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DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

AGENCY OF HUMAN SERVICES

Division of Licensing and Protection

HC 2 South, 280 State Drive

Waterbury, VT 05671-2060

http:/fwww . dail.vermont.qov

Survey and Certification Voice/TTY (802) 241-0480
Survey and Certification Fax (802) 241-0343

Survey and Certification Reporting Line: (888) 700-5330
" To Report Adult Abuse: (800) 564-1612

April 5, 2019

Ms. Diana Lafountain, Administrator
Pines Rehab & Health Cir

601 Red Village Road

Lyndonville, VT 05851-9068 -

Dear Ms. Lafountain:

Enclosed is a copy of your acceptablé plans of correction for the survey conducted on March
27, 2019. Please post this documentin a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

DlLsiablllty and gging Seltvices Blind and Visually Imparied
censing and Protection Vocational Rehabilitation
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F 000 INITIAL COMMENTS F 000
An unannounced onsite investigation into two
complaints was conducted by the Division of
Licensing and Protection from 3/25/ 19-3127/19.
Regulatory violations at the Immediate Jeopardy
 level were identified as a result, which also results
| in a determination of substandard gquality of care.
The facility was notified of the Immediate
- Jeopardy (1) on 3/26/19 at 1:50 PM. AnlJ
removal plan Wwas submitted by the facility on
' 3127/19, which alleges removal of the 1J by !
| 3/29/19. The following are the regulatory |
findings: [
F 580 Notify of Changes (Injury/Decline/Room, &ic.) F 580
sa=) CFR(s) 483.10(g)(14)(i)-(iv)(15) '| | -
§483.10(g)(14) Notification of Changes. | : o .
() A racility% must immediately inforrt? the resident, I RGSK_JﬁM #1 was discharged home with
consult with the resident's physician; and notify, hospice care and passed away.
consistent with his or her authority, the resident 2. Residents experiencing a clinical change in
representative(s) when there is- status have the poteatial to be affected by
(A) Ant gcpiqent'involving the resident which the alleged deficient practice.
results in injury and has the potential for requiring 3. The facility has adopted Interact 4.0 Change
PhytoepIiRente | | in Condition guidelines and the Medical
| {B) A significant change in the resident’s physical, Di ke =
mental, or psychosocial status (that is, @ ,1remo.r MSAPPMIVEEs o)
deterioration in health, mental, or psychosocial 4. [Eddgation har: beeg prowded 'to hcenggd
status in either life-threatening conditions or nurses regarding the Change in Condition
slinical complications); '  guidelines. Any nutse not receiving the
(C) A need to aller treatment significantly (thatis, education is not permitted to work.
a need to discontinue an existing form of s Audits will be conducted 3x weekly by the

treatment due to adverse consequences, or to
commerice a new form of treatment); or

{D) A decision to transfer or discharge the
resideril from the facility as specified in

8483 15(c) (1))

(i) When making notification under paragraph (g}
{14)(i) of this section, the tacility must ensure that

ABGRATERY PIRECTOR'S OR mee REPRESENTATIVE'S SIGNATURE
N A B S S 6h

= i

Any deficiency statement ending with an asterisk (%) denotes a deficiency which e nstitubion may tie excused l(gm cofreciing provaling itis determined that
her safeguards provide sufficiant pratechon 1o the patients. (See instructions ) Eacept tar uesing homes the findings $
nursmg homes, the above Todings and plans of currection 2ee disclosrble 14
an appreved plan of correction is requisite to continued

nllerwing the date of sunvey whethur or bot a plan of carrection is provided  For
1ays following the date these documents are made available (o the Boily
yrograrm participation

T3 CRAS5.2567i02-69) Pravioyvs Versions Dhsolzie Fuvnt 13 LMART

,’?\J; IS SOREL (S
LA Aot denadds I A

DON or designee for a period of 3 monthis

(o monitor effectiveness of the plan. Audits
will include review of nursing notes for all

residents residing in the facility.
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.

(X657 DATE
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F 580 Continued From page 1 F 580

all pertinent information specified in §483.15(c)(2)
is available and provided upon request to the
physician.
(iii) The facility must also promplly nolify the
_resident and the resident representative, if any,
1 when there fs-
| {A) A change in room or roommate assignment
as specified in §4 83.10(e)(6); or
(B) Achange in resident rights under Federal or
- State law or regulations as specified in paragraph |
(2)(10) of this section.
(iv) The facility must record and periodically
update the address (mailing and email) and
phone number of the resident
‘ representative(s).

l.

