Office of lnspector General

PRINTED
FORM

051292018
APPROVED

STATEMEMT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/CLIA {X2) MULTIR {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
R-C
100020 GBI 05/09/2019
NALE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY,
850 RIVERVIEW AVEN
SOUTHEASTERN KY MEDICAL CENTER
PINEVILLE, KY 40977
1X4) 10 SUMMARY STATEMENT OF DEFICIENCIES [ = = i (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD BE COMALETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY)
{E 000} Initial Comments {E 000}
An on-site revisit and complaint investigation
(KY29611) was conducled on 05/07-09/19. The
complaint was substantiated. The facility The governing board net 5/30/19, appointing a Vice 611/19
continued to be out of compliance with tags Chainnan, The current chairman of the board and
E0041 and E2340, and additional deficient pywher of Southeastern KY Medical Center will no
practice was identified at EQ020, E0330, E0810, longer have authority or voling ability r't day to day
and E2920. operattens of the facility.  The ownerichuirman will
'unh be involved for the sale or liquidation o assels,
. . ' A new entity was engaged twe weeks ago for the
E 020 902 KAR 20:016 3(1-2) Section 3. Administration E 020 transter of ownership of the assets, inchiding the
and Operalion {CON, license, and other assets within the Tacility. A
‘change ol ownership is expected o be finalized hy
{1) Governing authority licensee. carly next week, {(See attached board minutes)
{2) The hospital shall have a recognized :} ‘.!U_-dn_v_budgul wis des clu_pt:d to retleet how the 61519
governing authority that has overall responsi-bility 1""“"'?; “';” meet the “::dl“_[')“r °""',[;““’““[ e d
; pavroll, pharmacy needs, 1D provider coverage, an
fo; 1. The management and operation ofthe supplies. {See atiuched budget). An understanding
- ' with the LD provider vendor, pharniaey vendor, EMR
hospital; and ) vendor, and supply vendor has been esiblished 1o
2. Compliance with federal, state, and focal continue a relationship with the facility with the
law pertaining to its aperation. involvement of a new entity along with the
impending transfer of ownership nest week, The
This requirement Is nol met as evidenced by: lacility is purchasing supplics without interruption. A
Based on inlerview, record review, and review of coopy of the phanmacy transaction is attached showing
Gaverning Bady Meeling Minutes, facility audits, the facility's ability Lo order medicaiions from the
Daily Operaling Budgat, and the Plans of .phur!nucy vcmluf. 'o show. no lapse in coverage for
Correction the facility submitted for the Statement T\I:.LII(IIL:?’I:I::I'I-:II:.(:.‘I:(:‘;;lg:;,lllli!: ':I‘H:m;}l‘trig‘u:J; .
" . . £l ¢ 11 L1 4
Y Deﬁmenc,es LElCs 0“30,.1.9 anq LAl will cantinue with ED cu\:cralgt:. There has been no in
was deltermmed !hal the facility falled to ensure interruption of Emergency Department coverage sce
the Chief Executive Officer (CEQ) was Tmergency Department provider schedule and vendor
responsible far managing the hospital budget and contoct information if verilication is needed.
implementing the Plan of Correction. On Paymem plan will be in place with all lub vendors
01430119, Immediate Jeopardy was identified at which will give the faeility the ability 10 order
the facility. The facility submitied a Plan of supplies needed 1o perform in-house 1es,6/1 1/19
Correction (POC) and alleged compliance.
However, a revisit on 03/12/19 revealed
non-compliance wilh the Conditions of
Participation (COP) at Governing Body, Quality
Assessment and Performance Improvement, and
Nursing Serwces continued. The facility
LABORATORY Dtﬁs%gg)kﬁmemsup IERREPRESENTATIE'S SIGNATURE TTLE XE) DATE
1
empnl T CED  Z-27-19
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submitted a second Plan of Correction (POC) and
alleged compliance effective 04/14/19. However,
a sacond revisit on G5/09/19 revealed
non-compliance cantinued at the COPs and
Immediate Jeopardy was identified. In addition,
Immediate Jeopardy was identified at the COPs
far Laboratory Services and Infaction Control.

The findings include:

Review of the Chief Executive Officer's (CEQ)
Job Description and Performance Standards,
undated, revealed the CEO/Administrator shall be
the Govemning Board's representative in the
management of the facllity. The CEO shall be
given the necessary autharity and responsibllity to
operate the facility in all its activities and
departments, subject only to such policies as may
be issued by the Govemning Board or by any of iis
committees to which it has delegated power for
such action. The CEO shall act as the duly
authorized representative of the Govemning Board
had not formally designated some other person to
act.

Review of a Statement of Deficiencies dated
01/30/19 revealed Immediate Jeopardy was
identified at the Conditions of Participation (COP)
for Governing Body {CEO and Budget); Patient
Rights; Quality Assurance and Performance
Improvement; Nursing Services; Discharge
Planning; Surgical Services; and Emargency
Department Services, The facility submitted a
Pian of Correction and alleged compliance with
the COPs effective 03/06/18.

However, a revisit conducted on 03/12/18
revealed the facility continued to have
noncompliance with the COPs at Governing
Bady; Quality Assurance and Performance

STATE FORM L NSBG13 if continuation sheal 2 of 47
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Improvement; and Nursing Services.

Review of Board of Directors Meeting Minutes
dated 04/02/19 revealed the board met to discuss
the current "J" {Immediate Jeopardy) tags and the
Corractive Aclion plan submitted on 03/28/19.
Continued review of the Board of Directors
Meeting Minutes revealed the CEO reported that
he was working to amend the budge! to include
repayment of outstanding debt, which Included all
vendor debt and the repayment schedule for tax
liabilities. The CEO requested Board approval for
the addendum to the budget, and the motion
passed unanimously. The meeting minutes also
indicated a Quality Improvement Director had
been hired and the facility was working to improve
Quality Assessment. Quality Meetings ware being
held weekly with a Board member and physician
in attendance. According to the minutes, quality
reports and information that were shared with the
Board had shown improvement. The CNO
reported that daily chart audit lools had been
revised to include detail lo betler capture
medication errars. The minutes stated the CNO
also indicated that in-services and education
were coniinuing with Nursing Staff regarding the
nursing "J" [jaopardy] tags.

Review of the Board of Directors Meeting Minutes
dated 04/11/19 revealed the CEO amended the
facility's budget to include the outstanding debt as
required by the "state" for the comrective action
plan, The Minutes revealed that the CEOQ had
"prepared a repayment schedule for the tax
liabliities and [phammacy vendor].* The meeting
minutes stated a discussion ensued regarding the
current "liabilities and the payroll Issues.” The
owner of the facility stated the pharmacy vendor
“would be paid within six months and the funds
would come from [Americore] and [St. Alexius, a

E 020
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facility in another state}, he indicated the plan
would be to pay the tax liabilities from the RHC
{Rural Health Clinic) Medicaid rate adjustment.
Responding to the payroll issue [the owner)
stated we will work to improve business
operations to ensure payroll is stable,”

The facility submitted a second POC andalleged
compliance effective 04/14/19. However, during
a ravisit on 06/07/19, interviews with staff and
review of medical records, facility policies, audit
tools, and Performance Improvement Minutes
revealed the facility failed to implement the Plan
of Correction and Immediate Jeopardy was
identified again at Governing Body; Quality
Assurance and Performance Improvement; and
Mursing Services, In addition, Immediate
Jeopardy was also identified at Infection Control
and Laboratory Services.

Interview with the CEO on 05/08/19 at 5:30 PM

; revealed he did not have funds to make

payments on cutslanding debt and to fund the
daily operations of the facility. Currently, the CEOQ
staled he could not pay the Emergency
Department physician vendor on 05/10/18 and
there was the possibility that the facility would not
have physician coverage for the ED. Further
interview with the CEQ revealed the facility had
not met payroll for the pay period ending on
04/26/18 and at the time of the interview, he did
not have the funds to meet pay roll on 05/10/19.
The CEO stated the facility still owed the health
insurance vendor, but was attempting to
negotiate a seitlement for continued coverage for
employee health benefits. Continued interview
with the CEO revealed the facility had discussed
the fact that some laboratory supplies could not
be re-purchased and some taboratory services
wera being "out sourced” to another laboratory.

E 020
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The CEQ stated he was aware that the procedure
had resulied in a delay in cbtaining results of
tests, which in tumn delayed treatment for facility
patients.

Continued interview with the CEQ revealed he
could not access any funds for the facility without
approval from the owner of the facliity. The CEO
stated that the owner had applied for & “bridge”
loan to assist with funding the facility; however,
the loan was nol approved and the facility did not
have adequate funds to operale on a day to day

. basis. Further interview with the CEO revealed
. he did not know how the facility planned to
. conlinue to operate withoul funds. According to

the interview with the CEQ, he was not aware that
the facility was not conducting audits as stated in
the facility's Plan of Correction and was not aware
that sudits were not effective in identifying quality
of care [ssues.

Review of Board of Directors Meeting Minutes
(Special Called Conference Call) daled 05/02119
revealed a special meeling was called to discuss
the election of a new board member (Physician
#5}, to inquire whether the Slate Agency had
retumned for a revisit, and to question if the facility
Geriatric Psychiatric Unit had reopened.
Continued review of the minutes revealed another
meeting was set for 05/07/19 at 5:00 PM. Further
review of the minutes revealed no documented
avidence the facility discussed the facilily’s
budget and/or the inability io pay for continued
operation, that payroll could not be met on
04/26/19, or the progress of the facllity's
compliance with the Conditiens of Parficipation,

Post survey interviews wilh the ED contract
vendor on 05/13/19 at 2:55 PM 3:45 PM revealed
the vendor received payment from the facility on

E 020
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05/10/18 and continued fo provide physician
coverage for the facility's ED through the
weekend; however, the vendor sent a letter to the
facility on 05/13/19 suspending physician
coverage of the ED because payment had not
been made.

A post survey interview with CNO on 05/13/19 at
3:15 PM revealed the facllity did not have the
funds to meet payroll again on 05/10/19, resulting
in staff not being paid for one month.

A post survey interview with the Pharmacy supply
vendor on 05/14/19 at 11:25 AM revealed the
facliity currently had an oulstanding debt of
$481,754.86 In the "pharma" account and
$23,335.79 in the "madical” account, The
Pharmacy Supply Vendor stated the facility's
account was evaluated on the 20ih of every
month te review payments made on the account
and to determine if the Pharmacy Supply Vendor
would continue to supply the faciiity with
medications/supplies. Continued interview with
the pharmacy vendor revealed the facility's
"account is now flagged for a hold® - meaning
[they] "will not be accepling any more orders from
[the facility] nor shipping product to them.”
Further Interview revealed the vendor had "shut
them" off briefly a few times in the past until
payments were made. The Pharmacy Vendor
stated the facility had “set up paymenls with [the
vendos] for the 20th of each month which have
stopped as well as a pre-payment option, which
[had] also not worked.”

802 KAR 20:018 3{2)(a)2 Section 3. {E 041}
Administration and Operation

{2) Administrator.
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Completion of the CHOW is pending. Afier 6/11119
{E041)| Continued From page & €t} cam;’letion of the lransaction}:: new %ospilal
dministrator will be appointed to oversee the daily
(a) The administrator shall: perations and implementation of the plan of
orrection as welf as ensure that quality of care is
aintained.
2. Be responsible for the management of the hospital wide policy implemnentation was approved| 6&/11/19
hospitak; ay 30™, 2019 from QAPI Council {see attached
olicy) which will ensure appropriate action is taken
This requirement is not met as evidenced by: hen policy violation occurs. Sent to MEC and
Based on interview, review of the facillty's Budget oveming Board for approval. Education of staff
policy, review of the facility’s vendor balances, ill occur with each violation, with documentation
review of Statements of Deficiencies (SOD) vailable to support the identified occurrence as
issued to the facllity and the facility's quired.
corresponding Plans of Correction (POC), it was e owner of Southeastern KY Medical Center has 6/11119
determined the facility failed to ensure an annual :;rlli;“(‘:::g uf;zhmn:lt::td:gc?u?:z m??im:
operating budget was prepared according to vern'ing Board as a voting member). The owner’s
generally accepted accounting principles. input to the board is only regarding assets and
Deficient practice was identified at the facllity on iquidation of the facility. A Vice Chairman of the
01/30/19 related to the facility's failure to develop ard was appointed 5/29/19 (see board minutes
& budget. A revisit conducted on 03/42/19 ttached).
revealed non-compliance continued related tothe
facility's failure to ensura the budget was
prepared in accordance with generally accepted
accounting principles. The facility submitted a
second POC and alleged compliance with the
Caondition of Participation effective 04/14/19.
However, non-compliance was detemmined lo
continue. Even though the facility revised the
budget to include payment toward outstanding
dabt, review of the budget and an inlerview with
the CEO revealed the facliity did not have the
funds to cover outstanding debt and day to day
operation. Review of the facility's Vendor
Balances revealed the facility owed vendors
$4,762,937.88; subsaquently, the vendor that
provided physicians for the Emergency
Department and the vendor who provided
pharmaceutical supplies terminated their
caontracis with the facility. In addition, the facility
had an outslanding 1ax debt of $1,189,274.97 and
did not meet employee payroll on 04/26/19 or
05/10/19 due to the unavailability of funds.
STATE FORM oo
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The findings include:

Review of the facility's policy, “Strategic Plan,
Operating Budget, and Three (3) Year Capital
Expense Budget,” dated February 2019, revealed
the Hospital Administration would initiate,
develop, and complete an annual strategic plan,
operation budget, and ihree-year capital expense
budget that would be forwarded 1o the Medical
Executive Commitlee and Board of Directors for
approval.

Review of a Statement of Deficiencies {SOD)
dated 01/30/19 revealed immediate Jeopardy
was identified at the Goveming Body Condition of
Participation because the facility failed to havean
overall institutional plan with an annual operating
budget that included all anticipaled income and
expenses, and contained capital expenditures for
a three-year period. Further review of the SOD
revealed observations and interviews with staff
revealed the facility failed to have adequate
supplies, equipment, or medications to
adequately care for patients dua to budgetary
constrainis and the facllity's Inability to obtain
cash flow to purchase neaded items. The
01/30/19 SOD revealed the facility owed their
supplying pharmacy approximately one-half
milfion dollars, and their electronic medical
records vendor approximately six hundrad
thousand dollars, and all vendors supplying the
facility were refusing to provide services and
goods without prepayment payments, The facility
submitted a Plan of Comection and alleged
effective 03/06/19 the facility would be back in
compliance.

However, review of a SOD dated 03/12118
revealed the facility failed to achieve compliance

{E 041}

anagement has agreed upon financial

eimbursement to satisfy the coverage required 1o
rovide uninterrupted service. (see attached)

The health insurance vendor is current, and

receipt of payments for May 2019,

Attached is an ED Physician Schedule which reflects
o lapse of coverage has occurred at any time in our
D. The ED Physician vendor and the Facility

ayment plan will be in place with all lab vendors
which will give the facility the ability 1o order
lsupplies necded to perform in-house test if needed.

mployees have continued coverage (sec attached

611119

6/11/19

6/1119
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effective 03/06/19 and non-compliance continued
due to the facility's fallure to ensure the annual
operating budget was prepared according to
generally accepted accounting principles. Review
of the facility's budget revealed the facility failed
to ensure the budget Included repayment of
outstanding debt and failed to fully disclose the
hospital's monetary situation. The facility failed to
pay employee taxes (faderal, state, and city) for
the 4th quarter of 2018; employee taxes for
February 2018; and owed $377,000 to the
Pharmacy Supplier. Howaver, the facility failed to
include the debt in their budget. Further, as of
0312189, funds were not available to meet payroll
due on 03/15/19. [n addition, the budget included
revenue ($99,000 per month from January
through June 2019) for income that will not be
received until November 2019 {the next fiscal
year). The facility submitted a Plan of Corraction
in response to the SOD and alleged the facility
would be in compliance with a correction date of
04/14/19, The facility's POC stated, "The budget
was approved by the Governing Board on
02/268/19. An addendum will be added to include
repayment of outstanding debt, which includes all
vendor debt and the repayment schedule for tax
llabilities. The Board has approved agreements
with taxing authorities to ensure liabilities are met,
see board minutes."

Review of the "Operating Budget" for the period
ending 06/30/19, “as a Preliminary Draft as of
813/18", revealed the facility revised the budget to
include $200,000-$300,000 each month for the
"Provigion for Bad Debt" as sialed in the facility's
POC. In addition, the facility's budget revealed
allowances were made for salarles and wages,
employee benefils, physician fees, and supplies.
However, according to the budget, the facility had
“Net Operating" loss each month from July

STATE FORM
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2018 through April 2019 that ranged from
$13,495 in April 2019 to $435,277 in July 2018.

