh re-admissions on /272014, on insulin, Licensed Nurses will be
116120114, and 1/10/2014. Dlagnoses included educated prior to thelr next scheduled
decompensated livar cirthosis secondary to shift,
Hepatitis C complicated by portal hypartension, +  The Unit Managers, Nursing Manager
anamia, diabates mellitus type 2 on insulin, and andfor Director of Heatih Services
stage i chronic kidney diseass. will complete a medication cart audit
related to insulin’s to validate
Physician orders reviewed found that on medications are available for use, this
admisslon 12/23/2013 Resldent # 3 was receiving will be completed weekly for four
Humulin N insulin 12 units SQ {subculansaus) weeks then monthly thereafier,
belore breakfast and 8 unils SQ before dinner. ¢ The Director of Health Services will
trending the weekly medication cart
Review of Madication Administration Records audits and present to the Quality
(MARS) from admission on 12/23/2014 lhmugh Assurance Committee monﬂ)_[y,
11712014 Indicataed that the Humulin N insulln
was glven as ordersd. 4, Tacility plans to monitor its performance lo
make sure that solutions are sustained. The
Revlew of physictan' s orders also found an order facility must develop a plan for ensuring
dated 1/14/2014 for facllity sliding scale protocol that correclion is achioved and sustained.
with S8l {slidIng scale} Novolog Accuckeck q ¢ The Director of Nursing will present
{every) ac (before meals) and hs (bediime). A fax ' the findings of the Medication Cart
tramsmission verification report indicated this audit monthly to the Quality
order was faxed to the pharmacy on /1472014 at Assurance and Performance
1:22 pm. Improvement Comuittee for review
. . and revision as needed,
Resident # 3 was observed during Medication
Admintstration observation on 1/16/2014 at 4:10
pm. He was alert and aware of each medicalion
he received. An accuckeck at this time indicated
Resident #3 required an Injeclion of 6 unils
Novolog Insulin for a blood sugar of 307 in
+| addition fo his scheduled 8 units of Humulin N
insulin, The Humulin N insulin for Resident #3
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was prasentin the medication cart, There was no
Novolog Insulin for him in the medication cart.
Nurse #4 went to each of the 3 floors * E-kils
{emergency insulin kits) finding no Novolog
Insulih. She then placed a call to the physiclan' s
servica. At this ime the Diractor of Nurses {DON)
was speaking by phone to the consulitant
pharmacist. She lold Nurae #4 that a blood sugar
of 307 requiring 6 units of Novelog Insulin could
he considered an emergency and since it was not
a narcolic [t would be acceptable to Use anothar
regident' s Insulln, Nurse # 4 was observad
drawing up Novolog insulln from another resident
* & vlal and giving it SQ to Resldent#3. The
Novolin insuiin was drawn up Into a separat
syringe and also glven SQ {o him, :

On 1/15/2014 at 4:30 pm the medicalion
reconciliation from the above observalion found
the MAR documented that Resident#3 had an
accuckack on 1/16/2014 before breakfast and did
not require any Insulin and an accucheck before
lunch that ylelded a noed for 2 unils of Novolog
insulin and was initialed as given.

The DON was asked on 1/15/2014 4:35 pm what
they used for the insulin needed at lunch ime.
She responded that the day nurse had called the
back up pharmacy and the insulin would be sent
that night. The day nurse also used another
resldent”’ s insulin,

On 11812014 at 3:55 pm Nurse #4 staled in an
Interview that when insulln was taken out of the
E-kit (emergancy ki) they shouid fill out a form
and fax it to the pharmacy. She indicaled that
some nurses watted until the E-Kit was empty
before faxing to the phamacy. Nurse #4 showad
me the book of forms and said the pink copy
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stayad In the book, and the yellow copy went with
the kit. Asked if there was more than 1 of each
type of Insulin In tha E-kit sha responded no only
one of each. The most recent date on the pink
form In the book was during 10/2013, Asked who
was responsible for refilling the E-kits, she replied
the pharmacy was. Nurse #4 was asked what
was the procadure for getting newly ordsrad
medications? She repliad the order was verified
by the phystclan or nurse praclitioner (NP) and
then faxed to the pharmacy. Pharmacy made one
delivery a day at night. If medicallons were
needed before the delivery time, they called the
back up pharmacy. She added that even then it
might be hours biefore the medication arived.
The nurse indicaled they had problams with the
pharmacy saylng they never recsived the fax
even whan the facilily recelved a verllication of
recelpt. She further statad that she has faxed
orders 3 times, called the pharmacy and baen
told the medicallons ware being sent and the
facility did not recsive them. When asked what
she did whan this happened, she indicated that
she notified the nurse manager and the DON.
Murse #4 produced a transmisslon verification
slip indicating that Resident #3 ' s Novolog SSI
order was faxed lo the pharmacy on 1/14/2014 at
1,22 pm.

At 12:49 pm on 1/17/2014 the facillty pharmacy
wias callad. The phammaclst statad that when they
recsived a faxed order, it was processed and sent
out on the-next delivery. Daliverles ccourred once
a day golng out around 8 pm., If a faxwas
received after &pm, it was processed the next day
and wenl outin the next day ' s delivery. lf a
facifity needed a medicalion before the scheduled
dalivery thay needed to call the 24 hour back up
pharmacy. E kits were rotated weekly by courler.

1
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_| written, the nurse who took the order off the order

Conflnued From page 37

The courier would take the new one out and was
supposed to bring the empty one back,
Sometlines the courder took longer te bring the
old one back and they would run out of kis, so
they had to wait unill the empty kit came back in.
When Insulin was removed from 4 kit, a billing
slip was filled out and put in the kit or faxed for
billing purposes. The phamacist checked the
pharmacy fax records and said they received the
fax for Residant#3' s new sliding scale Novoleg
on 141512014 at 10:55 am. It would hava gone out
the night of 1/16/2014. They had the signad slip
Indicaling that it was delivered an 1/15/2014.

At 1:10 pm on 1/17/2014 the two main back up
pharmacies for the facility were called and asked
if they had any requests In the last month for
Novolag ingulin for Resident #3. The first
pharmacy ran & usage report for Novolog insutin
for the last month and a half and had no requests
for Novolog far any resident at the facility. The
second pharmacy had no requesis for insulin for
Resident #3 during 1/2014. The pharmacist said
the last request for any medicalions for Resldent
##3 was 1212312013,

in an interview on 1/17/2014 at 2:33 pra the nurge
manager sald when a physiclan order was

sheet or took the telephene or verbal order, faxed
it to the pharmacy and lied to make sure the
medicatlon was received. The nurse managar
said there had baen a lof of issues with them
faxing orders to the phamacy and the pharmacy
saying they never racelved the orders. She had
faxed orders and ¢alled the pharmacy later and
the pharmacy said they did not receive the fax,

On 1/17/2014 at 4:40 pm the DON staled in an

F 425
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interview that when orders were recelved for
medications, they were faxed to the phamacy by
the nurse taking off the order. if the medications
ware not recelved, their 24 hour back up
pharmacy should be called. However, the DON
added that sometimes the back up pharmacy
said they didn” t have the medication or would tell
them fo call thelr pharmacy if during business
hours, She had spoken wilh the pharmacy
consullant about issues gatling medications and
the consultant pharmacist assisted with the
problems. Nurses have been instructed if
medicalions were not racaived to call the back up
pharmacy. She further said that she was going to
have to have s mesling with the pharmacy
manager and the administeator to discuss the
problems they are having getting medications.
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