1 §483.10(g)(15)
Admission lo a composite distinct part, A facility
that is a composite distinct part (as defined in
§483.5) must disclose in its admission agreement
its physical configuration, including the various
locations that comprise the compasite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)(9).
This REQUIREMENT is not met as evidence
by:
Based on record review and staff interview,
facility nursing staff failed to report a significant
clinical change in status to the physician for 1 of 3
residents sampled (Resident #1). Findings
inciude:

d

Per record review, Resident #1 was admitled to
the facility on 1/3/18 from an aculte care hospital
after surgical insertion of a Cardiac Pacemaker
According to the Care Plan Discharge Plan, the
resident wished to return home to their own
apaitment after rehab. The resident had been on

‘The results of the audits will be reported 1o |
the QAA committee and after 3 months the
committee will determine further frequency’
of the audits. _

4. Corrective action completed 3R7N9

FB80 Pot aucpted 11401 m,«rum?w,

6.

EORM CMS-2567(92-39) Pravsous Vessians Obsolete Evant I UKMZC 1
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a long ~term therapy of the anticoagulant
medication Warfarin for Alrial Fibrillation (A-Fib),
| and was admilted with orders for 1 mg. daily 6 |
| days perweek; with 2 mg. dose to be given on
\ a@nday& The resident was |ast checked for ! r
| therageutic clating times (PT/NR) by biood draw | i
santt!ul 1o lhe fab on 1/4/19, but those results | !
were hot communicated to the facility.

|
| Per review of the record, the resident was sent to |

the Emergency Room at approximately 3:00 AM |
on 2/14/19 due to bleeding from the rectum and || |
w#ﬁte The resident was diagnosed with i

: estinal) bleed, and had a critically | |
high P [/INR 2t the hospital which indicates a very | :
high risk of an abnormal bleeding event. Per ' ' !
review of the nurse progress notes, the nurse
' ng the day shift on 2/13/19 wrote that the
resident had “large incontinent BM [bowel
| movement] in bed which was dark red with blood 1
]cw Per interview on 3/26/19 at 11:05 AM, the | |
. nurse stated that they had passed the information
' to the encaming nurse at change of shift, and
| thought that they had told the nurse supervisor,
- but had not called the physician regarding this
finding.

. Per review of the evenirig nurse shift note on
2413119, the nurse wrote "Res. had Ig. bioody
stool prior 1o relurning to bed”. Per interview on

: 3426119 8t 2:20 PM, the nurse staled that they

- had not called the physician regarding the
bleading.

Review of the nurse’s note dated 2/14/19. it was
noted that the resident had "black stool x 1, liquid”
and a blaod prassure reading 72/50 (abnormally
low), and that resident was awake with care {time
not indicated). Latar al 0245 AM on 2/14/19, the

FORM CMS-2567(02-99) Previoas Versions Obsoizte Event I3 UM2C 5t Facility I3 475044 Il continualion sheet Page 3 of 18
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nurse documented thece was "increased redness
in 1g. steol” and that resident was not responding
to attempts to wake them. The nurse called the
physician, called EMS and the resident was
transported to the hospital at 0300 AM. The
nurse's note also included that the family was
notified, and the report from the ED was that the
resident was receiving a blood transfusion for a
PT/INR of greater than 15. The resident returned
lo the facilty on comfort care on 2/14/19, was
discharged lo home on 2/21/19 with a Hospice
referral, and died at home on 2/25/19.

Per interview on 3/25/19 at 2:40 PM, the Director |
of Nursing stated that they were not alerted of the |
' transport of Resident #1 to the hospital as staff |
- were instructed to do for any transfer, nor were
they aware of the bloody stools noted by three
different nurses until the fallowing day, 211419 .
F 6800  Free from Abuse and Neglect
ag=) CPR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
inciudes but is hot imited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident’'s medical symptoms

§483.12(a) The facility must-

! §483.12{a)(1) Not use verbal, mental, sexual, of
| physical abuse, corporal punishment, or
involuntary seclusion;
This REQUIREMENT is nol met as evidenced

F 580

F 600
F 600

(. Resident #] was discharged home with
hospice care and passed away.

Residents receiving anticoagulation therapy
with Warfarin (Coumadin) have the
potential to be affected by the alleged
deficient practice.

An initia! audit was completed on 3727/19
to determiné other residents receiving
Cournadin. One other resident was found to
be receiving this therapy. Labs have been
done as ordered and Coumadin therapy
adjusted based on results.

|139]

)
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by:

Based on record review and interviews, the
facility failed to ensure that residents were free
from neglect for 1 of 3 residenls reviewed |
{Resident #1). Findings include:

Per record review, Resident #1 was adrmnitted to !
the fagility on 1/3/19 from an acule care hospital
after surgical insertion of a Cardiac Pacemaker. |
Accarding to the Discharge Plan, the resident
wished to réturn home after rehab. The resident
had been on a long-term therapy of the
anticoagulant medication Warfarin for Atrial
 Fibrillation (A-Fib), and was admitted with orders
for continued anticoagulant therapy. The resident |
was last checked for fherapeutic clotting times
(PT/INR) by blood draw sent out to the lab on
114119, but the facility or the attending physician |
did not receive the results. Per review of the ]
l
|