Review of the "Vendor Balances" spreadsheet
dated 05/07/19 revealad the facility had
outstanding balances to the pharmacy vendor in
the amount of $469,564.15 for one account, a
second account in the amount of $27,584.54, a
third account in the amount of $18,428.40, and a
fourth account in the amount of $97,444.81;
Kentucky Unemployment insurance Fund in the
amount of $9,474.83, and a second account in
the amount of $328,442.58; Electronic Medica!
Record Vendor in the amount of $785,850.01;
Laboratory Corp of America in the amount of
$51,612.75, Baxter Heallh Care (a medical and
pharmaceutical vendor for intravenous
medication supplies} in the amount of
$41,758.90; Kentucky State Treasurer in the
amount of $859,837.17, and a second account in
amount of $109,015.50; Omnicell (medication
vendor) Inc. in the amount of $174,181.51; the
Emergency Depariment (ED) physician group in
amount of $85,108.67; and Medius Radiology
Services in the amount of $28,600.00. Further
review of the vendor balance sheet revealed the
total balance owed to all vendors was
$4,762,937.88.

Review of the Gross Wages and Tax Liability for
fiscal year 2019 reveated the facility had not paid
faderal taxes for fourth quarter of 2018 and had
an outstanding debt of $358,706.79, and had an
outstanding debt of $401,738.14 for federal {axes
for the first quarter of 2019, for a lolal debt of
$933,052. Continued review revealed the facility
owed Tolal Withholding Taxes in the amount of
$1,169,274.97.

Interview with the Chief Executive Officer (CEO)

{E 041}
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Conlinued From page 10

on 05/08/19 at 5:20 and 5:50 PM revealed he had
been making minimum payments on the tax
liabilities debt; however, when he paid the tax
debt, he could not conlinue fo pay a $5,000 per
day debt lo the vendor who staffed the facility's
Emergency Depariment with physicians, The

, CEOQ stated if he could not pay the Emergency

Department physician vendor $30,000 by the
close of business on 05/10/19, the vendor would
not provide a physician for the facllity's €D
beginning at 7:00 PM on 05/10/19.

Further interview with the CEQ revaaled the
facility had not met payroll for the pay period
ending on 04/26/18 and at the time of the
interview, he did not have the funds to maet pay
roll on 05/10/19. The CEO also stated even
though the facility had taken money from
employees' wages to pay for health benefits, the
facility employees had no health benefits for the
months of November and December 2018
because the facility had not paid the health
insurance company for the employees’ premiums.
The CEO stated the facility still owed the health
insurance vendor, but was attempting to
negotiate e settlement for continued coverage for
employee health benefits. Cantinued interview
with the CEO revealed the facility had discussed
the fact that some laboratory supplies could not
be re-purchased and some laboratory sarvices
were being out sourced to ancther lahoratory
facility. The CEO stated he was aware that the
procedura had resulied in a delay in oblaining
results of tests, which in furn delayed treatment
for facility patients. Further inlesview revealed out
of state taxes for two (2) employees had not been
paid for 2018 and the CEO was assisting those
employses with personal audits due to the
facility’s non-payment of their taxes.
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Further interview with the CEO revealed he did
not have access to any funds for the facility
without approval from the owner of the faciiity.
The CEOQ slated that the owner had applied for a
"bridge" loan to assist with funding the facility;
however, the loan was not approved and the
facllity did not have adequate funds to operate on
a day to day basis. In addition, the CEO stated

. the fzcility had little revenue because for an

unknown reason, the facility had not received any
reimbursements from funding sources for
approximately six weeks, The CEO did not
comment on a plan io raepay the $4,762,937.88
listed on the facility's Vendor Balance
spreadsheet,

Post-survey interviews with the ED contract
vendor on 05/13/19 at 2:55 PM and 3:45 PM
ravealad in order to provide physician coverage
for the facllity's ED, the facility had to pay the
vendor $5,000.00 per day. Fallure to receive
payment would resull in suspension of physician
caverage. The vendor representalive stated the
vendor received a payment from the facility on
05/10/19 (Friday) and the vendor conlinued to
provide physician coverage for the facility's ED
through the weekend; however, the vendor sent a
letter to the {acility on 05/13/19 suspending
physician coverage of the ED due to the facility's
failure to make a $5000.00 payment. Continued
interview revealed physician coverage of the ED
had been suspended in the past on 11/08/18
through 11/07/18 at 11:00 AM, on 11/27/18
through 11/28/18 at 1:00 PM, and on 12/29/18
through 12/31/18 at 12:15 PM,

A post-survey interview with the Chief Nursing
Officer (CNO) on 05/13/19 at 3:15 PM revealed
the facllity planned to continue to provide ED
services, despite being unable to pay the vendor
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for physician coverage. The CNO stated a staff
physician planned to stay at the facility and
provide ED services if a "deal” could not be
worked out with the current vendor, Further
interview with the CNO revealed the facility did
not have the funds to meet payrolt agzin on
05/10/19, resulting in staff not being paid for one
month.

A post-survey interview with the Pharmacy Supply
Vendor on 05/14/19 at 11:25 AM revealed the
facllity had an outstanding debt of $481,754.86 in
one account ("phanma®} and $23,335.79ina
"medical” account. The Pharmacy Supply Vendor
stated lhe facility's account was evaiuated on the
20th of every month to review payments made on
the account and to determine if the Pharmacy
Supply Vendor would continue to supply the
facility with medications/supplies. Continued
interview with the pharmacy vendor revealed the
facility's "account is now flagged for a hold" -
meaning {the vendor] "will not be accepting any
more orders fram [the facility] nor shipping
product to them." Further Interview revealed the
vendor had "shut them"” off briefly a few times in
the past unlil payments were made. The
Pharmacy Vendor stated the facility had "set up
payments with [the vendor] for the 20th of each
month which have stopped as well asa
pre-payment option, which [had] also nol
worked.”

A post-survey interview with the Pharmacy Supply
Vendor on 05/1519 at 4:47 PM revealed the
Pharmacy vendor confirmed the facility “still is on
hold and [the Phammacy Vendor was] not
acceptling any more payment arrangements or
orders al this point."
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A QAPI chart audit tool was developed afier the 6/11/19
A=A US IS DRV S £330 1/30/2019 survey, The lack of measuring indicators
E 330 902 KAR 20:016 3(8){b)1-2 Section 3. E 330 n the original too] utilized did not effectively caplure
/1972019 and a QAPI plan was developed and
implemented at that time, Weekly Pl meetings were
(8) Medical staf. eld. Audits were completed on 4/29/2019,
/30/2019, and 5/02/2019. See the attached e-mail
(b) The medical staff shall be responsible: onfirmation to the OIG for chant audils.
1. Tothe govemning authority for the qualityof n 3/9/2019, a revised tool was implemented to 61119
medical care provided to the patlents; and ccurately capture data for the 24-hour time frame,
2, For the athical and professional practice of its e revised tool was also found to be ineffective
members. ased on the re-survey in May of 2019.
This requirement is not met as evidenced by: ¢ QAP committez met on 5/30/2019 to address thg ¢/ /19
Based on interview, record review, and review of OD from CMS, Based on the findings, a hospilal
ide policy was developed to address issues when
the facility's Statements of Deficiencies and Plans mployees where not following specific policies.
of Cosrection for a survey visits on 01/30/18 and is policy will address issues with nursing
03/12/18, the facility's Quality Improvement Plan, ocumentation, medication administration issues or
and the facility's audits and Performance y other quality of care concerns, A revisien to the
Improvement (Pl) Minutes, it was determined the hart audit tool has been compleled. The new chart
facility failed to conduct audits as required by the udit tool has been improved to be more informative
facility's Quality Improvement Plan and Plan of f the overall documentation and has eliminated the
Correction. Deficient practice related fo the neonsistencies in previous chart audits. Pharmacy
facility's fallure to implement and maintain an LICCTE O e o A e
affective Quality Assurance and Performance ee attached QAPI minutes for the new policy, and
Improvement Program {(QAPI) was identified on harmacy tracking tool.
01/30/18 and 03/12/19. The facility submitted two n 5/30/2019, the Medical Executive Committee met 611119
Plans of Correction and alleged compliance on d discussed the SOD and the CAP in progress. The
04/14/19; however, conlinued nan-compliance mmittee reviewed the QAPI's plan to implement a
was identified related to the facility's failure to ew chart auditing tool and discussed and approved a
menitor the effectiveness of the quality of care ew policy for discipline for all cmployees that do
provided, failed to revise action plans o address ot follow policy. With the implementation of this
quality of care concems that wera identified olicy, Human Resources and Managers will
through the PI program, and failed to ensure ITgcuve:Iy be able to hold employess accountable for
audits were effective in identifying quality of care paitLt
concemns related to Patienis #25 and #27.
The findings include:
Review of the facility's 2019 Quality Improvement
Plan signed 03/05/19 revealed the areas included
STATE FORM e NS6G13 If continuation sheel 14 of 47
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To address and correct the issue of nursing not being | 6/11/19
E 330] Continued From page 14 S ware of urine culture resulls, licensed nursing staff
in the Scope of the program were high risk, high ill review their specific patient's labs each shift and
volume or problem prone processes; infection heck for abnormal or pending lab results. The
controf; restraint and seclusion use; mortality Infection Control Nurse will perform surveillance to
review: blood and blood product use: oraan nsure that the nurse is checking for lab results and
! t: utilizatio - iew: d ta' i he will keep a log of compliance. See copy of
PR ot US Tz ON (eVIEwW: C8 urveillance log attached.
management; measures ralated to regulatory
requirements, etc. The plan also listed the o address the nursing staff failing to identify and 6/11N9
committee members, the process improvement reat the patients diabetic foot ulcer and follow
framework and reporting format, ospital nursing assessment policy, the QAPI
ammittec has developed a new policy that will take
1. Review of a Stalement of Deficiencles (SOD) ppropriate action for nursing stalf for not following
dated 01/30/18, revealed Immediate Jeopardy licies. Upon approval of this policy, nursing staff
was Identified due o the faclity's faflure to ill be in-serviced an the new policy and the actions
implement and maintsin an effective ongoing, hat will be taken if policies are not followed.
hospital-wide, data-driven Quality Assurance and 0 address patient #26 who was admitied on 6/1119
Performance Improvement (QAPI) Program. /07/2019 at 10:30am, patient had labored breathing
Interviews with staff revealed the facility had not ith no oxygen administered. The SOD stated, the
conducted any QAP activitles since July 2018. atient had been there for awhile and the patient had
Subsequently, review of patient records and ot been evaluated by the nursing staff. The patient
interviews with staff revealed the facllity failed to vas in the facility on the in-patient medical-surgical
Identify patient care and patient safety concems oor because this is where the facility places all
and failed to develop action plans to address the utpatients or (OPD patients). The MD order states
concerms. he patient was admitted to an OPD bed. Because
his patient was for an OPD bed and not an
. bservation patient nor an inpatient, the Initial
The facility submitted a Plan of Correction (POC) hysical Assessment was not required, instead an
and alleged compliance with the QAPI Condition PD fMowchart was required and initiated. See
Of Pal’ﬂdpﬂﬂon Bﬁecﬁ\le 03]06’1 g. HOWEVBI‘. mChed MD order' Thc nurse contacted the MD and
review of a SOD dated 03/12/19 revealed MD telephone order was obtained for oxygen at
| non-compliance continued due to the facility's 11:15am. Later that evening, the patient was
, failure to ensure that performance indicators and onverted from an OPD staltus to an observation
' audits were collected and reviewed per the tatus, see attached MD telephone order. After the
© Quality improvement Plan and per the Plan of atient was converted to observation status, the initial
Correction. The 03/12/19 SOD revesled the hysical assessment and initial interview were
facllity did not conduct audits as stated in the plan ompleted per policy guidelines at 5:48pm. Sec
and did not identify concems with omitted/missed “;““'.‘ Wi “f"'i"""gf."'"‘""“  —
| doses of medications involving Patient #16 and pationt admission policy.
I Patient #13.
| Review of a second Plan of Comrection submitted
for the 03/12/19 revealed the facility alleged that
STATE FORM L]
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they would be in compliance with the QAPI
Condition of Participation effective 04/14/19.
Review of the POC revealed, "The chart audit tool
was revised to include more detail and better
capture medication errors. Chart audits were
being done daily but were not capturing the full
24-hour, Audits will now be perfarmed to include
the full 24-hour period from the same time each
day to the next day ... Medicalicn errors will be
reported [through] a paper report to the Risk
Management committee to monitor pattens or
trends.” The facility alleged in the Plan of
Correction that compliance would be achieved
effective 04/14/19.

However, review of lhe facility's Nursing
Medical-Surgical Audit Tool (24 hour) revealed
there was no documented evidence lhat the
facilily completed an audit as siated in the Plan of
Correction on 04/29/19, 04/30/19, 05/01/119, or
05/02/19 1o ensure compliance was maintained.

Review of the facility's Parformancelmprovement
(P1) Minutes dated 04/30/19 revealed no
documented evidence that the facility discussed
the daily audits not being conducted as planned.
Further review revealed 35 medical record audits
had been conducted and 26% of the records had
an omission medication error, and 6% of
medications were administered at the wrong time.
Fusther review revealed the physician had not
been notified of any of the omission medication
errars. Continued review of the Pl minutes
revealed there were 34 nursing errors that
included the following: 11% of the records
revealed an initlal interview was not completed
within 1 hour of admission, a pain assessment
not completed 32% of the time, critical laboratory
results were not reported in a timely manner5.26
% of the time, nutrition screening not completed

E 330
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11%., physician not nofified of a change of stalus
42% of time. However, there was no
documented evidence the facility developed a
plan of action to address the concems identified
during the Pl Meeting.

A post-survey interview with the Chief Nursing
Officer (CNO) on 05/13/19 at 3:15 PM revealed
she was "not sure” why chart audits had not been
completed as stated in the facllity's Plan of
Correction. Continued interview with the CNO
revealed the facility did not develop any type of
action plan after the Pl meeting, other than to
educate which was not a new intervention,
However, review of the minutes ravealed that
education had not been effective in ensuring
compliance with medications errors and critical
laboratory resulis, notification of change in
condition, nor nursing documentation.

| 2. Review of the facility palicy titled, "Medication

Administration” approved August 2017, revealed
antibiotic medicailons were time-critical
scheduled medications and early or late
administration could have a significant negative
impact on the intended pharmacological or
therapeutic effect of the medication. The policy
stated antibiotics would be administered fo the
patient within thirty minules before or after the
scheduled dosing time, for a total window of one
hour.

Review of the medical record for Patient #27
revealed the facility admitied the patient on
05/02/19 with a diagnosis of Dyssomnia,
Sleepless, Exhaustion, Pale, Orthostatic, and
Generally not well.

Reviaw of Physician Orders for Patient #27 dated
05/03/19 at 4:40 PM ravesled the palient had an

E 330
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order for intravenous (IV) Ampicillin {(antibiotic)
every six {6) hours.

Review of Patient #27's Medication Record
revealed staff administered IV Ampicillin on
05/04/19 at 8:00 PM, end again on 05/05/19 at
12:58 AM, (34 minutes before the dose could be
given according to the facility’s policy).

Review of the facility's audt tool titled, "Nursing
Medical-Surgical Audit Tool (24 hour)” dated
05/04/19 to 05/05/19 revealed the facility
reviewed Patient #27's medical record and
documented there were “no Issues" with the
patient’'s medication. There was no documented
evidence the facllity identified that staff
administered Patient #27's medication prior {o
fime the dosage was due to be administered.

3. Continued review of the facility's "Nursing

. Medical-Surgical Audit Taol revealed the faciity
i was monitoring to ensure the physician was

notified timely of critical tests/results and any
change in a patient's condition.

Review of the Plan of Correction (POC) the
facility submitted for the Statement of
Deficiencies (SOD) dated 03/12/18 revealed "The
chart audit tocl was ravised to include more detail
and better capture medication errors ...*
According to the Nursing Medicat-Surgical Audit
Tool, the facility was monitoring the types of
medication errors, which included wrong dose,
wrong medication, etc. and "diagnosticireatment
measures required”.

Review of Patient #25's medical record revealed
the facility admitted the patient cn 05/01/19 under
the services of MD#5 with diagnoses of Urinary
Tract Infection (UTI) with gross hematuria (blood

E 330
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Continued From page 18

in urine), uncontrolled Diabetes, and
Hypertension.

Review of Patlent #25 Admitling physician orders
revealed staif were directed lo collect a urine
culiure with sensitivity on 05/01/18. Further
raview of Patient #25's medical record revealed
Physician #5 ardered Levaquin {or Levofioxacin,
an antibiotic) 250 milligrams (mg) intravenous
(V) daily and Bactrim (antibiotic combinalion of
sulfamethoxazole and trimethoprim) 400-80mg
one tablet daily.

Review of Patient #25's laboratory reporis
revealed the facility collected a urine cullure on
05/02/19 at 2:49 AM, and the final report dated
05/05/19 at 3:35 PM, revealed the patient had a
Multidrug-Resistant organism (MDRO),
Extended-spectrum beta-lactamase (ESBL) in
hisier urine. Review of the sensitivily report
revealed the organism was resistant (would not

| respond) to Levaquin or Bactrim antiblotics that

the patient was receiving at the facility. However,
further review of Patient #25's medical record
revealed no evidence that the urine culture report
had been reviewed or any aclion had been taken
based con the report to ensure the patient was
receiving a medicalion that was susceptible {o the
patient's infection.

