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This report is the result of an unannounced
Quality Indicator Survey conducted at Regency
Care Center at Monroe on 05/12/14, 05/13/14,
05/14/14, 05/15/14 and 05/16/14. A sample of 19
residents was selected from a census of 85. The
sampie included 15 current residents and the
records of 4 former and/or discharged residents.

The survey was conducted by:

Rick Woodrum, RN, BSN

Susan Harris, R.N., BSN

Nedra Vranish, R.N., BSN, MSEd
T Leslie Martin, BSW

Jolene Smith, R.N., BSN

Steve Kindle, R.N., MSN

Claude Weedon, R.N:, MSN

The survey team is from:

Department of Social and Health Services
Aging and Disability Services

Aging and Long-Term Support Administration
3906 172nd St NE, Suite 100

Arlington, WA 88223

Telephone: (360) 651-6850

FAX: (360) 651-6940
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Any deficiency stafement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing it is determined that
" ™ safeguards provide sufficient protection fo the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

Ang the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
aays following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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them under an agreement described in Resident #18 is receiving her Lovoxyl at 6-6-14
§483.75¢h) of this part. The facility may permit 5:00 AM to comply with manufacturer’s

unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

recommendations for administration.

Other residents’ medications were

A facility must provide pharmaceutical services reviewed by the pharmacy consultant to
(including procedures that assure the accurate
acquiring, receiving, dispensing, and
administering of all drugs and biologicals) to meet manufacturer’s recommendations.
the needs of each resident.

ensure administration complies with

Licensed nurses were re-inserviced
The facility must employ or obtain the services of . . p
a licensed pharmacist who provides consultation regarding following manufacturer’s
on all aspects of the provision of pharmacy recommendations when administering
services in the facility, medications.

The pharmacy consultant will monitor on-

going compliance during monthly reviews,

This REQUIREMENT is not met as evidenced Outcomes will be repofted to the QA
by:

Based on cbservation and record review, # was
determined the facility failed to administer
medication in accordance with manufaciurer
recommendations for 1 of 4 sample residents
{18) observed during medication pass. This
failed practice placed Resident 18 at risk of not
receiving the desired therapeutic dose of the
medication.

committee.

Findings include:

On 5/12/14from 9:00-9:15 a.m_during
observation of medication pass with Staff E, the
medication Levoxyl, a thyroid replacement
medication, was administered to Resident 18
along with seven other medications inciuding a
calcium supplement. Resident 18 had finished
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her breakfast

According to the nursing drug guide " Nursing
2013, Drug Handbook " | the manufacturer
recommended that Levoxyl be administered on
an empty stomach Fato 1 hour before breakfast.
The manufacturer aiso recommended Levoxyl
doses be separated from calcitm supplements by
4 to 5 hours.

Review of the clinical record revealed physician
orders were to give the thyroid medication daily.

PP ASS 2% SRR TERREY 10 e B S

administration of the thyroid medication.

E 431|483.60(b), (d), (¢) DRUG RECORDS, F 431,

sg=g| MABEL/STOREDRUGS & BIOLOGICALS The vials of Tuberso! and influenza vaccine 6-6-14
The facility must employ or obtain the services of were discarded.
a licensed pharmacist who establishes a system
of records of receipt and disposition of all The second medication refrigerator was

controlted drugs in sufficient detail to enable an

e ' checked to ensure no outdated or undated
accuraie reconciliation; and determines that drug

records are in order and that an account of all biologicals were present.
conirolled drugs is maintained and periodically
reconciled. Licensed staff were re-inserviced to ensure

dating of biologicals when opened and
Drugs and biclogicais used in the facility must be B olog P

labeled in accordance with currently accepted discarding when out-dated.

professionat principles, and include the

appropriate accessory and cautionary The DNS/designee will routinely monitor
instrgctzozws, and the expiration date when medication refrigerators to ensure on-
applicable.

going compliance. Qutcomes will be
reported to the QA committee,
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In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controfled drugs listed in Schedule |l of the
Comprehensive Drug Abuse Prevention and
ControlAct of 1876 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation,interview and record
review, the facility failed to ensure alt vaccines and
biclogics were appropriately labeled/dated and
discarded as indicated, in one of two medication
rooms. This failure to properly manage/maintain
vaccine and biologics according to pharmacy and
manufacturer recommendations placed residents
at risk {0 receive vaccinations that lacked potency
and tuberculin screening that may have been
inaccurate.