I
i
i
&

record, lhe resident was sent to the Emergency
Room at approximately 3:00 AM on 2/14/19 due

to bleeding from the rectum and lethargic state. |
The resident was diagnosed with a Gl bleed, and |
had an abnormally high PT/INR af 15 at the -
hospital which indicated a very high risk of an
abnormal bleeding event. Resident #1 was

treated with Vitamin K Prodium and transfused
with 3 units of blood, and returned to the facility

on ¢omfort care when the family decided to not
put hien/her through any further interventions at
the hospital. The resident was discharged 1o

home on 2/21/19 with family caregivers and &
Hospice referral, and died at home on 2/ 519

The attending physician visits on 1/11/19, 27119,
and 2/11/19 did not document any reference to

checking for PT/INR values by iab testing, or the
medication adjustments possibly needed related

x4y il SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH SORREGTIVE ACT 1On SHOULD BE GOMPL f} 1o}
TAG HEGULATORY.OR L5C IDENTIF YING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENGCY)
F 800 Continued From page 4 )

4. The pharmacist consultant is aware of'the
findings related to this deficiency and has
made a written commitment o include the
use of Coumadin in all recommendations
for those residents receiving Coumadin,

5. The Medical Director is aware of the
findings related to this deficiency and has
provided education to practicing physicians
the requirement to review the use of
Counmadin and lab values with each
physician’s visit for residents receiving
Coumadin.

6. The facility.has adopted Interact 4.0 Change
in Condition guidelines and the use of the
guidelines has been approved by the
Medical Director,

7. The Coumadin Management Protocol has
been revised to include a stop date when
fabs are due, and it was approved by the
Medical Director and practicing physicians.

3 A “Coumadin Alert” sheet has been created
and placed in front of the current resident’s
MAR that receives Coumadin as well as in
the front of the physician order section of
{he medical record. This sheet alerts
licenses nurses to the use of Coumadin and
potential adverse effects that require
immediate notification to the physician.
This alert sheet will be utilized for any
resident receiving Coumadin.

e ]
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F 600 Continued From page 5 FE00 g gducation has been provided to licensed
to the results of the test. nurses regarding the uise of the Change in
. - ek Condition guidelines, the revised Coumadin
The consultant Pharmacist for the facility .
completed a Medication Regime Review on Misnagesmce) Prptocol. A -t_he altrk Shoth,
' 1/29/19 and again on 2/14/19, and did not detect Any nurse that has not received the
that the resident was fiot receiving PT/INR lab education is not permitted to work.
testing per normal pratocol for Warfarin treatment i 10. Audits will be conducted for a minimum of
and make lthe recommendation to the MD. i 3 months to monitor effectiveness of the
: : Nali=n ) - plan. Audits will include review of nursing
Z;‘;g;f &&?“‘::ﬁ';ﬁ fg‘ ‘h‘; %3"Egllgad noted notes for all residents 3x weekly, review of
| y stodls on both the day shift and the s .
* svening shifton 2/13/19, and did not notify the phg:jmacy mmﬂgmoﬁm;‘m ﬁ: e
physician or the Difector of Nursing of the change residents reoohving CUMSRILE 88 863 VB,
. in condition of the resident. The nurse working and review of physician visit notes for those
ovemnight who sent the resident to the hospital at residents receiving Coumadin at each visit
0300 on 2/14/19 also did not alert the Director of The audits will be conducted by the DON or
Nursing; who had instructed staff to nolify them of designee.
any transfers to the hospital even at night. i1. The results of the audits will be reported to
_ _ the QAA committee. After 3 months the
:;J?Evﬁae:ﬂefg:'al?;f; g:ﬁef?ggﬁ:anr%nugsgfw;: not committee will determine fiirther frequency
. medication and reporting bleeding to the . 9_1 e m.ud:ts. .
ohysician. 12. Corrective action was completed on
) 27119.
. Per review of this recard, and multiple interviews, - _
there was a facility multi-systen failure to prevent Flpo Poc azcepted Ylylig Keenpospu| P
medical neglect of Rasident #1, and there was
sericus harm as a result. See citations at F580,
F656, F658, F711, F756, and F757 for more
detail and confirmations.
F 656 Develop/implement Comprehensive Care Plan F 656
ss=) CFR(s): 483.21(b)(1)
§483.21(by Comprehensive Care Plans
§483.21(b)({1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483 10(c)(2) and