3. b. Further review of the facility's Nursing
Medical-Surgical Audit Tool revealed the facility
was monitoring lo determine whether a decubitus
ulcer was present on admission and if so, the
decubitus ulcer performance improvement form
was required.

Continued review of Patient #25's medical record
revealed prior to admission to the facility on
05/01/19, MD #5 evaluated the patient In his

E 330
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office. MD #5 documented that the patient had
burning pain and numbness to both feet and an
ulcer to the right foot that had been previously
debrided. The progress notes also revealed
Patient #25 was status post amputation to his/her
great and second toe on the left foot.

However, review of Patient #25's Admission
Nursing Assessment dated 05/01/19 at 3:56 PM
revealed Registered Nurse (RN) #7 decumented
that the patient had no abnermal skin integrity
impairments and the patient's neurclogical
system and pulses were within normal limits.

There was no documented evidence the facility
Identified and/or assessed the ulcer to Patient
#25's lefl foot until 05/03/19, two days after
admission to the facility.

Review of the nurse's notes dated 05/03/19 {two
days after admisslon) at 11:56 AM revealed RN
#4, documented that Patient #25 had an "old
debridement area, open round area suirounded
by extremely thick dry skin noted white/pale
yellow area noted with dark area on the side,
small amount of clear yellow drainage noted,” to
his/her right foot.

Review of Physician #3's documentation (the
facility surgeon) revealed he evaluated Patient
#25 on 05/07/19 and the patient had "ongoing
open wound" to his/her right foot with a
osteomyelitis {infection of the bone), which
appeared to be "settling down" In addition,
according 10 the documentation, even though
staff documented the Patient #25's pulses were
within normal limits on admission, the surgeon
documented that the patient did not have a pulse
in the patient's right foot (dorsalis pedis).
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E 330| Continued From page 20 E 330
Continued review of the Audit tools revealed the
facility reviewed Patient #26's medical record on
05/02/19, 05/03/19, 05/04/19 and 05/05/19, and
the facility identified no issues with the patient's
skin integrity, medications, nor physician
notification regarding critical tests/results and/or
change of status.
Continued interview with the Chief Nursing Officer
(CNO) on 051319 at 3:15 PM revealed she
thought the facility was suditing 100 percent of all
medical records and was unaware of the
identified concerns. The CNO also stated she
was unsure why the concerns wera not identified
during the audits of the patients’ medical recards
because she was under the impression that
everything In the records were being reviewed.
E 610 802 KAR 20:016 3(10)(d}1h Section 3, E 610 o . . .
Administration and Operation 0 address the 'm'I'ccuun control issue \\:nh patient 6/11/%9
25, upon obtaining any results, including results
. ceived through an electronic file form an
(10) Physical and sanitary enviranment. utsourced lab%hratory. results will then be forwarded
[ . rom the laboratory personnel to the Infection Control
" (d) The infection contrel policies shall address urse and the patient's primary nurse and physician.
the: e infection control nurse will then place results on
he tracking log. The infection control nurse will then;
1. Prevention of disease transmission to and from view the inpatient or observation patient records to
patients, visitors, and employees, including: nsure (hat the patient is on the appropriate antibiotic.
In the event that an outpatient result requires
h. Reporting, investigating, and controlling hysician notification, the infection control nurse will
outbreaks of healthcare-associated infections; 0 a follow-up with the physician's office to
etermine and ensure that the patient has received
This requirement is not met as evidenced by: ppropriale treatment.
Based on obsarvation, interview, record review,
review of facility policy, and review of the facility
Infection Control Log, it was determined the
facility falled to ensure that the infection contro!
officar had a system for identifying, reporting, and
controlling infections of patients and persannel for
STATE FORM "
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To correct the issue of the facility failing to prevent 6/11119
e lER e EE10 the spread of infection, nursing staff will be educated
one (1) of twelve (12) sampled patients (Patient on all types of isolation precautions and evaluation of|
#25). Review of the medical record revealed the nurse’s knowledge will be demonstrated through
Patient #25 was admitted to the facility on tlen test.
05/0119, with a diagnoses of Urinary Tract To address the infection control issue with pati
- patient
Infection (UTI) with gross het:taturla (blood in 235, after the lab results are received by the lab stafT, 69
uring}. Review of Palient #25's lab results, dated copy will be sent to the infection control nurse and
05/05/19 revealed the patient had a he patient’s primary nurse and physician. The
Multidrug-Resistant organism (MDRO), infection control nurse will then review the results for
Extended-spectrum beta-lactamase (ESBL) in y MDRO's and place results on the tracking log
hisfher urine (ESBL Is an infection that is resistant d will also follow the guidelines for the reportable
to many antibiofics and is spread by contact with iscases. The infection control aurse will then review
infected person or by contact with contaminated < inpatient or observation patient records to ensure
surfaces). However, review of the medical record ak the patient is on the appropriale antibiotic. In the
on 05/07/18 revealed no evidence ihe patient's :;"r: c‘:t?:::nlzzT::;;:Lﬁ::tﬁ::ch\?iﬁl;::
Physician had been notified of the lab results and ollow-up with the physician's office to determine and
no evidence that action had been taken to nsure that the patient has received the appropriate -
prevent the spread of the Infection to ather reatment. (See atiached tracking log)
patients. tn addition, further review of Patient
#25's medical record revealed he/she had a © correct the issue of the facility failing 1o prevemt | 6/11/19
history of ESBL infection of a wound that was he spread of infection, nursing staff will be educated
diagnosed on 03/28/19; however, interview with n all types of isolation precautions and evaluation of
the Infection Control Nurse on 05/08/19 at 3:00 urse’s knowledge will be demonstrated through a
PM, and review of the facility's Infecticn Control e
:;Tn:glﬁmxﬁ: evic{ence Paient #25's ab Depl is now staffed 24/7. After culture results 8r22/19
werse included on the ave been received through the electronic porial the
tracking log. lab technician wil! immediately take the paper culture
ulls to the inpatient nurse and the Infection Control
The Findings Include; urse. The nurse will verify the report by placing
initials with the date, time, on the report and MD
' Review of the facility policy titled, "Transmission otification in the electronic medical record.
. Based Isolstion Precaulions,” approved February .
2017 revealed all patients suspected offor known :[‘o g monitor thn cu'“":e result notification | - 872219
to have a communicable disease will be placed in s reported the Lab will do a quality Focus Review
h P regarding notification to the primary nurse and the
e proper category of isolation based on Infection Control nurse this will be report through
transmission mode of the disease. A Physician, QAPI
Charge Nurse or Infection Control Nurse has the
authority to order and place the patient in
fsolation. The policy stated that signage would be
univarsal within the acute care areas and that
signs would be place on the door of the patient
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Continued From page 22

rooms. Confinued review of the policy ravealed
that contact precautions required gloves and
handwashing, wearing of a gown in the patient's
room, and lo minimize transmission, patients
would be placed in a private room If possible or
cohorted as necessary. The use of disposable
palient care equipment would be used whenever
possible and &l items in the patient's room should
be cleaned daily.

Review of the facility policy titled, “Infection
Prevention Plan," approved February 2017,
revealed the facility had systems in place for
reporting of infection surveillance, prevention, and
control information to the following: appropriate
staff within the facility, federal, state and local
public health authorities, Accrediling bodies
including infection control related adverse event
reporting, and the referring or receiving
organization when a patient was transferred.
Continued review of the policy ravealed the
Infection Prevention Chairperson and the
Infection Prevention Manager/Professional were
responsible for averall monitoring and evaluation
of the Infection Pravention Pragram. The
Infection Prevention Manager was responsible for
employee health and safety including identifying
infection prevention and contro! risks, monitoring
of patient care activities and the implementation

! of applicable precautions, environmental

| conditions related to control of infections, safety

cansulting in the selection of equipment and
supplies relative to conlrol infections, and
commiunication of infection data to administrative
leadership on a routine and emergency basis.
Further reviaw of the facility policy revealed
Multl-drug resistant organisms are a major facility
and community safety concem including
colonization of MDRO, which have the potentiat to
proliferate, invade and infect susceptible,
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immunocompromised individuals. Factors that
may predispoase the patient to acquiring MDRO's
include, but are not limited to broad-spectrum
antibiotics adminlstration, and immune-deficiency.
Risk reduction strategies related to reducing
MDRO acquisition at the facility Include but are
not limited to MDRO initiatives, hand hygiene
practices, and infection prevention education.

Observation of Patient #25 on 05/07/19 at 11:05
AM during the initial tour of the facility revealed
the patient was lying in bed with eyesclosed.

Review of the medical record for Patient #25
revealed the facility admitied the patient on
05/01/19 under the services of MD #5 with
diagnoses of Urinary Tract Infection (UT1) with
gross hematuria (blood in urine), uncontrolled
Diabetes, and Hyperiension. Review of the

" Physician's Orders dated 05/01/19 revealed an

order for siaff to collect a urine culture with
sensitivity on 05/01/19. Further review of Patient
#25's medical record revealed Physician #5
ordered the following antibiotics (medications to
treat infection) {o be administered: Levaquin
{Levofloxacin} 250 milligrams {mg) infravenous
{IV) daily and Bactrim (antibiotic comblnation of
sulfamethoxazole and trimethoprim) 400-80 one
tablet daily.

Review of Palient #25 admitling physician orders
revealed staff were directed o collect a urine
culture with sensitivity on 05/01/19.

Review of the patient’s record revealed a urine
culture was collected on 05/02/19 at 2:49 AM,
Further review of the urine culture report revealed
final results were reported on 05/05/19 at 3:35
PM, which indicated the palient had a
Multidrug-Reslstant crganism {MDRO),
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Extended-spectrum beta-lactamase (ESBL) in
hisiher urine, Review of the sensiiivity report
revealed the organism was resistant (would not
respond) to Levaquin or Septra antibiotics.
Further review of Patient #25's culture report
revealed Nitrofurantcin was effectiva to treat the
patient's infectious organism.

Further revlew of the record revealed noevidence
that the urine culture report had been reviewed or
any action had been taken based on the report.
Continued observation of Patient #25 on 05/07/19
at 11:05 AM revealed there was no evidence that
contact precautions were in place. Further
observation revealed there were two other
patients on the unit, including Patient #26 was
observed to be in the room across the hall from
Patient #25. In addition, two nurse aides and a
nurse were observed on the unit caring for
Patient #25 and were not wearing protective
equipmant to prevent the spread of infection to
staff and other residents,

Interview with RN #25 on 05/07/19 at 5:00 PM
ravealed she was responsible for Patient #25's
care on 05/07119. The nurse stated she was not
aware that the culture results were back and
therefore no action was taken until the surveyor
notified the nurse of the test results.

Observation of Patient #25 on 05/08/19 at 1:22
PM revealed an “infection control box® on the
door; however, there was no signage to indicate
the type of precautions the patient required.

Interview with Laboratory Technician (LT) #1 on
05/08/19 at 4:05 PM revealed she staled "all
cultures” had been sent out of the facility for
approximately one month, because the faciiity
was unable to purchase the needed suppfies, to
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run the tests in-house. The LT siated she was
the only lab persennel warking on 05/05/19 during
the day shifl, 7:00 AM-7:00 PM, and she did not
have access to the system the facillty utilizes to
obtain lab rasults, from labs sent out for
processing from the facility. She had not been
trained to track labs In the facility, and stated she
was unaware of who was monitoring to ensure
results were obtained of labs sent out for
processing from the facifity.

interview with LT #2 on 05/08/19 revealed the lab
supervisor gave lab rasulls to her
{Monday-Friday) and she had been trained to fax
them to the ordering physician's office. She
stated she had faxed Patient #25's abnormal lab
rasulis to MD #95's office on 05/07/19; however,
was not aware the patient remained in the facility,
therefore direct care staff had not been notified of
the abnormal lab resulls. She stated she had not
spoken fo Patient #25's physician to ansure he
received the abnormal labs, because she had not
been trained 1o do so.

Interview with the Laboratory Supervisor on
05/08/19 at 1:50 PM ravealed the facility was not
doing cultures in the facility "because of money."
She stated a payment plan had to be worked out
with the supply company, because administration
had not paid the balance due on the account, so
needed supplies could not be obtzined to run the
physician ordered labs In the facility. She stated
all cultures were being sent out to be resulted,
and in order to receive the lab resulls, she had to
"login to a direct link” and acknowledged
weekend slaff, did not have access to track labs
that had been sent out, and also stated "we're not
necessarily locking at lab rasults on the
weekends." She stated she was required to track
patient lab results Monday-Friday; however, had
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not tracked send out 1ab results from the previous
week, on 05/06/19 {Monday} as required,
because she “had other things to do.”

Continued review of Patient #25's medical record
revealed the patient had previously bean admitied
to the facility on 03/27/19 under services of
Physician #5 with diagnoses of Osteomyelitis and
Gangrene to his/her right foot, Peripheral
Vascular Disease and Britlle Diabates.

Review of Patient #25's physician orders from the
previous admission revealed Physician #3 (the
facility surgeon) evaluated Patient #28 on
03/27/19 and ordered a wound culture, which was
collected on 03/27/19. Further review of the
patients record revealed the final resulls of
Patient #25's wound culture dated 03/29/19
indicated the patient had ESBL identified in
his/er wound.

Raview on 05/08/19 at 3:00 PM of the facility's
Infaction Control Tracking Log for the pravious
ninety days, revealed no evidence Patient #25's
abnormal culture resulls for the MDRO, ESBL
identified in the patient's wound on 03/28/19 or in
his/her urine on 05/05/19 was included on the
tracking log.

tnterview with the Infection Control {IC) Nurse on
05/07/19 at 4:30 PM revealed lab staff were
raquired to nofify her with abrniormal culturas;
however, they had failed to Inform her that Patient
#25's urine was Identified to have an MDRO,
ESBL on 05/05/19, She staled the patient's
physictan should have been notified of the
abnormal lab result on 05/05/19, and staff should
have ensured {he patient was on (he appropriate
antiblotic 1o treat the identified infectious
organism. She acknowledged the antibiotics that
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Patient #25 was receiving in in the facilily, was
not the effective treatment for the patient's
infectious organism. The IC nurse also stated
contact precautions should have been
implemented to protect staff and other patients
from transmission of the infectious arganism.
Caontinued interview with the IC nurse
acknowledged Patient #25 was previously
diagnosed with an ESBL organism in hismer
diabetic foot ulcar, during a previous hospital stay
in March 2019. However, she was unsure why
the patient information had not been included on
the facility infection controi tracking log. She also
stated, because the electronic record system had
nol been updaled due to outstanding debt,
"nothing flags staff”' that patients had been
diagnosed with a MDRO during previous hospital
stays.

A post-survey interview with the Chief Nursing
Officer (CNO) on 05/13/19 at 3:15 PM revealed
the physician should have been notified of Patient
#25's abnormal lab results on 05/05/19. She also
stated laboratory personnel should have
developed an effective sysiem, since cultures
were being sent out of the facility for pracessing
that ensured lab results were raceived In a timely
manner. The CNO also slated patients should be
placed in contact precautions when MDRO's ware
identified to protect staff and other patients from
infectious organisms., Continued interview with
the CNO revealed the facility infection control
tracking log should be accurate and should
include infectious organisms identified in the
facllity.