Findings include:

On C5/14/2014 at 3:07p.m., the medication room
utilized by both the Sky River and the Reflections
units was reviewed with Staff A, Registered Nurse
(RN} and Siaff B, RN. During this review, three
multi-use vials of influenza (flu) vaccine were
observed in the refrigerator housed within the

F 431
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medication room. Two of the bottles had
handwritten dates {o identify when they had been
opened; however, the third vial lacked an open
date. One botile had an cpen date of 11/03, and
one was dated 11/08. Allthree of the vials
showed a product expiration date of 04/2014.

Additionally, the refrigerator contained an open
viglof Tubersol{a biclogic used in the screening
of tfuberculesis). This open vial of Tubersol
lacked a date f¢ denote when it had been
opened.

When asked about the handwriften dates noted
on the influenza vials, Staff A, confirmed the
dates designated when the vial{s) had been
opened by licensed staff. Staff A further
indicaled the vials of influenza should have been
discarded due to the expiration date identified by
the manufacturer and prin ed on the fabel. Staff A
was uncertain of the facility policy for
maintaining/managing open viais.

On 05/14/2014 at 3:07p.m., Staff B consulted
with the RCM and reported licensed staff should
maintain influenza vaccine untilthe end of the flu
season and then discard it. Staff B darified the
facility recognized 10/01/13 through 03/31/14 as
the fluit season and all of the remaining fiu vaccine
should have been discarded. Staff B proceeded
to dispose of the three vials.

Additionally, when asked regarding the open vial
of Tubersol, Staff B stated, " ..if it were me, |
would not use it (Tubersol) because itis not
labeled and we do not know how long i has been
opened ... " Staff B then proceeded fo dispose of
the open, unmarked vial,

F 421
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When asked, both Staff A and Staff 8 stated all
licensed staff who utilized the medication cart,
treatment cart and medication room were
responsible for checking expiration dates of
medication and treatment supplies prior to
administration andfor use. Expired products, once
identified were to be destroyed. Both staff denied
that there was any scheduled or routine praocess
for reviewing/purging expired or no longer used
medication and/or treatment supplies.

On 05/15/2014 at 8:15a.m., Siaff £ Resident
Care Manager {RCM) shared that it was the
responsibility of all ficensed staff who were
involved with the administration of medications
and freatments to monitor/maintain the
medication cart, treatment cart and the
medication room. Staff C, denied that there was
an established routine or schedule for
monitoring/managing medication and treatment
supplies, but that it was a shared responsibility
across ali three shifts, " . whatever works for
them ..."

On 05/15/2014 at 1:47 p.m., the Director of
Nursing Services {DNS) stated the facility offered
fiu vaccine to ali residents during the designated
flu season identified to be 10/01/13 through
(3/31/14 as recommended by the Center for
Disease Control. The DNS further stated all
licensed staff were expected fo mark all vaccine
viais with an open date and fo discard any
unused vaccine at the end of 30 days.
Additionally, she clarified all unused flu vaccine
should have been discarded at the end of flu
season. The DNS indicated she was aware the
open, unused flu vaccine had remained in the
Sky River medication room refrigerator.

F 431
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The DNS further shared previously, the facility's
pharmacy had conducted monthly reviews of the
medication and treatment carts, but this practice
had been discontinued when the facility changed
to a different contracted pharmacy.
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