FORM GMS.2567(02-88) Previous Versicns Obsoiete

Event 10 UMZT
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F 856 Continued From page 6 FGos
§483.10(c)(3), that includes measurable 636
objectives and timeframes to meet a resident’s 1. Resident #1 was discharged home with
medical, nursing, and menial and psychosacial hospice care and passed away.
needs that are identified in the comprehensive iR P i AV, i pa { S S fo
assessmenl. The comprehensive care plan must 2. Residenls with cars pian interventions. or
describe the following - medication monitoring have the potential to
(1) The services that are to be furnished to attain be affected by the alleged deficient practice.
or maintain the resident's highest praclicable 4. Aninitial audit was completed to identify
physical, mental, and psychosocial well-being as . other residents receiving Coumadin. There
required under §483.24, §483.25 or §483.40; and is currently one resident residing in the
(i) Any services that would otherwise bg requircd facility that receives Coumadin.
under §483.24, §483.25 or §483.40 bul are nat 4. The Coumadin Management Protocol has
provided due to the resident’s exercise of rights ’ e e o At5 daf £k saii lab
under §483 10, including the right to refuse ert revised to iticlude stop dafes witen labs
reatment under §483.10(c)(6). are due and directs nursing to receive new
{iii) -Any_s'pe'cialize’d services or specialized orders before administering another dose of
rehabilitative services the nursing facility widl Coumadin, -
provide as a result of PASARR 5. A“Coumadin Alert” sheet has been created
recqmmenda!éqns_.__ ifa fag:iiity -digag{ees “f""h the and placed-in front of the MAR that
findings of the PASARR, it """UiS‘ indicate its identifies potential.adverse effects that
railnﬂale i he resrdgnt = ”_‘E‘F’A ca_l record require immediate notification to the
(v)In consultation with the resident and the hvsician
resident's representative(s)- . d) i Y - e
(A) The resident's goals for admission and 6. Education will be provided to licensed
desired outcomes. nitrses regarding care plan interventions to
(B) The resident's preference and potential for address potential adverse effects and lab
future discharge. Faciliies must document monitoring related to the use Coumadin.
whether the resident’s desire to retuim to the 7. Audits will be conducted 3x weekly for a
community u:;as assessed anq an\; referraivs:lo minimum of 3 menths by the DON or
locai_ conlact agencies andlor other appropriale designee to monitor effectiveness of the {
entities, for this purpose. lan. Audits will include review of nursin
(C) Discharge plans in the comprehensive care e ] : : ITsHE
olan. as appropriate. in accordance with ine notes to identify potent;al adverse effecls, |
requirements set forth in paragraph (¢} of this lab> results, and new orders received.
sechicn.
This REQUIREMENT is not met as evidenced
by.

Based on record review and stafl interview, the
tacility (ailed lo ensure thal the care plan
SRS 256 FI02-98) Previnus Varsions Qusdlew £ -wa.w oy it ding Irp 2vaad 1 sonbnuation shees Page 7 of 19
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mterdver;hons were lr:;{ple_rgen‘t?g ft:)lrE 1 :‘jﬁ g 8. The results of the audits will be reported to
::é: u::; | L i the QAA committee and-after 3 months the
s commiltee will determine further frequency
Per record review, Resident #1 was admitled to . of the-audits tobe catiducted,
the facility on 1/3/19 from an acute care hospital 7. Corrective action to be completed by

after surgical insertion of a Cardiac Pacemaker
The resident Had been living alone in their own
apartrent, and it was hisiher wish lo go back
there after rehab. The resident had beern on a
long-term therapy. of the anticoagulant medication
Warfarin for Alriat Fibnillation (A-Fib), and was
admitted with arders for 1 mg. daily 6 days per
weeak, with 2 mg. dose to be given on M:lindays.

The plan of care included the use of
anticoagulant medication and listed:
Problem/Need related to: New Pacemaker, A-Fib,
resulting in Risk of bleeding;

Goal listed relatad to the care plan area was: Will
be free of bleeding;

The following interventions in (his cara plan were
listed,

Provide anticeagulan! therapy per physician
order,

Monitor {or druising,

If blegding noted, contact physician and foilow
first aide measures o stop bleeding,

Monitor and report Iab resuits lo physician,

Avoid bumping and handle genlly when hands on
care provided,

Momtor blood pressure every shift

PronlemiNeed related to: New Pacemaker, A-f g,
resuting in Risk of bleeding;

Goat listed related to the care plan area was
be fiee of bieeding

Per review of the resident’s racord, the
apprepriale 1ab monitoring was not completed

Yl
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F 656 Continued From page 8 F 55
since 1/4/19, and the physician was nol notified
when bleeding was noted by nursing on 2/13/19
Per interview on 3126119, the Director of Nursing
confirmed that the plan of care was not
implemented as wirilten.