902 KAR 20:016 4(2)(g) Section 4 Provision of
Services
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To correct the issue of nursing not being aware of 61119
(E2340}| Continued From page 28 {E2340) urine culture results, each RN will review their
(2) Nursing service, pecific patient labs each shift and check for
bnormal or pending lab results. The Infection
(g) A registered nurse shall assign staff and ( onlrol nurse will perform surveillance that the nurse
evaluate the nursing care of each palient in s °h°l‘;k'"5 for lab results and keep a log of
accordance with the patient’s need and the ampliance.
nursing staff available. 0 address the nursing staff failing to identify and 61119
t the patient's diabetic foot ulcer and follow
This requirement is not met as evidenced by: ospital nursing assessment policy, the QAP
Based on observation, interview, record review, ommittee has developed a new policy that will take
review of facility policy, and review of Statements ppropriate action for nursing stafT not following any
of Deficiencies and Plans of Correction for survey olicy. Upon approval of this policy, nursing stafl
visits on 01/30/19 and 03/12/19, it was Al s Inscryioed onihe figw pollcy sod the sctlons
al will be en i [l .
determined the facllity fe.llled to ensure a o address the palieg:’#ZG. who was admitied on
regtatarad nurse supsryised and evaluated the £7/19 at 10:30am and patient having labored
nursing care for two (2) of twelve (12) sampled reathing with no oxygen administered. The SOD
patlenis (Patients #25 and #26). The facllity tated the patient had been there for a while and the
failed to ensure urine culture resulis were atient had not been evaluated by the nursing stafT.
menitored and addressed timely for Patient #25. e patient was in the facility on the inpatient
The results of the patient's urine culture were edical surgicel floor because this is where the
available on 05/05/19 and revealed that the acility places all outpatient (called OPD bed). The
patient had Extended-spectrum beta-lactamase D order states paticat is an OPD. Because this
(ESBL) (a mulii-drug resistant organism [MDROYJ) :L'Z':“i‘:;:;:“sm ‘I’::;a';“;:; 3;“;5":;';::::‘;1‘5
0 rine: Flowevervatatfaiied ianotythe ot required, instead an OPD flowchart was required
patient's physician timely of the laboratory results; d initiated, see attached MD order. The nurse
subsequently, the patient did not receive timely contacted the MD and a MD Telephone Order was
treatment for the infection. In addition, the facility oblained for oxygen at 11:15am. Later that evening,
failed to take action to prevent the spread of the the patient was converied from an OPD status to an
patient's infection to others. Observation status, see attached MD telephone order.
Afler the patient was converted to observation status,
Further, when Patlent #25 was admitted to the the Initial Physical Assessment and [nitial Interview
facility on 05/01/19, the physician progress notes were completed per policy guidelines at 5:48pm.
revealed the palient had an ulcer present to Copy of Nursing Adeission Documentation and
hisfher right foot, which had previously been Palient Admission Policy are attached
debrided. However, review of the nursing
admission assessment dated 05/01/19 revealed
the nurse documented that the patient had no
skin abnormalities. Further review of the record
revealed nursing staff failed to identify, assess, or
treat the patient's diabetic foot ulcer until
05/03/19, two days after admission.
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To correct the issue of nursing not being aware of 61119
{2340} | Continued From page28 (E2340} rine culture results, each RN will review their
pecific patient labs each shift and check for
In addition, on 05/07/19 at 11:05 AM, observation brormal or pending lab results. The Infection
and interview with Patient #26 revealed the ( ontrol nurse will perform surveillance thet the nurse
patient had labored breathing. The patient stated f)f:"ﬁt::’ci r°é;°b ﬁ:::;":éi:g;;;ﬁgmcki .
hefshe had there "awhile” and had not been hch: Py &
evaluated by nursing staff, At 11:15 AM, the
surveyor notified nursing staff that the patient was o correct the issue of staff failing to notify the 6/1119
in distress; howsver, the nurse did not assess or atient's physician timely of laboratory results,
evaluate the patient, but called resplratory Iting in lhe- palien.l not receiving timely treatment
services to assess and treal the patient. Review d not fallowing polices for assessments of paticnt #
of the medical record revealed that a nursing » the QAPT committee hes developed a new policy
assessmenl was not completed for the patient hat will take approp'l_'mllel “"‘l’: L) ad:i’ress ;he quality
o concemns, specificelly in this incident for nursing
|.|rI|t|l ?'48 :M (adpp_rm:irnalely L LY talT not following facility policy for MD notification.
minutes after admission). pon approval of this policy, staff will be educated
n the new policy and the actions that will be taken if
The findings Include: olices are not followed.
Review of a Statement of Deficiencies (SOD) o correct the issue of the facility failing to lake &9
issued to the facility on 01/30/19 revealed ction to prevent the spread of the patient’s infection
deficient pmcllce was Issued because the facmty o others in the facllity. licensed nursil'lg staff will be
failed to have a system for consulting the ucated on all types of Isolation Precautions and
Registered Dielitian (RD) when patients had valuation of nurses' knowledge will be demonstrated
feeding tubes, pressure ulcersiwounds, or h;:i,:r?lh #amt;final;?:gnosis of a Diabetic Foot
Diabetes; failed to have an effective system to ) leers, which according to policy does not require a
ensure patients received physician ordered diets; hoto, whereas Pressure Ulcers do require a
failed to have effective system for ensuring Social hatograph,
Services was consulted; fziled to administer
medications as ordered by physicians; and falled 0 ensure that timely assessment and monitoring of 8/22/19
to monitor and notify a physician of a patient's PD patients a quality Focus Review will be done on
urinary output as ordered. The facility submitted 11 OPD patients and reports through QAPI.
a Plan of Correction and alleged compliance with
nursing services on 03/06/19.
However, review of a SOD issued to the facility
on 03/12/19, revealed facility failed to implement
the POC and continued non-compliance was
identified. The facility continued to fail to
administer medications as prescribed by the
' patient's physicians. The Plan of Correction
stated daily chart audits, which included ensuring
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Continued From page 30

physician arders were completed correctly and
snonitoring for medication administration were
completed. However, review of the chart audits
revealed the facility failed 1o identify any concerns
with medication administration.

1. a. Review of the facility policy titled, "Priority
List for Laboratory,” last revised April 2001,
revealed the palicy did not address the process
lab was required to follow when labs were sent
out to other labs for processing.

Review of the facility policy titled, "Transmission
Based Isolation Precautions," approved February
2017 revealed all patients suspected offor known
to have a communicable disease will be placed in
the proper category of isolation based on
fransmission mode of the disease. A Physician,
Charge Nurse or Infection Control Nurse has the
authority to order and place the patientin
isolation. Signage will be universal within the
acute care areas. Signs will be place on the door
of the patient rooms. Continued review of the
policy revealed contact precautions requires
gloves and handwashing, wearing of a gown in
the patient's room, patient placed in a private
room if possible or cohorled as necessary, use
disposable patient care equipment whenever
possible and all items in the patient’s room should
be cleaned daily. Visitors are required to use
gowns and gloves.

Review of the facility policy titled, "Infection
Prevention Plan,” approved February 2017,
revealed the facility had systems in place for the
reporting of infection surveillance, prevention, and
control information to the following: appropriate
staff within the facility, federal, state and local
public health authorities, Accrediling bodies
inctuding infection control related adverse event

{E2340)

Lab Dept is now staffed 24/7. After culture results
ave been received through the electronic portal the
ab technician will immediately take the paper culture
sults immediately to the inpatient nurse and the
Infection Control Nurse. The nurse will verify the
port by placing initials with the date, time, on the
port and MD notification in the electronic medical
cord. To ensure and monitor that culture result
otification is reported the Lab will do a quality
ocus Review regarding notification to the primary
urse and the Infection Control nurse this will be
port through QAPI.

a ensure patients with Diabetic Foot Ulcers will be

essed and treated per policy (see attached policy).
quality Focus Review will be done to monitor this
d reported through QAPL.

8/22119
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Continued From page 31

reporting, and the referring or receiving
organization when a patient was {ransferred,
Continued review of the policy revealed the
Infection Prevention Chairperson and the
Infection Prevention Manager/Professional were
responsible for overall monitoring and evaluation
of the Infection Prevention Program. The
Infection Prevention Manager was responsible for
employee health and safety including identifying
infection prevention and control risks, monitoring
of patient care activities and the implementation
of applicable precautions, environmental
conditions related to control of infections, safety
consulling in the selection of equipment and
supplies relative to control infections,
communication of infection date, 1o administrative
leadesship on a routine and emergency basis.
Further review of the facllity policy revealed
Multi-drug resistant organisms are a major facllity
and community safaty concem including
colonization of MDRO which have the polential to
proliferate, invade and infect susceptible,
immunocompromised individuals. Factors, which
may predispose the patieni to acquiring MDRO's,
include, but are not limited to: broad spectrum

antibiotics administration, and immune-deficiency.

Risk reduction strategies related to reducing
MDRO's acquisition at the facility include but are
not limited to MDRO Initiatives, hand hygiene
practices, and infection prevention education.

Observation of Patient #25 on 05/07/19 at 11:05
AM during the initial tour of the facllity revealed
the patient was lying on the bed with eyes closed.
Continued observation revealed there was no
evidence thal contact precautions were in place.
Further observation revealed there were two
other patients on the unit, including Patient #26
was observed to be in the room across the hall
from Patient #25.

{E2340)
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Observation of Patient #25 on 05/08/18 at 1:22
PM revealed an "infection control box® on the
door; however, there was no signage fo indicate
the type of precautions the patient required.

Review of the medical record for Patient #25
revealed the patient was admitied to the facility
on 05/01/18 under the services of MD #5 with
diagnoses of Urinary Tract Infection (UTI) with
gross hematuria (blood in urine), uncontrolled
Diabetes, and Hyperiension. Review of
Physician's Orders dated 05/01/19 revealed an
order for staff to collect a urine culture with
sensitivity on 05/01/48. Further review of Patient
#25's medical record revealed Physician #5
ordered the following antibiotics {treats infection)
to be administered: Levaquin (Levofloxacin) 250
milligrams (mg} intravenous (IV) daily and
Bacirim (anlibiotic combination of
sulfamethoxazole and trimethoprim) 400-80 one
tablet daily.

Review of the patient’s record revealed a urine
culture was collected on 05/02/19 at 2:49 AM,
Further review of the urine culiure report revealed
final resulls were reporied on 05/05/19 at 3:35
PM, which indicated the patient had a
Multidrug-Resistant erganism (MDRO),
Extended-spectrum beta-lactamase (ESBL) in
his/er urine. Review of the sensitivity report
revealed the organism was resistant (would not
respond) to Levaquin or Sepira antibiotics,
Further review of Patient #25's culture report
revealed Nitrofurantoin (an antibiotic) was
effective to treat the patient's infectious organism.

Further review of the record revealed noevidence
that the urine cullure report had been reviewed or
any action had been taken based on thereport.

{E2340)
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Interview with Registerad Nurse (RN) #25 on
05/07/19 at 5:00 PM revealed she was
rasponsible for Patient #25's care on 05/07/19.
The nurse stated she was not aware that the
culture resulits were back and therefore no actlon
was taken to notify the patient's physician of the
results or lo initiate infection control precautions
fo prevent the spread of the patient's infection,

Interview wilh Laboratory Technician (LT) #1 on
05/08/19 at 4:05 PM revealed she statad “all
cultures” had been sent out of the facility for
approximately one month, because the facility
was unable to purchase ihe needed supplies to
run the tests in the facility. The LT stated she
was the only lab personnel working on 05/05/19
during the day shift, 7:00 AM-7:00 PM, and she
did not have access to the system the facility
utilized to obtain lab resuits from labs that were
sent out for processing. She had not been
trained to track labs in the facility, and statedshe
was unaware of who was monitoring to ensure
results were obtained of Iabs sent out for
processing from the facllity.

Interview with LT #2 on 05/08/19 at 11:25 AM
revealed the lab supervisor gave lab resufis to
her {Monday-Friday) and she had been trainedto
fax them to the ordesing physician's office. She
stated she had faxed Patient #25's abnormal lab
rasults to MO #5's office on 05/07/19; however,
was not aware the patient remained in the facility.
LT #2 stated that direct care staff had not been
notified of the abnormal lab results. She stated
she had not spoken to Patient #25's physician to
ensure he received the abnormal labs, because
she had not been trained to do so.

Interview with the Laboratory Supervisor on
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05/08/19 at 1:50 PM revealed the facility was not
doing cultures in the facility "because of money.”
She stated a payment plan had to be worked out
with the supply company because administration
had not paid the balance due on the account;
therefore, needed supplies could not be obtalned
to run the physician ordered labs in the facility.
She stated all cultures were belng sent out to be
resulted, and in order to receive the lab results,
she had fo “login to a direct link” and
acknowledged that weekend staff did not have
access 1o track labs that had been sent out. The
Laboratory Supervisor also stated, “We're not
necessarily looking at lab results on the
weekends.” She stated she was required to track
patient lab results Monday-Friday; however, had
not tracked lab results for labs that were sent out
of the facility from the previous week, on 05/06/19
{Monday} as required, because she "had other
things to do.”

Interview with the Infection Control {IC) Nurse on
05/07/19 at 4:30 PM revealed laboratory staff
were required to notify her of any abnormal
cultures; however, they had failed to inform her
that Patient #25's urine was identified to have
ESBL {an MDRO) on 05/05/19. She stated the
patient's physician should have been notified of
the abnomal laboratory result on 05/05/12, and
staff should have ensured the patient was on the
appropriate antiblotic to treat the identified
infectious organism. She acknowledged the
antibiotics that Patient #25 was receiving were
not the effective freatment for the patiant's
infectious organism. The IC nurse also stated
contact precautions should have been
implemented to prolect staff and other patients
from transmission of the infectious organism.
The IC nurse siated that Patient #25 was
previously diagnosed with an ESBL organism in

{E2340)
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his/er diabetic foot ulcer, during a previous
hospital stay in March 2019. However, because
the electronic record system had not been
updated due to outstanding debt, “nathing flags
staf” that patients had been dlagnosed wilh an
MORO during previous hospital stays.

1.b. Review of the facility policy titled, “Skin
Inlegrity/Pressure Ulcer," approved August 2018,
revealed all patienis admitted to the facility are
assessed for skin integrity and the presence of a
pressure ulcer or the potential for development of
a pressure ulcer, to ensure that patients admitted
with intact skin and without a pressure ulcer are
assassad for risk factors that may potentially lead
1o the development of a pressure ulcar. Ifa
prassure uicer is present at time of admission,
slaffing and measurament will be done, and will
be photographed and attached to the medical
record. Conlinued review of the policy revealed
all patients with a Braden score of less than @
are considered a high risk and will be considered
as having the potential for impaired skin and
prevenlative measures will be implemented.
Patients who are admitted with a pressure ulcer
and those who are admitied and are identified to
have potential for impaired skin integrity will have
a plan of care developed addressing thisarea.

Continued review of Patient #25's medical record
revealed prior to admission to the facility on
05/04/19, MD #5 evaluated the patient in his
office. MD #5 documented that the patient had
burning pain and numbness to both feet and an
ulcer to tha right foot that had been previously
debrided. The progress noles also revealed
Patient #25 was status post amputation to his/her
great and second {oe on the left foot.

However, review of Patient #25's Admission

{E2340}
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nursing assessment, completed by RN #7,
revealed the patient was admitted to the facility at
3:56 PM on 05/01/12 and no abnormal skin
integrity Impaiments wera identified. RN #7 also
documented the patlenis neurological and pulses
were within normal limits.

Review of the nurses notes dated 05/03/19 (2
days after admisslon) at 11:56 AM revealed RN
#4 documented that Patient #25 had an “old
debridement area, open round area surrounded
by extremely thick dry skin noted white/pale
yellow area noted with dark area on the sids,
small amount of clear yellow drainage noted,” to
hisiaer right foot.

Review of the patient’s record revealed no
avidencs the palient's diabetic foot ulcer was
Identified, assessed, and/or treated until 05/03/19
at 11:58 AM. Continued review of the record
revealed the first measurement of the patient's
diabetic ulcer was not completed until 05/04/18 (2
days after admission) at 6:00 PM by the Chief
Nursing Officer (CNO). Review of the CNO's
documentation revealed the patient's ulcer was “3
centimelers (cm), X 3 cms and was 0.3 cms deep
with a callus present.”

In addition, review of Patient #25's physician
orders revealad an order was not entered to {reat
the patient's wound to the foot until 05/03/19 (2
days after admission) at 12:02 PM for “daily
betadine dressing changes”.

Further review of Patient #25's nursing
documentation revealed RN #6 documented on
05/06/19 at 12:53 PM that the patient's wound
had a moderate amount of serous (clear)
drainage and an odor was noted. However, there
was no evidence the patient’s physician was

{E2340)
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Continued From page 37

notified of the foul odor 1o the patlent’s wound.

Continued review of Patient #25's physician
orders ravealed Nurse Practitioner (NP) #1
ordered a surgical consult for the patient on
05/05/18 at 10:44 AM related to his/her diabetic
ulcer.

Review of Physician #3's (the facility surgeon)
consultation report revealed he evaluated Patient
#25 on 05/07/19 (2 days after the surgicat consult
was requesied) and documented that the patient
had an "ongoing open wound” to his/her right
fool. Physician #3's documentation also revealed
the patient had a history of osteomyelitis
(infection of the bone), which appeared to be
*setiling down,” and had Peripheral Vascular
Disease, Diabetes, Coronary Arlery Disease,
Multiple Debridement, and foot surgery.

Continued review of Physician #3's assessment
of Patient #25 revealed there was no pulse on the
dorsalis pedis (artery that carries oxygenated
blood to that area of the foot) on the patient's right
side, and he/she also had a 3 cm by 5 cm area of
ulceration, with some cellulitis and hyperkeratolic
{thickening of the outer layer of skin) skin around
ihe patients diabetic ulcer.

Interviews with RN #4 and RN #7, who provided
care for Patient #2§, were attempted on 05/07/19
and 05/08/19; however, no retumn calls were
raceived.

Interview with the Infaction Control Nurse on
05/07/19 at 4:30 PM revealed if staff had
observed/documented that Patient #25's wound
had odorous drainage during the current hospital
stay, the physician should have been nofified.

{E2340}
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A post-survey interview with the Chief Nursing
Officer (CNQ} on 0511319 at 3:15 PM revealed
she expected staff to complete head to toe
assassments on patients when they were
admitted to the facility. She also stated staff
should have identified Patient #25's diabetic ulcer
on admission and notified the patient’s physician
and obtained orders to treat the patient's ulcer.
She also stated Patient #25's ulcer should have
been photographed and measurad as direcled in
the facility policy. The CNO also stated she was
unsure why staff who conducted daily chart audits
had not idenlified the concams with Patient #25's
care. She also said staff that identified odorous
drainage to Patient #25's wound should have
coniacted the patient’s physician. She also stated
the laboratory depariment should have
implemented processes to ensure labs that had
been sent out of the faciiity for processing, and
ware tracked timely to ensure timely physician
notification.

