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£000 INITIAL COMMENTS E F 000:
© This repart is the result of an ynannounced '

. Abbrevialed Survey conducted at Al
. Convalescent Center on
sample of 13 residents wa
cansus of 83. The sample included
{ residents and

| discharged residents.

- part of this survey:

' 43029861
F#3036774
" #3034606
#3034617

 The survey was conducted by:
. Michelle Scollard R.N., B.SN,
- Steve Kindle, R.N., M.N.

Joy Kerns, RN, B.S.N.

_The survey team is from:

Aging & Disability Services

Aging & Long
Residential Care Service

3906 172nd Street NE, Suite 100
Arlington, WA 98223

! Telephone: (360) 651-6850

A

: The following complaints were investigated as

‘3 Department of Social & Health Services

-Term Support Administration
s, District 2, UnitA

Epar: J/( 6913;1f6940
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s selected from @

11 current
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Event 1D HTZ
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ed. Far nursing homes, the above find
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the findings stated above are disclosable 80 days
jngs and plans of cofrection are olsclosable 14
roved plan of correction is requisite to continued
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Based on interview and record review the facility .
failed to ensure 3 of 11 sampled residents,
' (Residents 1, 2 and 4), were free from significant
_medication errors. This failure placed the :
' residents at risk for potential discomfort and/or
* potential health complications.

- Findings include:

' The facillty's policy and procedure for Madication

| error, dated August 2000, directed the Licenss

i Nurse (LN) to include the following:

Medication error report will be filled out for

i any medication error by the LN making the error

. or the LN finding the error and turned in to the

. Director of Nursing Services (DNS). ‘
Discontinued medications were discontinued !
from the Medication Administration Record (MAR) |
- by highlighting the medication enlry with a yeliow ,
" highlighter. This was dong to decrease the :
I opportunities for potential errars.

; §
- In an interview on 8/29/14 at 12:24 p.m., Staff D,
» Unit Coordinatar, stated medications were ;
 charted on by exception, (meaning all medication |
“was given, except when the resident was unable, |
“and this would be reflscted as such on the MAR). :
| N's were expected to document on the MAR for

Investigated. The LN's involved in this error have
been counseled. Resident #1 has been reassessed
for pain management, reviewed with physictan, end
plan of care updated. Resident #2’s medication
regime was re-evaluated with the pharmacy and
packaging adjusted to accommodate dosage
variances. Plan of Care updated. Resident #4's blood
sugar monitoring and insulin dosage reviewed with
the physician and orders received. Plan of care
ypdated.

The current facility resident’s MAR’s and physicians

arders h
discrepancles. Any discrepancies found have been

corrected.

LN’s have beenin servicad on medication errors and
checking the medication regimen.

Audits are conducted weekly by the Resident Care
Coordinators of the MAR's 10 assure compliance.
The DON will assure compliance by monthiy review,

Results of audits and trends will be reported to the
QAPI committee,

*0

ave been audited and checked to assure no
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' The facility must ensure that residents are free of | SOLELY BECAUSE IT IS REQUIRED BY THE
_any significant medication errors. : | PROVISIONS OF FEDERALAND STATE [AW.
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7
This REQUIREMENT is not met as evidenced ‘%// ¢
by: The medication error for resident #1 was o+

/
i
i
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' Blood sugars checked before oach meal and at
" bedtime. :
" If the blood sugar was below 60, or above 350, '5
" notify the physician and initial on the Medication ’
Administration Record (MAR) when it was done,

: Additionally, Resident 4 was started on ; :

nitrofurantoin {an antibiotic) twice daily on 82114, | i
“which was placed on hold on 8/5/14, and Keflex | ‘ ‘

_(an antibiotic) thee times daily on 8/6/14 for 2
- urinary tract infection,

- Resident 4's August MAR was reviewed. There !
" were no initials indicating the morning and midday
Novolog dose had been administered on 8/4/14.
Resident 4 had had variable blood sugars ranging
‘from 188 - 465. On 8/4/14, there was no result
“documented for the midday blood sugar level and -
" there was no explanation of why the blood sugar
. had not been done.

. On 8/11/14 the resident's blood sugar was as
- follows:

. Midday: 369
" Evening: 388
" Nighttime: 421

Thare was no documentation on the MAR, orin i
Residents 4's clinical record indicating the i 2
. physician had been notified of the glevated blood !