The resident was seen by the physician at the
facility on 1/4/19 for the new admission, and
ordered therapautic clotting times testing
{PTANR) by blood draw sent out to the lab on
114119, Per review of the record, the rasident’s lab
results were not sent ta the facility or the
attending physician. There was no evidence of
any physician orders for further monitoring of
PT/INR. Nursing did not monitor (ab results as
directed by the plan of care, so did not detect
missing lab tests for a period of almost 6 weeks.
When the resident had bloody stools noted by two
different nurses on day and evening shifls on
2113119, the physician was nol notified of the
change in condition as required by the plan ol
care. The resident was sent to the hospital for
treatment on 2/14/19 which included Vitamin K
and 3 units of blood transfused The resident
returned to the facility on comfort care, weant back
1o their apartmerit with Hospice services on
2121/19, and died there on 2/25/19 ,
F 6858 Services Provided Meet Protessional Standards - 548
55=3 CFR({s); 483.21(b}{3){i)
F &38
§483.21(b}(3) Comprehensive Care Plans
The services provided or arranged by the faciiity i, Resident #1 was discharged home with
as oullined by the comprehensive care plan, hospice care and passed away.
must- ) 2. Residents receiving anticoagulalion therapy
{i} Megt prolessional standards of quality. with Coumnadin have the potential o be
:;;ho REQUIREMENT is not met as svidencad affected by the alleged deficient practice,
Based on record review and stalf interview, the

PR LG 2RATE8R) Privious Yersons Obsolete Event 10 GMZT kasty ) ATEEAR il continuation sheet Page 9 ol 18
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F 658 Continued From page 9 F BES 1. An initial audit was completed to identify
facility failed to provide services that meet other residents in the facility that recetve
orofessional standards of quality regarding Coumadin. .
nursing praclice for a resident on anlicoagu lant 4. The Coumadin Management Protocol was

therapy for 1 of 3 residents reviewed (Resident
#1}), Findings include:

Per record réview, Resident #1 was admitted to
the facility on 1/3/18 from an acute care hospital
after surgical insertion of a Cardiac Pacemaker.
The resident had been on a long-term therapy of
the anticoagulant medication Warfatin for Atnal
Fibrillation (A-Fib), and was admitted with orders
for 1 mg. daily 6 days per week, with 2 mg. dose
to be given on Mondays. The resident was seen
by the physician at the facility on 1/4/18 for the
new admission, and ordered therapeutic clolting
limes testing (PT/NR) by blood draw sent out to
the lab an 1/419. Per review of the record. the
resident’s lab results were not sent Lo the facility
or the attending physician.

The Warfarin was administered daily to the

resident for nearly 6 weeks, and nursing staff
P failed to identify that there was no PT/INR resulis
on file and no orders for labs 1o monitor the
PTANR level, which is typically monitored at the
very least on a rmonthly basis. Nursing staff did
rit ensure a prompt response to the resident
having bloody stovls by failing to call the
physician to report the change in condition,
resulting in a delay of treatment

Per review of thenurse progress notes, the nuse
warking the day shifi on 2/13/19 wrote that the
resident had "large incontinent BM [bowel
movement] in bed which was dark red with blood
clols”  Per interview on 3126119 51 11°05 AM, the
nurse stated that they had passed the mnformiaton
1o the oncaming nurse at change of shifl, and

Y.

COTIRS RS 50 112.99) Prranys Veions Otsateln

Eyean 1 NI I it

"i

6.

revised to include a stop date for Coumadin
when there are labs due pending further
orders from the physician. The protocol also
determines frequency at which the labs are
to be drawn.

A “Coumadin Alert” sheet was created that
identifies potential adverse effects and
directs the nurse to immediately notify the
physician if any of these symploms are
present. The alert sheet is placed in the front
of the MAR as well as in the front of the
physician order section of the medical
record.

The facility has adopted the Interact 4.0
Change in Condition guidelines and the
onidelines have been approved by the
Medical Director.

Education has been provided to licensed
nurses regarding the Coumadin
Management Protocol, the Alert sheet, and
the Change in Condition guidelines. Any
nurse that has not received the education is
not permitted to work.

Audits will be conducted. by the DON or
designee to monitor effectiveness of the
plan. The audits will include review of
nursing notes for all residents 3x weekly for
4 minimum of 3 months as well as review of
labs and new physician orders for residents
receiving Coumadin.

I
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F 654 Continued From page 10
thought that they had tald the nurse supenvisor,
but had not called the physician regarding this
finding.

Per review of the evening nurse shift note on
2/13119. the nurse wrote "Res. had lg. bloody
stool prior to returning to bed”. Per interview on
3726119 at 2:20 PM, the nurse stated that they
had not called the physician regarding the
bleeding.

per review of the record, the resident was sent o
Ihe Emergency Room at approximately 3:00 AM
on 2/14/19 due to bleeding from the recturn and
lethargic state. The resident was.diagnosed with
a Gi {Gastr_c‘;-in_lesﬁnaj); bleed, and had a critically
high PTANR at the hospital which indicates a very
high risk of an abnormal bleeding gvenl, The
resident required Vitamin K therapy and a
transfusion of 3 units of blood to be stabilized with
adequate clotting ability. The resident returned o
the facility on 2/14/19 with comfort care orders,
went home with family on 2/21/19 with a Hospice
referral, and died at fidme on 2/25/19.