A post-survey interview with Physician #5 on
05/13/19 at 3:35 PM revealed staff should have
notified him timely of the patient's final urine
culiure results to ensure proper treatment.

2. Review of the facility policy titled, “Assessment
and Reassessment of Patients Plan" revised
February 2019 revealed Pafient assessments are
initiated by qualified individuals upon admission to
the facility. Assessmenis and reassessments
continued throughout the patient’s stay in the
facility. Continued review revealed an
assessment was required to be completed on
patients admitted to the facility. Each patient
would have his/her needs initially assessed by a
registered nurse. According to the policy, care
needs are evaluated pericdically and reassessed
by a RN as the condition warrants, Maximum

{E2340)

STATE FORM

o NSBG13 Il continuation sheet 39 of 47




PRINTED: 05/20/2019

time frames for the initial assessment to be
completed and for the reassessment are upon
admission to the medical/surgical floor, Further
review of the policy revealed the RN was
responsible for initiating and individualizing the
Plan of Care for each patient. The RN prioritizes
the identified patient needs and this included
collaboration with involved disciplines when
appropriate.

Record review revealed the facility admitted
Patient #26 on 05/07/19 at approximately 10:30
AM with diagnoses that included Asthmatic
Bronchitis and Chronic Obstructive Pulmonary
Disease Exacerbatlon.

Observation of Patiertt #26 on 05/07/19 at 11:05
AM revealed Patient #28 was found lying in bed
with the head of the bed raised. The patient was
dressed in street clothing and was observed to
have labored breathing. Furlher observation
revealed Patient #268 had no Intravenous (IV)
access or Oxygen in place at that time.
Continued cbservation revealad the facility had
three (3) patiants admitted in the facility at the
time of observation, staffed with two (2) CAN's
and ane (1) Registered Nurse. All nursing staff
were seated at the nursing statlon at the time of
the observation.

Interview with Patient #26 on 05/07/19 at 11:05
AM revealed the patient stated, “I'm terrible.”
Patient #26 stated Physician #2 sent him/her over
from the dactor's office for admission to the
facility. Patient #26 stated “I can't breathe® and
that only a "Nurse Aide” has been in the room to
get a weight and someone from the kitchen had
brought him/er something to eat. Conltinued
interview revealed the patient stated “no nurse®
had been in to chack on the patient or o assess
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the patient's difficulty breathing. Patient #26
stated the CAN had told him/her the nurse would
be in to give him/her some medication.

Interview with Registerad Nurse #25 on 05/07/12
at 11:15 AM revealed that she was Patient #26's
nurse for that shift, RN #25 was informed by the
surveyor that Patient #26 said she was in distress
and the RN said she was unaware that the patient
was in distress. RN #25 contacted Respiratory
Services to assess and treat Patient #26's
respiratory difficulty at that time; however,
observation revealed that RN #25 did not go and
assess or evaluate the patient.

Review of Patient #26's History and Physical
dated 05/08/19 revealed Physician #2
documented the patient presented to her office as
an acute walk in with increased periods of
shoriness of breath and dyspnea. “The
respiratory difficulty is impalring [his/her} spaech
today. [The Patient] is having some mild
respiratory distress while In the office. [The
Patient] is o be admitted for further evaluation
[and] treatment.” Continued review revealed “The
Plan” was to “Admit to medical floor, pulse doses
of Medrol, IV Rocephin, IV Zithromax and
DuoNeb treatments.”

Review of the “Initial Physical Assessmeni” dated
05/07119 revealed at 10:30 AM, Nurse Aide (NA)
#1 documented Pafient #26's vital signs as the
following: Temperature 99,2, Pulse 80,
Respirations 20, Blood Pressure 131/83, Oxygen
Saturation was 94 % on room air. Continued
review of Palient #26's Initial Physical ravealed
the patient's physical assessment was conducted
on 05/07/19 at 5:48 PM (seven (7) hours and
seventeen (17) minutes after admission.)
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Review of “Patient Progress Notes" daled
05/0719 at 11:00 AM revealed an IV was placed
in Patient #26's right upper am with a #22 gauge.
Review of "Patient Progress Notes" dated
05/07/19 at 11:23 AM revealed RN #25
administered Sclu-Medrol 80 mg (milligrams) IV
Push,

Interview with the Chief Nursing Officer on
05/09/19 at 3:00 PM revealed the reason Patient
#26's nursing assessment was compleled seven
hours after admission was because the nurging
staff thought the patient was being admitted to
outpatient services, The CNO offered no
explanation as to why Patient #26 was placed in &
bed on the Medical Surgical floor, why the
physician orders were writlen as if the patient was
staying the night, why the History and Physical
indicated the patient was to be admitted to the
facility, or why it was acceptable not to conduct a
timely nursing assessment if the patient was
admilted to outpatient services.

802 KAR 20:016 4{4)(b)2m Section 4. Provision
of Services

{4) Laboratory services.

{m) Anatomical pathology services and blood
bank services shall be available in the
hospital or by arrangament with other
facllities.

2. Anatomical pathology. Anatomical pathology
services shatl be provided as Indicated by the
needs of the hospital, either in the hospital or
under arrangement as specified in subparagraph
1.d. of this paragraph.

m. The medical staff member requesling the

{E2340)
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Ta correct the issue of having adequate laboratory
ices 10 meet the needs of patients #25 and #31,
aboratory siaff have been educated on the procedure
0 access on clectronic file to retrieve timely receipt
f )ab results. Result will then be forwarded to the
nfection Control nurse and the patient's primary
nurse and physician.

611IN%

Cn agreement between the facility and the vendor has| &/11719
een reached 1o order supplies to perform lab test and

Lo maintain inhouse microbiology testing. (see

ttached agreement)
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To correct the issue of a ‘stat’ blood culture on 6/11/19
e UL T Il E2920  b1/15/19 and the facility failed to ensure the lab
examination shali ba notified promptly. pecimen reached the outside lab for 2 days. The
pecimen was collected on 4/15 at 830pm and the lab
This requirement is not met as evidenced by: ourier picked the specimen up the following day
Based on interview, record review, and review of 11(16:':9. Pl'l" specimen mr;:c\;cﬂl ;9 ll;l: re:ew:ng lab
facility policy, it was determined that the facility find they fotioweg Sherr procecfe 1ac olaod SHINTE
nubating and reporting. On 4/17/19, we received
failed to provide a written description of services erbal and writien notification of blood culture results
previded to medical staff. An interview with the in fax. {see attached)
Laboratory Supervisor revealed the facility did not
have the supplies to conduct cultures and had 0 correct the issue where the facility failed to
been sending the specimens to an outside, evelop a written description of the services the 6/11/19
contracted laboratory for approximately ane nnt'racle'd laboratory will provide. A written list of
month. Howaver, the facility failed to develop a ervices is attached.
wrltttenc? e: Tﬁg e sI:rvicesi dlht l:efa“ d ’ ‘0 correct the issue of having adequate laboratory /11719
32:;:) e .oratory e g =ik ed ) rvices to meet the needs of patients #25 and #31,
p & policy/procedure to ensure the facility he LT #1 and other taboratory staff have been
obtained the laboratory results and acted upon ducated on the procedure to access an electronic file
the results timely. o retricve timely receipt of lab results. Results will
hen be forwarded 10 the Infection Control nurse and
Review of Patient #25's urine culture results from he patient’s primary nurse and physician,
the contracted laboratory dated 05/05/19 revealed
the patient's urine contained bacteria that was n agreement between the facility and the vendorhas| 6711119
resistant {0 the antibiotics prescribed for the cen reached o order supplies to perform lab test and
patient. However, there was no documented o maintain inhouse microbiology testing. (see
evidence the facility notified the patient's ached agrecmeni)
physician of the test results timely. The lab is now staffed 24/7 and Stat Labs will be 8/22/19
one per policy. A quality Focus Review to menltor
The physician ordered a blood culture for Patient Fhis will be done by the lab regarding following
#31 "sfat” on 04/1519. The facility oblained the policy on STAT labs and will be reporied through
blood spacimen for the culture; however, the QAP
facility failed to ensure the blood specimen
reached the contracted facility's laboratory until
04/1719, two days lates.
The findings include:
Review of tha facllity policy titled, "Priority List for
Laboratory,” last revised April 2001, revealed the
policy did not address the process the laboratory
was required to follow when lab tests were sent
out to other laboratories for processing.
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1. Review of the Patient #25's medical racord
revealed Physician #5 admitied Patient #25
diraclly to the facility on 05/01/19 with diagnoses
of Urinary Tract Infection (UTi) with gross
hematuria (blood in urine), uncontrolled Diabetes,
and Hypertension,

Review of Palient #25 Admitting physician orders
revealed staff were directed to collact & urine
cullure with sensitivity on 05/01/19. Further
review of Patient #25's medical record revealed
Physician #5 ordered the following antibiotics
(treats infection) to be administered: Levaquin
{Levofloxacin) 250 milligrams {mg) intravenous
(IV) daily and Bactrim {antibiotic combinatlon of
sulfamethoxazole and trimethoprim) 400-80mg
one tablet daily.

Further review of Patient #25's medical record
revealed a urine culture was collected on
05/02/19 at 2:49 AM and the final urine culture
resulls were reported on 05/05/19 al 3:35 PM.
Review of the final resulls indicated the patient
had a Mullidrug-Resistant Organism (MDRO)
called Extended-spectrum beta-lactamase
(ESBL) in his/her urine. Review of the sensitivity
report revealed the organism was resistant
(would not respond) to Levofloxacin and
sulfamethoxazole/Arimethoprim antibiotic
medications that the patient was receiving at the
facility. There was no documented avidencs the
facility had notified the patient's physician that the
medications that the patient was receiving would
not treat the patient's infection.

interview with RN #25 on 05/07/19 at 5:05 PM
revealed she had been assigned to care for
Patient #25 on 05/07/18 since 7:00 AM. Even
though the patient's lab resulis were observed in

E2920
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the patient’s medical record, the RN was not
aware that the patient had laboratory results
dated 05/05/19 (two days prior) that showed the
patient had ESBL (an MDRO)} in hisfher urine.
The RN acknowledged staff had not Implemented
contact precautions to prolect staff and other
patlents from the MDRO and no action was taken
untl the facility was made aware by the surveyor.

Interview with Laboratory Technician (LT} #1 on
05/08/19 at 4:05 PM revealed "all cultures” were
being sent to another facility laboratory to be
processed because the facifity was unable to
purchase the needed supplies to run the tests
in-house. She stated that had been the practice
for approximataly one month. The LT slaled she
was the only staff member working in the
laboratory on 05/05/19 (when Patient #25's urine
culture results were available) during the day shift
{7:00 AM-7:00 PM). However, the LT stated she
did naot have access to the computer system to
obtain laboratory results from the outside facility
laboratory, nor was she frained to obtaln the
laboratory results. LT #1 siated she was unaware
who was monitoring to ensure resuits from the
outside aboratory were obtained timely.

Interview with LT #2 on 05/08/19 revealed the lab
supervisor gave her laboratory resulls
{Monday-Friday) and she faxed the resulis to the
ordering physician's office. She siated she faxed
Patient #25's abnormal lab results to MD #5's
office on 05/07/19 (two days aiter the resulls
were available). LT #2 stated she was not aware
the patient remained an inpatient at the facility;
therefore, she did not notify direct care staff of the
abnormal lab results. In addition, LT #2 stated
she had nol spoken to Patient #25's physician to
ensure he received the abnormal laboratary
rasults because she had not been trained odo

E2920
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interview with the Laboratory Supervisor on
05/06/19 at 1:50 PM revealed the facllity was not
doing any type of cultures "because of money"
and the cultures were being sent to an outside
facility. She stated the facility did not have
supplies needed to analyze blood cuitures
because facility administration had not paid the
balance an the account with the company that
provided supplies. She stated a payment plan
had to be worked out with the supply company
befors needed supplies could be obtained to
process the laboratory testing at the facility. The
Laboratory Supervisor staled to obtain the resulls
of [aboratory {ests that were sent to anolher
facility, she had to "login to a direct link®;
however, only she and one other staff member
had access to the accounl. She acknowledged
staff who worked on weekends did not have
access lo account to oblain laboratory resulis and
stated, "We're not necessarily lcoking at lab
results on the weekands.” She stated she was
required to track patient laboratory resuits
Monday through Friday; however, she did not
have a system to reviewl/track laboratory results
from the previous week because she "had other
things to do.”

2. Review of Patient #31's medical record for
revealed the facility admitied the patient on
04/15/18 with a diagnosis of Atrial Fibrillation with
Rapld Ventricufar Rate (an irregular heart rate
that commonly causes poor blood flow).

Review of the Physician Orders for Palient#31
revealed the physician ordered a Blood Culture
on 04/15/19 at 8:24 PM STAT.

Review of the L.aboratory Results for Patient #31
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revealed the facility collecled a blood specimen
for a blood cullure on 04/15/19 at 8:30 PM.
Howaver, further review revealed the facility did
not send the blood specimen to another
laboratory "Out Sourced Lab” until 04/17/19 at
5:03 AM, two days after the physician's order for
the laboratory was written and the blood
specimen was obtained. Review of the final
report revealed the patient's blood culture was
positive for Gram Negative Bacilli (bacteria In the
blood).

Continued interview with the Laboratory
Supervisor on 05/08/19 at 1:50 PM revealed
Patient #31's blood specimen did nct go to the
"Out Sourced Lab" on 04/15/19 because the
laboratory service had already picked up
specimens when the blood specimen for the
patient was oblained. The supervisor stated the
specimen was picked up on 04/16/19, and did not
artive to the outside laboratory until 04/17/19, two
days later.

A post-survey interview with the Chief Nursing
Officer (CNO) on 05/13/19 at 3:15 PM revealed
the laboratory department should have
implemented processes to ensure laboratory
tests that were sent out of the facility for
processing were tracked to ensure timely
physician notification.
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{A 043}] GOVERNING BODY {A 043}The Governing Board appointed a new CEQ 4114119
CFR(s) 482.12 who is providing oversightto ensure qualilycare
is belng provided. Presently the Pl commitiee is
There mustbe an effective governing body thal is meeling weeklyat which time performance
legallyrespensible forthe conduct of the hos pital. indicator's and audit findings are being reported.
If a hospital does nothave an organized [The CEO attends the weekly Pl meelings where
governing body, the persons legallyresponsible puesing chartauditresults; medication errors,
for the conduct of the hospilal mustcamyout the nd quality indicators are reparted along with
fancti ified in thi that inlo th lans ofc_or_rect@ons as needed. Also ra:ported
netions specified in this partthat pertain to the re all training/in-services offered andincludes
governing body ... ethods oftraining as well as evaluation resulls
nd percentage of employees lrained. A
This CONDITION is not metas evidenced by: overning Board memberis onthe Pl commitee
Based on intendew, record raview, and review of s well as a physician whois the Chairperson.
Governing Body Meeting minutes, facility audits, e commitize reporis are sentto the Governing
Daily Operating Budget, and the Plan of oard and MEC.
Corraction the facility submitted for the Statament ;
of Deﬁt_:i‘encigs dated 01/30/19, it was determ ined BEZ '%U:ng ;};\rﬁa‘:; p;;;o;z :rs:é:?n(ag;eg : ‘:gded S
the facility failed to have an effeclive governing o include repayment ol outstanding debtwhich
body that was responsible for the canductof the includes all vendordebtand the repayment
facility. During & complaintvisitconcluded on schedule for tax liabilities. The Board has
01/30/18, Immediate Jeopardywas identified in pproved agreements with taxing authorities to
the areas of Governing Bady, PatientRights, ansure liabilities are metsee board minuies
A e Chart Audil tool was revised to include more
Improvemeqt(QAPl)._ Nursul\g Senvices, i etail and better capture medication errors. 414019
Phamaceutical Services, Discharge Planning, hart audits were being done dailybut were not
Surgical Senices, and Emergency Senices. The apturing the full 24-hour. Audits will now be
facility submitted a Plan of Correction which erformed to include the full 24-hour period from
alleged compliance/correction ofthe ahove & same lime each day to the next day. Nursing
nancompliance on 03/06/19. Howewer, the facility ministration will m aintain a nursing verbal
fatled to implementthe plan of correction related ounseling log to include all medication
to the Chief Execulive Officer (CEQ), Budget, Counseliing sessions. Medication errars will be
QAPI, and Nursing Sences. reported though a paper report to the Risk
nagementcammitiee lo monilor patterns or
The CEOQ failed to ensure stafthad completed the rends
trainings included on the above plan and the CEO
failed to ensure audits were compleied perthe
hospital's plan of correction. The facility failed to
ensure the annual aperating budgetwas
prepared according to generallyaccepled
accounting principles. The budgetdid not include
LABGHATORY DREGOR SOR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TIILE A5} DAYVE
/z fc_/éw <& 7z Yot s

Any deliciancy stalemont ending with an asterisk {*) genolas a deﬂcl&;:y which the Institytion may 2e excusod from corecting prov iging It Is determined that
othier saf eguards provide suiticiant proteciicn 1o tha pallems . {Sea instnuctions ) Excepl Tof nursing homes, the lindings stoted nbove are disclosabla 60 days
fallowing the date of survey whelher or not a plan of comection is provided, For nursing homas, the abov e {indings and plans of cormection are disclosable 14
tay s following the date these dacuments are made av ailable 1athe faciiy ) dolizoncies are cited, an appraved plan of correctlenis requisite 1o continued
program panicipation,
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repaymentof outstanding debt and failed to fully
disclose the hospital's monetarysituation. The
facility failed to pay employee taxes {federal,
stale, and city) for the 4th quarteraf 2018 and the
facility was stili unable o meetpayroll for all staff
on 03/01/19. Staff were not all paid until 03/08/19
(a week afier due). In addition, the hospitalwas
stillbehind on repaying theirdebt io the pharmacy
distributorand as of 03/12/19, orders for
medications are filled on a case by casebasis

The facilily failed to ensure that performance
indicators and audils were collected and reviewed
per ihe Quality Improvement Plan and perthe
Plan of Correction for the Statemeniof
Deficiencies issued on 01/30/19. The Plan of
Correction for the Statementof Deficiencies
dated 01/30/1 9 included the completion ofdaily
chartaudils which included monitoring medication
administralion and completion of physician
orders. However, the audits were not completed
per the plan and did not identify concerns with
omitted/missed doses ofmedications involving
Patient #16 and Patient #13.