. sugars recorded on 8/11/14. Similar findings , ‘
- were found on 8/24/14, 8/26/14, 8/27/14 and ; i
- 8/28/14. : ‘

: !
| Furthermore, there were no initials on the MAR |
" Indicating Resident 4 raceived her scheduled '
! antibiotics on 8/4/14, 8/9/14 and 8/10/14. The

resident began another course of antibiotic i
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: therapy on 8/19/14, four days after the completlon !
i of Keflex,
" Upon further review of Resident 4's medical : ,
“record, there was no documentation present : '
“indicating the missed dosages of insulin and :
antibiotics, or the elevated blood sugars, had -
been assessed, the physician had been notified
, or the medication error process had been i
- followed. j /
“in aninterview on 9/2/14 at 1:32 p.m,, the DNS
" confirmed there were no medication error reports ’
- done for any of the missed medications, or :
medications given oulside of the physician
orders, for either Resident 2 or 4.
, ] F 431
_ Resident #2's medication regimen was re-¢valuated
F 431, 483.60(b), (d), (s) DRUG RECORDS,  withthe pharmacy and packaging adjusted to g/ /01
$5=D ' LABEL/STORE DRUGS & BIOLOGICALS accommodate dosage variances. Plan of Care . o
; updated. Resident #4 has been reassessed for W
“The facility must employ or obtain the services of | appropriate pain management with hospice :
alicensed pharmacist who establishes a system provider. Record keeping has been updated to
of records of receipt and disposition of all ' monitor dosage and effectivaness,
- controlled drugs in sufficlent detail to enable an ‘ :
accurate reconciliation; and determines that drug - Current facliity resident’s medication regimens have
- records are In order and “’“ai an account Qf all ‘ been reviewed to assure no discrepancies. Any
control!ed drugs is maintained and periodically discrepancies have been corrected, The pharmacy
 reconciled. ; provider has agreed to provide the medications in a 4
e . " i ingle dose form, P
. Drugs and biclogicals used in the facility must be - single dose form
.‘ labeled In acco'rda}nce with C,U”emly accepted § The resident care coordinators are reviewing the i
* professional principles, and include the . arcotl dlcation Wlv basis. The director -
appropriate accessory and cautionary narco _cmfa catio s.on.a weekly basis. The director
“instructions, and the expiration date when [ of nursing is also reviewing weekly. ‘
: applicable.
‘ Results of audits will be reported to the QAPI
‘ ~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

' contralied drugs listed in Schedule 1l of the
- Comprehensive Drug Abuse Prevention and

- Control Act of 1976 and other drugs subject to
- abuse, except when the facility uses single unit
" package drug distribution systems in which the

. be readily detected. :

This REQUIREMENT is not met as evidenced

quanlity stored is minimal and a missing dose can '

i

:by:

Based an observations, interviews and record
reviews the facility failed to ensure controlied ;,

- narcotics were store in a manner designed to

avoid potential drug diversion in accerdance with

- currently accepted professional standards for 2 of

4 residents (Residents 2 and 3) reviewed. This

- placed the residents at risk for unavailable

medications when needed, to recsive ineffective

" medications or blological supplies with
. compromised integrity.

Findings include:

The facility's "Controlled Medication Storage"

“policy and procedure, dated 5/1/07, stated a ‘
- controfled medication (scheduled (I, HI, [V and V) |
. accountability record should include the following

information: Prescription number,

“name/strength/dosage form of medication, and

ORM CMS-2567(02-99) Prevtous Varslons Obsolete Evenl 1D: HTZR11 Facllity 10: WA12900
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page had documentation indicating the date, :

“time, dose, LN signature and remaining doses for
each specific narcotic. There were a lotal of 30
opportunities per page to sign out the narcotic.

- Throughout the documentation for this

- prescription number, totaling 3 pages, there was

~conflicting documentation from the LN of 4 tablet, -
1 dose, or 2 tablets being removed. ;
2. On6/23/14 at "08," 7/5/14 at 8:00 p.m., :
7121114 at 9:30 a.m., 8/14/14 at 745 pm., and §
116/14 at 11:50 a.m. 1 dose (2 tablets) were :
signed out of the narcotic record. There was no
correlating documentation on the MAR to indicate .

- when and why the resident received the Vicodin.
3. On7/16/14 at 11:45 a.m., the LN ;
documented 1 tablet was given with no reason |
except for an arrow pointing up sign. The
narcotic record had 2 tablets signed out at 1230

" p.m. There was no documentation in the narcotic ;

- record found of 1 tablet being wasted or if an |
extra dose was given 1o the Resident with the
routine Vicodin. Furthermore there was no
explanation documented for the discrepancy
between the time the Resident was o receive
and the time the Vicodin was removed from the

_narcotic record. :
4. On 8/9/14 at 4:15 a.m., the LN documented 1 -

tablet was given due to bottom wound pain. The |

narcotic record had 1 dose (2 tablets) signed out, |

There was no documentation in the narcotic ;

i record of 1 tablet being wasted. ;

6. On8/16/14 at 11:50 a.m., the LN removed a

- dose of Vicodin and documented the count to be

'3 doses left. At 1500 (3:00 p.m.) the LN
documented bubble pack with "2 tabs/dose, 4th
dose only 1 given, destroyed 2nd one." There

. were two LN signatures verifying the second

; tablet being destroyed. The count was

i documented as 3 doses left. There should have
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