Heference for nursing care of a patient on

anticoagulant therapy. Lippincoll Manual of

Nuising Pragtice {Bih ed.} Wolters Kluwer

Health/ Lippincott Williams & Wilking, pg

432-433,

Physician Visils - Review Care/Notes/Ordec F
CFRIs): 4B3.30(b){13-(3)

71

55=

§423.30(b) Physician Visits
Tne physician must-

§453 30(b)(1) Review the resident's total program
of care, incloding medications and ieeatments, at

SR SR FEGA 248 Pravious Versians OBsoiets Fuent M) UKIZO
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The results of the audit will be reported to
the QAA commiltee and after 3 months the
cominittee will determine further frequency
of the audits.

Corrective action was completed on
327/19.

FirSY foc accephed 119 e Cangos Pl | Pt

1.

I, Resident #1 was discharged home with
hospice car¢ and passed away.

Residents receiving care in the facility
requiring lab raonitoring related to
Coumadin therapy have the potential to be
altected by the alleged deficient practice.
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each visit required by paragraph (c) of this
seclion,

5483 30(b)(2) Write, sign, and date progress
noles at each visil; and

§483.30(b)(3) Sign and date all orders with the
exception of influenza and pneumococcal
vaccines, which may be administered per
physician-approved facility policy after an
assessment for contraindications.

This REQUIREMENT is not met as evidenced
by

Based on record review and staff interview, the
physician failed to ensure that the onsite review of
the resident's total program of care included
necessary lab testing and medication
adjustments for 1 of 3 residents reviewed
(Resident #1). Findings include.

Per record review, Resident #1 was admitted lo
ihe facility on 1/3/19 from an acule care hospital
after surgical insertion of a Cardiac Pacemaker.
The resident had beefn an a long -lerm therapy of
the anlicoagulant medication Warfarin for Atrial
Fibrillation (A-Fib), and was adrmitied wilh orders
far 1 mg. daily 6 days per week, with 2 mg. dose
0 be given on Mondays, The resident was seen
by the physician at the (acility on 1/4/19 for the
new admission, and ordered therdpeulic clotting
imes testing (PT/INR) by blood draw sent out {0
{he lab an 174/18. Per review of the record, the
resident's 1ab results wera not sent to the facilily
or the attending physician There was no
avidence that the physician had reviewed the
results 10 make possible adjusiments (¢ the
WwWarfarin dosage The resident was sgen at the
tiy by the same physician on 111719,

(32 00 Previaus Weraons Qosaizle

fvem H UszCn

with the Medical Director to ensure
understanding of atl components. The
Medical Director will share this regulatory
requirenient with other physicians that
practice at the facility.

4, The Medical Directoris aware of the

findings related to this deficiency and has

provided education to the practicing
physicians regarding the requirement to
include review of medications and
monitoring in the .physicihn vigit notes.

The Coumadin Management Protocol has

been revised and approved by the Medical

Director and the other practicing physicians.

6. An audit will be conducted by the DON or
designee 3x weekly fora minimum of k
inonths to monitor effectiveness of the plan.
The audits will include review of pbysician
progress notes to ensure compliance is met.
The results of the audits will be reviewed
with the Medical Director at each visit.

7. The resulis of the audits will be reported to
the QAA committee. After 3 months the
committee will detcrmine further frequerncy
of the audits.

8. Corrective action for the education was
completed on 3/29/2019

9. Cortective aclion for the review of F711]
will be campleted by 4/4/19.

i
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F 711 Continued From page 12
discussing the resident's general status, as wall
as family plan © have the resident discharge 1o
home with their support, and that the Pacemaker
was working well. There was no mention of the
\Warfarin therapy or necessary lab monitoring
aszocialed with use,

On 2/1/19. this same attending physician made a
facilily visit to the cesident, commenting that the
resident was not feeling well, and thal their
appetite was poor. The MD uestioned & Urinary
Tract Infection (UT1), and ordered a urinalysis.
There was no mantion in the visit notes regarding
the Warfarin Therapy or associated lab testing.

On 2/7/19, a different attending physician from
the same medical practice niade a visit to the
resident. The physician noted that the resident
had blisters on both heels presumably from their
feotweat and refusipg to remove them The MD
also noted that there was a prebable UT! but that
the lab resulls had not returned from the
urinalysis. Again there was no mention of the
Warfarin use, PTANR testing, and possible
adjustment made to the Warfarin based on the
resulls.

The resident was sent to the hospital emergently
on 2114119 with ‘Gastro- Intestinal bieeding,
where they received Vitamin K Prodin and 3
Units of blood transfused, and sent back to the

Mirecter who saw them at the Emergency
Uepanment The resident was discharged o
home on 2021710 with a Hospice referral. and

1 also an gltending physician in the same praclice
i 25 the grevious physicians, and in a note wniten
on 2/16/19, stated to the family that the

SRR CEAG SR 02569 Hrayigus Vefswny Onsoleie

iaciidy with Comfort Care orders fram the Medical

dizd 2t home on 212519, The Medical Director 1S
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anlicoagqulation therapy is usually strictly
monitored but was not doene.