The facility faited to ensure a registered nurse
supenised and evaluated the nursing care for
two sampled patients (Patients #13 and #16)
related lo medication administration and failed to
ensure medications were transcribed correctlyfor
Patient #14,

(Referto ADOS7, ADO73, AD263, AD273, AD385,
and AD395)
th0s7) gEI‘RE(S )E:;EZC 1U ZIbN}E OFFICER & 0":ﬁ}The Gowerning Board appointed a CEO 2/19/19.| 4/14M19
N The CEO will provide monihlyand as needed
reports to the Governing Board which will list
nutsianding debtincluding pharmacysupplier
payments, laxes, and employze payroll.
FOQMLCIE e any Denjne Vnreiang Mo Fupnl IR s1ege Endin. im trOR 1 orppbimes gl sy e v aed nq;n e Bt

The gowverning body mustappointa chief
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{A 057}| Continued From page 2 {A 057 ¥1he budget was approved by the Governing 411419
exacutive officer whais responsible formanaging Board on 2/26/19. An addendum will be added
the hospital. o include repaymentof outstanding debtwhich
includes all vendordebiand the repayment
This STANDARD is not met as evidenced by chedule for tax liabilites. The Board has_
Based on inleniew, record review, and review of ppromt_i agrgemenl.s with taxing a“"‘P""""s L
Gaverning Body Meeling minutes, facility audits, nsure liabilities are met see board minules.
Daily Operating Budgel, and the Plan of Stalf trainingfin-senvces are being conductad as| 414119
Carrection the facility submitted for the statement naeded based an ongoing nursing audits. This
of deficiencies issued on01/30/19, it was aining is done in classroom, cne onone or
determined thatthe facility failed 1o ensure the mall group meetings. Staff understanding of
Chief Executive Qfficer (CEQ) was responsible aining is measured, Alistof trainingfin-
for managing the hospitat budgetand senices as well as methods, attendance, and
imptementing the Plan of Correction. The CEO valuation of understanding is reporied lo the P
failed to ensure the operating budgetincluded Commitize of which the CEO, a Board Mem ber
current revenues and debls. In addition, the CEO e
fatled to ensure stafftraining and audits were
completed in accardance with the facility's Plan of The Chart Audit tool was revised to include more| 411449
Correction. detail and better capture medication errors.
Chart audits were being done dailybut were not
The findings include: capturing the full 24-hour. Audits will now be
performed to include the full 24-hour period from
Review of the Governing Body Meeting minutes [he same time each day o the next day. Nursing
dated 02/22/19 revealed the CEO was approved pdminis tration will maintain a nursing verbal
to serve as Ihe Interim CEO effective 02/27/19. counseling log lonclude all medicalion  wi
Counselling sessions. Medication errors willbe
reported though a paperreport to the Risk
1. The Pharmacy Supplierwho supplied the Managementcommitiee la monilor patterns or
hospital with medication was contacted during the #irends.
revisit and information from the pharmacywas
received on 03/13/19 and 03/1419. Review of
information received via email on 03/13/19 from
the facilitys PharmacySupplier revealed the
facility was behind appraximately $115,000 on
their paymentplan and another $27,000 was due
on 03/20/19. Additional information received on
03114119 revealed the company that owns the
hospital had paid approximately 589,000 toward
their pastdue amountin order to receive
shipments. However, continued to owe the
Pharmacy Supplier a total of $377,000. Per
FORN CMS-2667(M.09) Prodoss Vorsions Obscicio Evonl 1D: HSEG12 Foality 10y 100020 I continuation shoel Paga Jcf 31

N ) oA

C -2

Yty



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

PRINTED: 03/29/2019
FORM APPROVED
OMB NO.0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIEER/CLIA 2) MULTIPLE CONSTRUCTION (33) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUIMBER: COMPLETED
A. BUILDING
R
1800214 B. WING 0311212049

NAME OF PROVIDER OR SUPPUER

SOUTHEASTERN KY MEDICAL CENTER

STREETADDRESS, CiTY, STATE, ZIP CODE
850 RIVERVIEW AVENUE
PINEVILLE, KY 40977

informatian received on 03/14/19 from the
supplying pharmacy, the decision whetherto
provide medications to the facility is determined
each time an orderis placed.

Review of the daily operating budgetrevealed the
revenue and expenses were listed on a monthly
basis forthe currentfiscal year July 2018 through
June 2019, However, the daily budget did not
include paymenis for outstanding debts {loans,
debt owed to the Pharmacy Supplier).In
addition, the revenue seclionincluded a
Dispropeortionate Share Hospital (DSH) revenue
of $99,000 per month from January 2019 through
June 2018,

Interviaw with the ChiefExecutive QOfficer (CEQ)
on 03/07/19at 11:27 AM, 2:20 PM, and 4:12 PM,
on03/08M19at2:10PM, andon 03112119 at2.02
PM ravealed the Governing Body Board hadmet
on 02/22/19 and appuinted him as CEO, The
CEO siated he and lhe owner developad the
budget; however, the CEQ stated the repayment
of debt was not included in the budgel. Per the
CEQ, even thaugh the facility was stillindebt to
the contracted pharmacyand was making
payments of $28,000 per month to repay the
debt, ihe debt was notincluded in the budget.
Further intendew with the CEO revealed
employee taxes (Federal, State, and City) for the
fourth quanter (October - December) of2018 had
not beenpaid. The CEO stated the laxes had
been withheld from the employees’ paychecks,
but had not y2t been paid ta the federal, state, or
city governments. In addition, the facility had not
paid employee stale taxes for February2019.
Continued interview with the CEQ revealed the
hospital did nothave the funds to pay employees
on 030119, but did not know until late afternoon

{%4) 1D SUMMARY STATEMENT OF DEFICIENCES o] PROVIDER'S PLAN OF CORRECTION x5
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{A 057}l Continued From page 3

ischarged and [V access was removed before
e 11:00 o’clockdose of IV Levaquinwas due.
The pharmacistwas not notified timely through
the EHR thatthe patienthad beendischarged.
The omission of patient#16's Levaquin was not
idenlified because the pharmacywas looking at
|1he discharge date and not the discharge time.
The pharmacists have been verbally educated
on the necessityoflooking at the discharge time
las well as the dale in order to discoverall
medication errors. The director of pharmacyhas
counseled the nursing staffto discharge patients
om the EHR sysiem as soon as the patientis
ischarged.

A 0571%: the case of Patient#16 the patienthad been 4114118

Licensed nursing staff will be counseled by 4114119
nurse administration to not remove any IV
access uniil patientis ready to leave the facility.

Patient # 13 was on a fluid restrictionand no 4/14/19
ocumentation related how nursing staffwas to
implement the fluid restriction plan. In March
019, a palicy and procedure were developedon
Fluid Restriction, Nursing staffwillbe in-
seniced by nursing administration on the Fluid
Reslriction Policywhichincludes placementof
he fluid restriction plan on the Medact whichis

e electronic Kardex for nursing orders.

The Registered Dietician will provide further 4/14119

ducation on fluid resiriction diet to nursing stafi
l?valualion of knowledge will be demonstrated
hrough a written tast.

RN #5 was identified as being the same nurse 411419
involved in the med errors on Patient #14 and
16. This RN #5 received 1:1 counselling and
re-education on the Physician Orders policy and
Medication Administration policyby ACNO.
Evaluation of the nurse's know'edge willbe
emaonsirated through a written test.
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{AQS7)| Continued From page 4 {A 057 Licensed nursing staffwill be re-educated on 41419
on 03/31/19 that funds were nol available. Per dication Administration Policy and Physician
the CEOQ, directcare staff were not paid uniil rders Policy by Nursing Leadership. Evaluation
03/07119 and administrative staflwere paid at fthe nurse's knowledge will be demonsirated
2:00 PM on 03/08/19. The CEO stated funds for rough a written test.

the 03/15/19 payroll were not avallable as of
031219.

Continued interview with the CEQ revealed when
calculating the budget for January 2019 through
June 2019, he included $89,000 of revenue per
month that was expected from DSH Payments.
However, the expected DSH paymentwould not
be received uniit November 2019 (whichis notin
the same fiscal year).

2. Review of the Plan of Corraction (POC)
submitted forthe Statementof Deficiencies
(S00) dated 01/30/19 revealed the CEO was
responsible forensuring staffwere
irainedfin-senviced.

Interview with the AssistantChiefNursing Officer
(ACNO) on 03/08/19at 2:25 PM revealed, "We
tried to do as much of the trainingfin-senice in
personwith the nursing staff, howaever, some of
the policies were given to {he staif and the slaff
were expected 1o read the policy and sign the
in-senice roster. We did not ensure the staff had
completed the in-senices.”

Interview with Licensed Practical Nurse (LPN)#1
on 03/08/19 a! 2:30 PM and with Registered
Nurse (RN)#2 on 03/12119 at 1:40 PM confirmed
some ofthe recent in-sendce training (included
on planof correction) consisted ofa policy being
left for staff to read and signing a training roster.
LPN #1 also stated lhere was a book at the
nurses’siation with the palicies.
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3. Review of the Plan of Carrection (POC)
submittad forthe Statementof Deficiencles
{50D) dated 01/30/19 revealed the CEQ would
be responsible to ensure adequale resources
were available, allow staff sufficienttime to
participate in Quality Assurance Performance
Improvement{QAPI) activiies, andinstitute
appropriate information systems forcollection
and analyzing data. The plan further stated the
CEOQ would report any and !l findings to the
governing body.

3. A Review of Patient #16's medical record
reveaied the facility admitted the patienton

03/02/19 with a diagnosis of Acute Pyelonephritis.

Review of Patient #16's physician erders dated
03/03/19, included an order for Levaquin
(antibiotics } 750 milligrams {mg) intravenous (1V)
1o be administered daily.

Review of Patient #16's physician progress noles
dated 03/05/18, revealed the physician
documentad the patient’s discharge home would
be planned the following morning (03/06/19) and
fe continue the patient's IV antibiotics. However,
review of Patient #16's Medication Administration
Record (MAR) revealed staff failed to administer
Palient #16's IV antibiotics on 03/06/19, as
prescribed,

Interview with Registered Nurse (RN}#5on
03/0719 at 10.45 AM revealed she had not
administered Patient#16's IV Antibiolic
(Levaquin) as prescribed bythe physicianon
03/06/19.

Interview with the AssistantChiefNursing Officer
(ACNO) on 03/07/19 at 3:25 PM revealed she

{A057]
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had canducted a chart audit of Patient #16's
medical record on 03/06/19, but had notidenlified
the medication error.

Interview with the Pharmacy Director on 03/08/19
at 9:30 AM revealed she was monitoring daily for
medication errors in the facility, and when
medications were omitied, itwas a medication
error. Per the Pharmacist, she had notidentified
that Patiant #16 had not received the IV Antibiclic
Levaquin as prescribed on 03/06/19.

3. B, Review of Patient #13's medical record
revealed the hospitaladmitted the patienton
03/08/19 with a diagnosis ofCongestive Heart
Failure {CHF). The physician's orders dated
03/08/18 included ancrder for Lasix40
milligrams (mg} IV twice perday. In addition, on
03/09/18, an order for a 2000-milliliter {m!) Auid
resfriction was received.

However, further review of the medicalrecord
revezled no documentation thalthe 6:00 PM
scheduled dose ofLasixwas adminisiered and
no documeniation related to how nursing staff
planned to implementthe patient's 2000 ml fuid
restriction.

Review of the Plan af Correction for the 01/30/19
Statemient of Deficiencies revealed dailychart
audits would be completed. Review of the chart
audit tool revealed the hospital was monitoring to
ensure physician orders were completed
correctly, medications were adminisierad timely,
elc. Raview of the tool for 03/08/19 through
03/11113revealed the hospital had not identiied
that a dose of Lasixwas not documented as
given on 03/09/19 or thal there was not plan for
implementing the Patient#13's fiuid restriction

{AG57)
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Review of the daily audittoal {Medical-Surgical
Chart Audit Tool) dated 03/08/19 through 03/11/19
revealed there four (4) to six (8) patients on the
medical-surgical unitbetween 03/08/19 and
031119, The tool included a category to audit
timely administration of medication, medication
omissions, etec. On 03/09/19, the audittool failed
io inglude a raview of Patient #13 Review of
0311019 and 03/1119 auditsheels revezled staff
had reviewed Patient#13's medical record, but
had not idenlified any problems with medication
administration or thatthe ordered Lasix was not
documented as administered on 03/09/19.

Interview with Assistant Directorof Nursing
(ADON) and RN #8 on 03/12/19 at 8:45 AM
revealed they did the Medical-Surgical Chart
Audil for 03/08/19. The ADON siated she
completed the auditfor 03/09/19 atapproximately
10:00 AM. She stated she reviewed
documentation thathad been completed since
12:00 AM, and stated the next day the same time
framewould be reviewed. The ADON stated she
saw now she was deing the audit wrong and
should be looking ata 24-hourperiod. The
ADON stated they did not identify that Patient
#13's Lasixwas not documented as given for the
6:00 PM dose on 03/09/19.

Interview with Nurse Aide #1 on 03/11/19 at 4:40
Pid revealed she had cared for Patient#13 on
day shiftuntil the patient was discharged home.
Per the Nurse Alde, she was not aware Patient
#13 was on fluid restrictions,

Interview with RN #7 on 03/11/19 at 4:57 PM
revealed she had cared for Patient #13 on day
shiftuntil the patientwas discharged home

{A 057}
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{mid-marning, 03/11/19). The RN stated the
patientwas on a 2000 mi Ruid restriction and
pointad out that the restriction was documented
on the facility Med Act (Kardex used for nursing
orders); however, there was no specificplanas to
how the fluid restricion would be implemented.
The intake record for that morning showed the
patienthad consumed 960 mi by 8:00 AM.

Interview with the Assistant Director of Nursing
{ADON) and RN #8 on 03/12/19 at B.45 AM
revealed she and RN #8 had completed the
charis audils for 03/08/18. The ADON reviewed
Patient #13's record and could not find a plan for
implementing the ftuid restriction. The ADON
slated the lack of planning for the fluid restriction
had nol being identified on the chart audit,

Interview with the CEQ on 03/08/19 at 10:00 AM
revealed he attended the weekly QAPI Meelings
and that he was monitoring stafftraining. The
CEQ stated he had "learned taday” (after
identified by the surveyors) that some siafihad
not received training. The CEO stated he was
not aware that the staff training consisted of staff
reading a policyand signing an in-senvice record,
The CEQ said he thought the training would be
1:1 orin a group selting with some sortoftesting
after the training. The CEO further stated he had
nol been nolified of any concerns with the chan
audits and was not aware of any medication
errors ar omissions,

INSTITUTIONAL PLAN AND BUDGET
CFR(s):482.12(d)

The institution musthave an overall institutional
plan that meels the following conditions:
{1} The plan mustinclude an annual operating

{A 057}

{A073)
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budgetthat is prepared according to generally
accepted accounting principles.
(2) The budget mustinclude all anticipated
income and expenses, This provision deesnot
require thatthe budgetidentify item by item the
companents ofeach anlicipated incame or
expense.
(3) The plan must provide for capital expenditures
for at leasta 3-year period, including the year in
which the operating budgetspecified in paragraph
(d)(2) of this section is applicable.
(4) The planmustinclude and identifyin defail the
objective of, and the anticipated sources of
financing for, 2ach anticipated capital expenditure
in excess of $600,000 (or a lesseramount thatis
established, in accordance with section 1122(g)
{1) of the Act, by the State in whichthe hospitalis
located) that relates to any of the following:

(i} Acquisition of land;

{ii) Improvementof land, buildings, and
equipment; or

(i) The replacement, modernization, and
expansion of buildings and equipment.

This STANDARD is not met as evidenced by:
Based oninteniew, record review, policy review,
review of accounting websites, and review of the
facility budget, it was detenmined thatthe facility
falled to ensure the annual operating budgetwas
prepared according to generallyaccepled
accounting principles. Review of the facility's
budgetravealed the facility failed to ensure the
budgetincluded repayment of outstanding debt
and failed to flly disclose the hospital's monetary
siluation, The facility failed to pay employee
taxes (federal, state, and city) for the 4th quarter
of 2018; employee laxes for February 2019; and
awed $377,000 to the Pharmacy Supplier.
However, the facility fatled to include the debtin

(A 073)

The budgelwas appraoved by the Govarning
Board on 2/26/19. An addendum willbe added
o include repaymentof outstanding debtwhich
includes all vendordebtand the repayment
chedule fortax liabiliies. The Board has
pproved agreemenis with taxing authorities to
nsure lizhilities are metsee board minuies.

411419
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their budgel. Further, as of 03/12/19, funds were
not avaitable to meetpayroll due on 03/15/19.In
addition, the budgetincluded revenue (599,000
per month from January through June 2019) for
income thatwill not be received unlii November
2019 (the nex fiscal year).

The findings include;

Review of the policy, "Strategic Plan, Operating
Budge, and Three (3) Year Capita! Expense
Budget," dated February 2019, revealed the
Hos pital Administration will initiate, develop, and
complete an annual strategic plan, operation
budget, and three-year capital expense budget
that will be forwarded to the Medical Exacutive
Committee and Board of Directors for approval,

Per the web site, investor.gov (U3 Securities and
Exchange Commission}, Generally Accepted
Accounting Principles (GAAP) are accounling
standards, conventions, and rules. It is what
companies use to measure their financial resulls.
These results include netincome as well as how
companies record assels and liabilities. In the
US, the SEC has the authority lo establish GAAP,
However, the SEC has historicallyallowed the
private sector to establish the guidance.

According to accounting.com,"Generally
Accepled Accounting Principles” (GAAP) include
"Principle of periodicity: Reporting ofrevenues is
divided by standard accounting time periods,
such as fiscal quarters orfiscal years and
Principle of materiality: Financtal reporis fully
disclose the organization's monelarysituation.”

Review of the daily operating budgetrevealed the
revenue and expenses werelisted on amonthly
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basis for the current fiscal year July 2018 through
June 2019. Furher review revealed the budget
did not include payments for outstanding debis.
In addition, the revenue section included a
Disproportionate Share Hospital (DSH) revenue
of $99,000 per month from January 2019 through
June 2019,

The Phaimacy Supplier, who supplied the
hospital with medication was contacled during the
revisit and infarm ation from the pharmacywas
received on 03/13M19 and 03/14/19. Review of
information received via email on 03/13/18 from
the facilitys Pharmacy Supplierrevealed the
facility was behind approximately $115,000 on
iheir paymentplan and another $27,000 was due
on 03720119, Additional information received on
03/1419 revaaled the company that owns the
hospital had paid approximately $89,000 toward
their pastdue amountin order lo receive
shipments. Howewver, the hospilal continued to
owae the Pharmacy Suppliera total of $377,000.
Per information received an 03/14/13 from the
supplying pharmacy, the decision whetherto
provide medications to the facility is delermined
each time an orderis placed.

intendew with the Chief Executive Officer (CEQ)
on 03/07/19at 11:27 AM, 2:20 PM, and 4;12 PM,
on 03/08/19 at 2:10 PM, and on 03/12/19 at 2:02
PM revealed the Governing Body Board had met
on 02/22/19 and appointad him as CEQ, The
CEOQO stated he and the owner developed the
budget; however, the CEO stated the repayment
of debt was notincluded in the budget. Per the
CEQ, even though the facility was stillin debt to
the contracied pharmacyand was making
payments of 528,000 permaonth lo repay the
debt, the debt was notincluded in budget,
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Further interview with the CEQ revealed
employee taxes (Federal, State, and City) for the
fourth quarter (October - December) 02018 had
notbeen paid. The CEOQ siated the taxes had
beenwithheld from the employees' paychecks,
but had not yet been paid to the federal, state, or
city governments. In addition. the facility had not
paid employee state laxes for February 2019,
Continued interview with the CEO revealed the
hospital did nothave the funds {o payemployees
on 03/01/19, but did not know until late afternoon
on 03/01/19 that funds were not available. Per
the CEO, directcare staff were not paid until
03/07/19 and administrative staffwere paid at
2:00 PM on 03/08/19. The CEO staled funds for
the 03/15/19 payroll were not available as of
03112189,

Continued interview with the CEO revealed when
calculating the budgetfor January 2018 through
June 2019, heincluded $99,000 of revenue per
month that was expected from DSH Paymenis,
Howewer, the expected DSH paymentwould not
be received until November 2019 (whichis natin
the same fiscal year).
{A263)] QAP {A283)
CFR(s): 482.21 [The Chart Audit ool was revised o include morg|  4/14/19

detail and better capture medication errors.

. . Chart audits were being done dailybut were not
;Ih;r':‘glsnp::L”;::‘ée‘:'vs:‘c;‘zigﬂ;";;;;?_w o capturing the full 24-hour, Audits will now be

" - performed to include the full 24 -hour period from
data-driven quality assessmentand performanca ihe same time each day to the next day.
improvement pragram.

Medication errors will be reported though a

paperreport fo the Risk Management committee
The hospital's governing bodymustensure that fto monilor patterns or trends.

the program reflects the complexty of the
hospital’s organization and sernvices; involves all
haspital departments and senvices (including
those services furnished under contractor
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arrangement), and focuses onindicators relaed
to improved health oulcomes and the prevention
and reduction of medical errars

The hospital mustmaintain and demonstrate
evidence of its QAPI program for review by CMS.

This CONDITION Is not metas evidenced by:
Based on inteniew, record review, auditreview,
review of the Quality ImprovementPlan, and
review of the Plan of Correction for the Statemenl
of Deficiencies issued on 01/30/19,it was
determined the hospital failed to develop and
implementan ongaoing, hos pital-wide, date-driven
quality assessmentand performance
improvement program. The hospital failed to
ensure lhat performanceaindicators and audils
wate collected and reviewed per the Quality
Improvement Plan and per the Plan of Correction
for the Statement of Deficiencies issued on
01730/19. The Plan of Correction for the
Statement of Deficiencies daled 01/30/19
included the completion ofdaily chart audils
which included monitoring medicalion
administration and completion of physician
orders. The plan of correclion complelion date or
correction date was listed as 03/06/19. However,
the audils were not completed per the plan and
did not identify concerns with omitted/missed
doses ofmedications involving Patient#16 and
Patient#13.

Refarto tags A273, A385, and A395,
{A273}| DATA COLLECTION & ANALYSIS {A273)
CFR(s):482,21(a), (bi(1).{b)2)(3), (b}(3)

{a) Program Scope
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(1) The program mustinclude, butnotbe limited detail and better capiure medication errors.
{0, anongoing program thatshows measurable Chart audits were being done dailybut were not
improvementinindicators for whichi there Is capturing the full 24-hour. Audits will now be
evidence that it willimprove health oulcomes... performed lo include the full 24-hour period from
{2) The hospital mustmeasure, analyze, and the same time eachday to the next day.
track qualityindicators ... and otheraspects of Madication errors w"! be reparted though a .
" N paperrgpart to the Risk Managementcommittes
periormance tha pr ' fto manitor patterns ortrends.
hospital service and operalions.
(b)Pragram Data An annual meeting calendarhas heen alan9
(1) The program mustincorporate quality developed to ens ure timelymeeting of th'e
indicator data including patient care data, and pedical staff committees. These committees
other relevant data, for example, information nclude: MEC, P, Utullz_aiglon' Re“?W’B'Sk
submitied to, or received from, the hospital's l\cnanagement, LR LT 5l
. - ontrol/Surgeryand
Quality Improvement Organization. P&T/ Dietary. Also, those departmentmanagers
{2) The hospitalmustuse the data collected to-- hot members ofthe Pl Committee wil be
(i} Monitor the effectiveness and safety of ischeduled on a rolating basis fo attend and give
senices and quality of care; and ... their quality reports. All Mzdical Staff Commitiee
(3) The frequency and detail of data collection reports will be given to the Pl Committee, MEC,
mustbe specified by the hospital's governing [and Governing Board.
body.
The facility process rame workis the Plan, Do, | 444119
Study, Act (PDSA). The program Jooks athigh
risk, high velume, problem prone processes.
Also, Utitization Review/ Risk Management
Commitiees meetevery two months. Surgery/
This STANDARD is not met as evidenced by: Blood Ulilization/ Infection Control, and P&T /
Based onintarview, record review, auditreview, Dietary/ Health Infarmation Managementwill all
and review of the Quality ImprovementFlan, the meetquarterly. Dataon Organ procuremen,
hosgpilal failed to ensure that performance Morlalil_y Review, Incidentreporis, Restraintand
indicators and audits were callected and reviewed Seclusion use are collected concurrentyand
per the Quaiity Improvement Plan and perthe reporied at respeclive committeas.
Plan of Correction for the Statement of
Deficiencies issued on 01/30/19. The Plan of
Correction for the Statementof Deficiencies
daled 01/30/19 revealed daily chart audits would
be completed which included monitoring
medication administratiocn and completion of
physician orders. The Plan of Correction
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completion date or correction dale was listed as
03/06/19. However, the audils were not
completed perthe pian and failed to identify
concarns with omitted/missed duses of
medicationsinvolving Patient#18 and Patient
#13. The nursing audils also failed toidentify a
Irangcription error with Patient #14. The Plan of
Correction also stated a review of ail
Performance Indicators would be conductedin
the weekly Quality Assurance Performance
Improvement (QAPI) meating; however, only the
performance indicators included in the Plan of
Correction were reviewed in these meetings. In
addition, the hospital's revised Quality
Improvement Plan included scope ofthe program
and areas to be reviewed in the program;
howewer, the facility failed to obtaindata for
several of these areas to include: Martality
Review, Organ Procurement, Data Management,
Measures related to Regulatory Requiremenis,
Moderate/Deep Sedation, and Anesthesia
Adwerse Events, elc,

The findings include:

Review of the hospital's 2019 Quality
Improvement Plan signed 03/05/19 revealed the
areas included in the scope of the program were
high risk, high valums or problem prone
processes; infection control; restraintand
seclusion use; mortalityreview; blood and blood
productuse; argan procurament; utilization
review; data management; measuresrelated to
regulatery requirements, eic. The plan alsolisted
the committee members, the process
improvement framework, and reporting fermat,

Review of the Plan of Correction {PQOC) for the
Stalementof Deficiencies (SOD) dated 01/30/18

{A 273)
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revealed "Chart audits, including timely
medication administration, medication omissions,
change in condition documentation, consent for
treatment, nutritionallsocial senices consults,
monitoring and follawing up on medications, will
ba performed daily nursing staffto ensure
compliance. Chartauditiools are collected by
the ACNO who will report results ofthe chart
audits willbe reported fo QAP weekly soif
needed immediate actions are taken.”

Intenview with the Medical Directoron 03/08/19 at
2:25 PM revealed shewas also appointed as the
hospital QualityMedical Directorin Jate February
2019.The Quality Medical Director staled she
had attended the weekly Quality Improvement
(Ql) meeting on03/04/19, but had nol discussed
the new Ql process with the Chief Nursing Officer
{CNQ}, wha is the acting Quality Director.

Interview with the Assistance ChiefNursing
Officer (ACNC) on 03/07/19 at 3:25 PM and with
the CNO on 03/07/19 at 4.00 PM revealed the
ACNQ, managementstaff, and direct care nurses
were collecting data for the chart audits as
required by the POC for the 01/30/19 Statement
of Deficiencies. The ACNO and CNO stated that
sometimes the nurse who cared for the palient
thal day weuld also collectthe data.

1. Review of Patient #16's medical record
revealed the facility admitted the patienton

0310212 with a diagnosis of Acuie Pyelonephritis,

Review of Patient #16's physicians orders dated
030319, revealed tha physician prescribed
Levaquin {(antibiotic) 750 milligrams (mag)
intravenous (IV) fo be administered daily.

Review of Palient #16's physician progress noles

{A 273)
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dated 03/05/19, revealed the physician
documented the patient's discharge home would
be planned the following morning (03/06/19)and
{o continue the patients IV antibiclics. Howaver,
review of Patient #16's Madication Administration
Record {MAR) revealed staff failed i administer
Palient #16's IV antihiotics an 03/06/19, as
prescribed.

Interview with the AssistantChiefNursing Officer
(ACNOY} on 03/07/19at 3:25 PM revealed she
had conductad a chart audit of Patient #16's
medical record on 03/06/19, but did not identify
the medication error. She stated she was unsure
why the medication error had notbeen identified

Interview with the Pharmacy Director on 03/08/19

medication errors in the facility, but had not
identified that the Levaquin had not been
administered as grderedto Patient#16. The
Phamacistslated “wa should have caught that,"
and was unsure why the medication error had not
been idenlified.

2. Review of Patient #13's medical record
revealed the hospilal admitted the patienton
03/0BM9 with a diagnosis of Congestlive Heart
Failure (CHF). The physician’s orders dated
03/08/19 revealed the palient required Lasix
(diureticy40 milligrams (mg) IV twice per day. In
addition, on 03/09/18, the physician ordered a
2000-milliliter {m1) fluid restriction.

Further review of Patient #13's medical record
revealed no documentation thatthe 6:00 PM
scheduled dose of Lasixwas adminisiered to the
patientand no documentation related o how
nursing staff planned to implementthe pafient's
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2000 mi fluid restriction.

Review of the Plan of Correclion for the 01/30/19
Statementof Deficiencies revealed dailychart
audils would be completed. Review of the chart
audittool revealed the hospital was monitoring to
ensure physician orders were completed
correclly, medications were adminisiered timely,
etc. Review of the tool for 03/08/19 through
0311119 revealed the hospital had not identified
that a dose of Lasixwas not documented as
given on 03/09/18 or that there was not a plan for
implementing the Patient#13's fluid restriction.

Review of the daily audit tool (Madical-Surgical
Chart Audit Tool) dated 03/0819 through 03/111/19
revealed there were four (4) to six (6) patienis on
the medical-surgical unitbetween 03/08/19 and
03/1119. The tool included a category to monitor
timely administration ofmedication, medication
omissions, etc. Further review of the audit tool
dated 03/09/19 revealed no dacumented
evidence the facility audited Patient #13's medical
recard. Review of 03/10/19 and 031 1/19 audit
sheets revealed staffhad reviewed Patient #13's
medical record, but had not identified any
problems with medication administration or that
the physician ordered Lasixwas notdecumented
as administered on 03/09/19.

Interview with Assistani Director of Nursing
(ACNO) and RN #8 on 03/12/19 at 8:45 AM
revealed lhey conducled the Madical-Surgical
Chart Audit for 03/09/19. The ACNQ stated she
completed the 03/09/19 audital approximately
10:00 AM and reviewed documentation since
12:00 AM that morning. The ACNQ stated the
next day, the same time frame would be
reviewed, The ACNO stated she sawnow she
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was doing the audit incorrectly and should be
laoking at a 24-hour period. The ACNO stated
they did not identify that Patient #13's 6:00 PM
dose of Lasixon 03/09/19was not documented
as given.

Interview with Nurse Aide #1 on 03/11/19at 4:40
PM revealed she had cared for Patient#13 on
day shiftuntil the palient was discharged home.
Per the Nurse Aide, she was not aware Patient
#13 was on fluid restrictions.

Inteniew with RN #7 on 03/11/19 at 4.57 PM
revealed she had cared for Patient#13 on day
shiftuntil the patientwas discharged home
{mid-morning, 03/11/19). The RN slated she was
aware the patientwas on a 2000 mi fluid
restriction and pointed outthe restriction onthe
facility Med Act (Kardexused for nursing orders);
however, there was no specific plan on the
Kardexas to how the fiuid restriction would be
implementad. Review of Patlent #13's intake
record for 03/11/19 revealed the palient had
consumed 960 ml offluids by 8.00 AM.

Interview with tha Assistant Directarof Nursing
{ACNO) and RN #8 on 03/12/19 at8:45 AM
revealed she and RN #8 had completed the
charts audits for 03/09/18. The ACNO reviewad
Patient #13's record and could notfind a plan for
implementing the Aluid restriction. The ACNO
siated the lack of planning for the fluid restnction
had not being identified on the char audit.