Per review of the other residents (one current and
one discharged to home) at the facility taking
Warfarin, the lab testing inlervals were ordered
belween 1-3 weeks aparl depending on the
PTIANR results, Resident #1 had not been tested
since 1/4119, a time period of almost 6 weeks.
prior to the Gl bieed identified on 2/13/19.

Pet interview on 3/127/19 at 8:40 AM, the
consultant Pharmacist confirmed that the lengest
gap recommended for a very stable recipient of
Warfarin would be 4 weeks at the lengest, bul is
usually done 1 -3 weeks apart per the resulls of
the lab reports and MO decision of when io test
again next. Per interview on 3/25/19, the Director
of Nursing confirmed that the resident had nal
had a PT/INR ordered since 1/4/19.

Drug Regimen Review, Report Irreguiar, Act On
CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(¢) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
musl be reviewed at feast once a month by
iicensad pharmacist,

5483 45(c)(2) This review must include a review
of the resident's medical chari,

§4832.45(c){4) The pharmacist must report any
wregularities 1o the altending physician and the
faciity's rmedical director and director of nursing,
znd these repoits must be acled upon

1) reqularities include, but are not limited to, any
drug that meets the criteria set forth in paragraph
{ch1 of thhs section for an unnecessary drug.

F 756
F 756

[, Resident #1 was discharged home with

hospice care and passed away.

Residents receiving médication in the

facility have the potential to be affected by

the alleged deficient practice.

3. The consultant Pharmacist has reviewed and
is aware of the requirement to review lab
values, possible medication interactions and
adverse effects in the medication regimen.

4. The consultant Pharmacist bas committed Lo
including in the recommendations review of
the use of Coumadin regardless of
irregularities found.

-
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756 Continued From page 14 F 756 3. Recommendations will be reviewed
(i) Amy |r_rerg.ui:.arsues-naled by the pharmacist between the consultant Pharmacist and tl‘ie
duning this review must be documented on a - DON with cach Pharmacist visit 1o manitoy

separate; wnllen report that is sent lo the
attending physician and the facility's medical
director and director of nursing and lists, ata

effectiveness of the plan for a minimum of
3 months, i

minimum, the resident's name, the relevant drug, 6. The results of‘;lh_is ng.vrew’w,xli be r,ep?rtcd to
and the irregularity the pharmacist identified. the QAA committee and after 3 months the
(i) Tha allending physician must document in the committee will determine further frequency
resident's medical record that the identified of the reviews.
irregularity has been reviewed and what, if any, - 7. Corrective action was completed on
action has been laken to address it |f there is to 172772019
be no change in the medication, the attending |

hysician should document his or her rationale in . -
fhev resident’s medical record. FlIst ol acephed lui K“"fmmfm

§483.45(¢)(5) The facility must develop and
maintain policies and procedures far the monthiy
drug regimen review that include, but are not
limited to, time frames for the different steps in
the process and steps the pharmacist must take
when he ot she idenlifies an irregularity that
requires urgent action to protect the resident
This REQUIREMENT is not mel as evidenced
Ly

Based on record revigw and interview, the
Licensed Pharmacist Tailed to ensure that an
irreqularity was identified and reported te the
Facility for 1 of 3 reswents reviewed (Resident #1)
Findings include:

i1er racord review, Resident #1 was admitted to
the faciity on 173119 from an acute care hospital
after surgical insertion of a Cardiac Pacemaker.
he resident had been on a long -term therapy of
the anlicoagulant medication Warfarin for Atna
Fitilation (A-Fib), and was admitied wilh arders
for 1 mig. daily 6 days per week, with 2 mg. dose
10 be given on Mondays The resident was seen

FOTING (AN 2t i03 68) Prawcus Versions Blbsolele Fyzm 4D UM bty AT A7H%ES _ it conunupton sheel Page 15 af 19,
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ny the physician at the facility on 1/4/19 {or the
new adrmission, and'was ordered therapeutic
ciotting timas testing (PT/INR) by blood draw sent
out to the lab on 114/19. Pet review of the record,
ihe resident’s tab restilts were not seni to the
facility or the attending physician. There was no
svidence that the physician had reviewed the
resulls to make possible adjustments to the
Warfarin dosage. The faellity did nat monitor lab
results to detect missing lab tests for almaost 6
weeks, When the resident had bloody stools
noted by two different nurses on day and evening
shifts on 2/13/19, the physician was not notified of
the change in condition, The resident was sent (o
the hospital for treatment for a crilically high
PT/INR. which included Vitamin K and 3 units of
blood transfused. The resident returned to the
facility on comfort care, went back ta their
apartment with Hospice services on 2/21/19, and
died there on 2/25/19.

Per the Consultant Pharmacist report made ‘on
112919, there were no irregularities noted,
despite the fact that there were no resuits of fab
monitaring requiréd for the safé ‘and therapeutic
use of Wartarin since the resident’s admissiorn.
Tha consultani Pharaiacist also did a review on
2114714, and also had no recommendations or
noled any iregularités in the resigent’s
rnedation review,

Perinterview on 3/27/19 at 8:40 AM, the
consuiiant Pharmacist confirmed that pait of the
required monthiy consult s to review 1ab vaiues,
pussibble medication interactions and adverse
Hiants in the maedication regime The Pharmacist
red that they had not addressed tha lack of
toshing and monitonng of the therapeutic
ievels of the anticoagulant 1n the monthily review
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F 757 Drug Regirmen is Free from Unnecessary Drugs ¥ 757
g5=) CFR{s) 483.45(d)}{1)-(6)
F 757
§483.45(d) Unnecessary Drugs-General,
Each resident’s drug regimen raust. be rre‘e“from 1. Résident ¥1 was discharged home with
unnecessary drugs. An unnecessary drug is any hospice care and passed away,
drug when used- 2. Residents receiving medication in the
' ] -5 fa .I. h o, | = . . P
§48345(d)(1) In excessive dose (including o ‘tyft a:hm,’“"esﬁm(’“fm”f‘g fitddb
duplicate drug therapy); or alues for therapeutic ranges have the
potential to be affected by the alleged
§483.45(d)(2) For excessive duration;, or deficient practice. }
_ B 3. The consultant Pharmacist has reviewed and
§483.45(d)(3) Without adequate monitoring; or is aware of the requirement to review lab
- P L X4 PoRhiiel nn ) values, possible medication interactions,
§483.45(d){4) Without adequale indicalions forits and adverse effects in the-medication

use; or :
SE TeEImeEn.

4. Recommendations will be reviewed

§483.45(d){5) In the presence of adverse "
5 (d)(9) P between the consullant Pharmiacist and the

consequences which indicate the dose should be

reduced or discontinued: or DON with each Pharmacist visit to monitot
effectiveness of the plan for a mintmum of

£483 45({d)(6) Any combinations of the reasons 3 months.

stated in paragraphs (d)(1) through (5) of this 5. The resulls of the reviews will be reported

sgction. , - N (0 the QAA commiltee and after 3 months

Thiis REQUIREMENT is not met as evidenced

the commiitee will determine further review
frequency.
6. Corrective action was completed on

by:
Basad on record review and staff interview, the
facility faited to ensure that residenis were free

from unnecessary drugs for 1 of 3 residents 32719

reviewed (Resident #1), who did nol have )

adequate monitoring of 1ab values to ensure F45%7 poc a,_ch,hd Yfyfia Kcaupor ru [ Pra_
medicatons were in therapeulic ranges Findings

include

Per record review, Resigent #1 was admitied 1o
the faciity on 1/3/16 from an acute care hospital
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after surgical insertion of a Cardiac Pacemaker,
and was admitted on a long -term therapy of the
anticoagulant medication Warfarin for Atrial
Fibrillation (A-Fib). The Resident was admitted
with orders for Warfarin 1 mg. daily 6 days per
week, with 2 mg. dose to be given on Mondays.
The resident was seen by the physician at the
facility on 1/4/19 for the new admission, and
ordered therapeutic clotting times testing
(PT/INR) by blood draw sent out to the lab on
1/4/19. Per review of the record, the resident's lab
results were not sent to the facility or the
attending physician. There was no evidence that
the physician had reviewed the results to make
possible adjustments to the Warfarin dosage.

Per the Consultant Pharmacist report made on
1/29/19, there were no irregularities noted,
despite the fact that there were no results of lab
monitoring required for the safe and therapeutic
use of Warfarin since the resident's admission.
The consultant Pharmacist also did a review on
2/14/19, and also had no recommendations or
noted any irregularities in the resident's
medication review. The resident had not received
the necessary lab monitoring for close to 6
weeks, and ended up being sent to the hospital
on 2/14/19 with Gastro-Intestinal bleeding that
required 3 units of blood transfused and Vitamin
K therapy. The resident was put on comfort care
at that time, and returned to the facility on
2/14/19. Resident #1 was discharged to home

- with family on 2/21/19 with a Hospice referral, and
died at home on 2/25/19.

Per interview on 3/27/19 at 8:40 AM, the
consultant Pharmacist confirmed that part of the
required monthly consult is to review lab values,
possible medication interactions, and adverse
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effects in the medication regime. The Pharmacist |
confirmed that they had not addressed the lack of
lab testing and monitoring of the therapeutic

levels of the anticoagulant in the monthly review
report.
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