3. Review of Patient #14's medical record
revealed the patient was admitted to the facility
an 03/06/19 with a2 diagnoses which included
Chranic Obstructive Pulmonary Disease (COPD)
and Anemia.
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{A 273}| Continued From page 20 {A 273)

Review of Patient #14's physician orders reveated
Physician #4 ordered Robitussin
{Dexiromethorphan) DM (treats cough and
congestion)one (1) or two {2) teaspoons {isp}io
be administered bymouth four times daily, as
needed.

Review of the Meadication Error Tracking Form
daled 03/07/19 revealed pharmacystaff identified
on03/07/119at 5:21 PM that RN #5 had entered
Tussionex(treats coughs and common cold and
allergies)into the facility medication
administration system, instead ofentering the
medication (Robitussin) thalwas ardered by the
physician

Interview with the Pharmacy Director on G3/08/19
at 9:30 AM revezled she hadidentified a
transcription erroron 33/07/19, where RN #5 had
transcribed a medication ordered incorrectly for
Palient #14. She staled the error was identlified,
and the patient never received the wrong
medication. The Pharmmacist stated she notified
the ChiefNursing Officer {CNO) of the error,
when it was identified on 0310718

Intenview with the CNO whowas also the Quality
Directoron 03/08/19at 8.55 AM revealed the last
weeldy Ql meeting was on 03/04/19. The CNCO
stated not all Performance improvemeni
indicators were reviewed. Per the CNO, only the
indicators/zudits in the Plan of Cormraction for the
01730419 Statementof Deficiencies were
reviewedin the weekly meeling. However, the
CNO stated the audittool did not include change
in patizntcondition/pressure sore monioring as
was directed on the plan of correction.
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DEFICIENCY)
{A273}{ Continued From page 21 (A 273}
Refer to A385 andAI95. In tha case of Patient #16 the patient had b}aen 411419
discharged and IV access wasremoved before the
{A385) NURS"?]G S {A385; 11:00 o'clockdose of V Levaquin w as due, The
CFR(s):482.23 ipharmacisi w as not nofified timely through the EHR
hat the patient had been discharged, The omission of
The hospital musthave an organizad nursing atient #16's Levaquin w as not discovered because
senice that provides 24-hour nursing services. ho? :’g;ﬁi‘;ﬁ:i:‘:”"%:';2:;{:‘;3;9;?:2:23
The nu.rsmg senices mustbe furnished or erbally eduycaled on the necessity of looking at the
supenised bya registered nurse. ischarge time as welias the date in order to discover
1| medication errors. The director of pharmacy has
This CONDITION is not metas evidenced by: ounseled the nursing staff 1o discharge patients from
Hased on interv d revi i 3 he BHR systemas soonas the palient is discharged.
e GO [ et S T S Licensad nursing stalf wil be couns eled by ACNO or
review of facility audits, and review of the Plan of hen ACNOnot available by nurse administration lo
Correclion for the Statement of Deficiencies ot remove any N access untilpatientis ready to
dated 01/30/18, it was determined thatthe facility eave he facilty.
failed to ensure nursing senices were furnished Pallent #14 and #16's med errarwasbythesameRN. | 4/14/19
or supenised bya registered nurse. e RN received 1:1 counseling and reeducation on
he ph_ysici:'m orders policy and Medicat'non_
Record review and inlenview with staff revealed dnims::nalmne%n!icy by :‘E ACNO e\:’alltt:auonhol' the
o ] e ) urse's know ledge wasdemonsirated through a
.the facility failed to admtnlster!’gtlgnt#16. e X v ritentest. Also, all icensed nursing staff are
intravenous (V) Levaquin (antibiotic medication eceiving education on Medicalion Administration
lo treat infections ) as prescribed bythe physician oficy and Physician Orders policy withawrilien lest io
on 03/06/19. Patient #16's physicianwas not emonsirate know ledge. Medicalion errors are
notified of the medication omission emorbyRN ';':gr'ﬁ: ;‘: tl:t:'!s'zcdhsﬂanagerrenl Sl s
#5, as required on 03/06/19. ’
Patient #13 had arder for afluid restrictionbuthad no | 414119
Further, record review and intendew revealed lan Iofcarry outthe order, Alsa, E‘atient #13 missed a
in ; ; use of Lasix, The nurse aides will be educated on the|
nurs '. g sEaﬁ(RN#5} aiso tncorr:ect!_ytranscnl.:ed a luid reslriction policy by Nurse Administration. The
physician's ardered cough medication o Patient primary nurse of the patient will be responsible for
#14's Medication Administration Record (MAR), reviewing the Madactthe electronic Kardex for nursing
Although, the incorrectmedication was not rders and easuring that lhe nurse aides are
i, iows sl e
administration had nr:)tldenllﬁed the error with v ill be posted above the palient’s bed for further
Patient#14 and #16 involved the same nurse. tarification for all distary restrictions.
Nursing statf and the Bietary Manager willbe educated
Review of Patient #13's medical record revealed 2y plursing Adrinistration ohhe FE Feetiction
. w . cy and how toimplement a pl u
the patienthad physician's orders dated 03/08/19 esirictions. The nursing stalf wil be givenw ritten
to received IV (intravenous) Lasx(diurelic} twice mount of fluid on eachmeal tray w hentrays are
per day; however, there was no documeniation elivered
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SUMMARY STATEMENT OF DEFICIENCES o] PROVIDER'S PLAN OF CORRECTION o5
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE urLEl oy
REGULATORY DRLSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICENCY)
Nursing staff and the Dietary Manager willbe educated]  4/14/19
Continued F 22 A hy Nursing Admministration onihe Fluid Restriction
onlinued Fram page {A385 Folicy and how toiplement a plan for fluid
that the patient received the 6:00 PM dose of estrictions. The nursing staff willbe givenw ritten
Lasixan 03/09/19. Patient #13 alsohad a prou olfkd on eachitreal ey whenlayssra
physician order for 2000-milliliter fluid res triction: elverec.
however, inlerviews revealed nursing staff failed 50, alllicensed nursing stafiare recei“'ng 4114119
to develop a plan to implementthe fAuid ducation on Madication Administration policy
restriction. and Physician Orders policy with a written testto
emonstrate knowledge. Medication errars are
Review of medical records and facility audits reparted to Risk ManagementCommittee to
revealed the facility failed to implementthe Plan onitorpatterns or trends.
of Corraction for the Statement of Deficiencies ; "
. g e 8 CNO will ensure that pharmacy v il report all 4/1419
dated 01/30/19 in which immeadiale jeopardy for dication errora fo the ACNO wha is performing chan
Nursing Services was Identified. The Plan of udits and 1o the Risk Manager by w ay of printed
Correction stated daily chart audits which eporls. Risk Manager wilt report number of Wf'gicalldon
i : rrors to Pl Medicalion errors willbe reviewed, an
included ens uring physician c.)rdc.ers were any action taken logged an anursing verbal counseling
completed cotrectiyand monitoring for jog sheet lo monitor patterns and trends,
medication administration were completed.
However, review of the chan audit revealed the [The Chart Audit ool w as revised toinclude more detail|  4/14/19
facility failed to identify any concern with Patient and better capture medication errars, Charl audits
: . S w ere being done daily but were nol capturing the full
#13's Lasixadministralion on 03/09/19, the 24-hour. Audits wilnow be performed to include the
transcription of Patient #14's cough medication, full 24-hour period fromthe same fime each day lathe
ar that Patient #16 did not receive IV Levaquin as next day. Nursing Adrrmtslratianl willmaintain a
prescribed on 03/06/19 nursing verbal counsefing log to include all medication
: Caunseling sassions. Medication errors willbe
reported though a paperreport lo the Risk
Refar to A395, A263, and A273. Management commitiee 1o monitor patierns or trends.
RN SUPERMISION OF NURSING CARE {A 395}
CFR(s).482.23(b}({3}
A regisiered nurse must supenise and evaluate
the nursing care for each patient.
This STANDARD is not met as evidenced by:
Based onintervew, record review, palicy review,
review of the facilitys Plan of Correction
submitted inresponse 1o a Statementof
Deficiencies dated 01/30/19, and review of facility
audits, it was determined thatthe facility failed o
ensure aregistered nurse supenised and
FCRM CME-2657{02.99) Prevous Versiona Chadetn Event iD: NSEG12 Fagility 10 100020 If cenlinuation shoel Page 23 of 31
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SSUFPLIER/CLIA (>2) MULTIPLE CONSTRUCTION (X) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
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180021 8 WING 031212019
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(X4} 1D SUMMARY STATEMENT OF DERCIENCIES iD PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PRERX {EACH CORRECTIVE ACTION SHOULD BE TUPLE 12
TMG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE ARPROPRIATE RRIE
DEFICENCY)
In the case of Patient #16 the patienthad been 4414119
i ischarged and IV access was removed before
{456} Coninusd Rigm pa.ge a3 {A 395 el 1:590 o'clockdoseof IV Levaquinwas due.
evaluated the nursing care for three {3} of fifteen e pharmacistwas notnotified limely through
{15) sampled patients (Patients #13,#14, and e EHR thal the patienthad been discharged.
#18), Medical record review revealed the facility e omission of patient#16's Levaguin was nol
failed to administer Patient#18's intravenous (IV) iscovered because the pharmacywas locking
Levaquin (antibiotic medication io reatinfeclions) at the discharge dale and not the discharge time.
as prescribed bythe physician, on 03/06/19 e pharmacists have been verbally educated
Patient #16's physician was notnolified of the n the necessityof loaking at the discharge iime
medicalion omisslon errorby RN #5, as required s wellas the dale in order to discover all
an 03/06M5. edicalion errors. The director of pharmacy has
ounseled the nursing staffto discharge patients
. . . om the EMR system as soon as the patientis
Review of Patient #14's medical record revealed ischarged.
nursing staff(RN#5) incorrectly transcribed a
physician's ordered cough medication to Patient Licensed nursing staffwill be counseled by 4/14/19
#14's Medication Administration Record (MAR). CNO or when ACNO not available by nurse
Although, the incorrectmedication was not administration to notremove any 1V access until
administered, interviews with nursing atientis ready to leave the facility.
administration stafl revealed theydid not identify { icensed nursing staffwill be re-educalsd b
: . o ¥ 4114119
;h:r:;r:;srsw;th L G AL LI nursing leadership on the Nedigqtion
’ ministration Policyand Physician Orders
+hich includes indications for physician
Review of Patient #13's physician's orders dated notification. Evaluation of the nurse's knowledge
03/08/18, ravealed an order for the patient lo s demonstrated through a writien test.
receive [V (intravenous) Lasix{diuretic} twice per
day, hewever, there was no documentation in the Patient #14 and #16's med errorwas by t_he 41418
medical record that the patient received the 6 00 ame RN. The RN received 1:1 counseling and
PM dose of Lasixon 03/09/19. Patient#13 also reeducation on the physician orders policyand
had a physician order for 2000-milliliter fuid e e e
restriction; however, record review and infendews valualion of the nurse’s knowledge was
with staff revealed nursing stafffailed to develop B TS al
A ; ) icens ed nursing staffara receiving education on
a plan to implementthe fluid restriction. Medication Adminisiration palicyand Physictan
Orders policy with a written test to demonstrate
Review of the facility's Plan of Correction for the knowledge. Medication errors are reperied o
Statement of Deficiencies daled 01/30/19in Risk ManagementCommittee to monitor
which immediate jeopardyfor Nursing Services patlerns or trends.
was idenlified, and review of the facility's audits
revealed daily chart audits were being conducted
to ensure physician orders were followed and
medication administration was accurately
conducted, however, the facilitys chart audils
FCRI CMS-2557(02.09) Predous Versions Otadivie Event 10: N56G12 Foshey 1D 100020 It continuation sheel Page 24 of 11
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%4 1D SUMMARY STATEMENT OF DEFICIENCES 1D PROVIDER'S PLAN OF CORRECTION fatd
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Patient #13 had order for a fluid restriction but 414119
{A 395}} Conlinued From page 24 {A 3g5yiad no planto carry outthe order. Also, Patient

failed o identify Patient#13's Lasixmedication
was not administered on 03/09/19, Patient#14's
cough medication was incorrectly transcribed, or
that Patient #16 did not receive IV Levaquin as
prescribed on 03/06/19.

The Andings include:

Review of the "MedIication Administration” Policy
dated 02/2017 revealed Antibiotics were
time-critical scheduled medicalions, which could
hawve a significantor negative impacton the
intended pharmacolegical or therapeutic effect of
the medication. The pelicy stated Antibiotics
should be administered as ordered bythe
physician, and in the event the medication was
not administered as ordered, the patient's
physician should be notified related o the ervor,
which would be a resultof 3 missed dose ofthe
medication. The policy included "A Al
medication administrations will be performed
lhrough the electric MAR in the computer.. F.
The nurse thai will administer the medication is
responsible for the preparation of the medication
and the documentation onthe MAR and onthe
Nursing Daily Flowsheetifindicated.” Review of
the "Continuum of Care/Techniques for Charting”
Palicy dated 02/2019 revealed "The nursing
depanmentwill docurnent the patient stay in the
facitily in such a manner to provide a
comprehensive understanding ofthe patient's
weil-being...Procedure for Charting...B.
Document all medications with daie, times and
initials on the MAR, "

Review of the Plan of Correction for the
Statementof Deficiencies dated 01/30/19
revealed "Chart audils, including timely
medication adminisiration, medication omissions,

13missed adose oflLasix The nurse aides
illbe educated on the fluid restriction policyby
Nurse Administration. The primary nurse of the
atientwill be responsible for reviewing the
Madact the electronic Kardex for nursing orders
nd ensuring thatthe nurse aides are
nowledgeable ofthe palient's dietorder
including fAuid restrictions from the patient's
nurse eachshift. A signwillbe posted above the
atient's bed for further clarification for alldietary
rasriclions.

Nursing staffand the Dietary Manager will be 4149

ducated by Nursing Administralion on the Fluid
Resrichon Policyand how to implementa plan
for fluid restrictions. The nursing staffwil! be
iven written amountoffiuid on each meal tray
hen trays are delivered.

e CNO will ensure thatpharmacy will reportali 4/14/19
medication errors o the ACNO who is
performing chart audits and lo the RiskManager
by way of prinied repors. Risk Manager will
report number ofmedication errors to P,
Madicalion errors willbe reviewed, and any
ction taken logged on a nursing verbal
ounseling log sheetto monitorirends.

Nursing staffand the Dietary Manager will be 411419

ducaled by Nursing Administration on the Fluid
Resfricion Policyand how fo implementa plan
for Auid restrictions. The nursing staffwill be
iven written amount of luid on each meal fray
hen trays are delivered.

he CNO willensure thatpharmacy will reportal{ 4/14/19
imedication errors to the ACNO who is
perfarming chartaudits and to the Risk Manager
by way of printed reports. Risk Manager will
report number of medication errors to PI.
Medication errors willbe reviewed, and any
action taken Jogged on a nursing verbal
ounseling log sheetto monitor trends.
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revealed the patienl was admitted lo the facility
on 03/02/19 with a diagnosis of Acute
Pyelonephritis. Review of Patient #16's
physicians orders dated 03/03/19,inctuded
Levaquin (antibiotic) 750 milligrams {mg)
intravenous (V) to be administered daily.

Review of Patient #16's physician progress notes
dated 03/05/19, revealed the physician
documented ihe patient’s discharge home would
be planned the following marning (03/06/19) and
to continue the patients |V antibiotics. Howaver,
review of Patient #16's Medication Administration
Record (MAR) revealed staff failed to administer
Patient #16's IV antibiotic {Levaquin) on 03/06/19,
as prescribed.

Intenview with Regisiered Nurse (RN)#5 on
03/07/19 at 10:45 AM revealed she did not
administer Patient#16's IV Antibiolic (Levaquin)
as prescribed bythe physician on 03/06/19. She
slated medicalions that were notadministered as
directed by the physician, were considered a
medication errorbecause the medication was
omitted. She stated the patient's physician
shoutd be notified when a medicalicn was not
administered as ordered. However, RN #5 did

Data onmedication errors is reported atthe P&T
Commiitee, the P Committee, and is forwarded
o the MEC and Governing Board.

STATEMENT OF DEFICIENCIES {X1) PROVIDERSUFPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
R
180021 8. WING 0312/2019
NAME OF PROVIDER OR SUPPUER STREETADDRESS, CITY, STATE, ZiF CODE
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9 1D SUMMARY STATEMENT OF DEFICIENCES n PROVIDER'S PLAN OF CORRECTION a5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PRERX (EACH CORRECTIVE ACTION SHOULD BE PR
TAG REGULATORY ORLSC IDENTHFYING INFORMATION} TAG CROSS.REFERENCED TO THE APPROPRIATE e
DEFICIENCY)
A 395 i
¢ [ ST Frontl'page 25 ) {A 395} e Chart Audil tool was revised to Inciude more| 414712
change in condition documentation, consentfor detail and better capture medication errors.
treatment, nuiriional/s ocial senices consults, Chart audits were being done daily but were not
manitoring and follawing up on medications, will capturing the full 24-hour, Audits will now be
be performed daily..Charl audit tools are performed to include the full 24-hour period from
collected by the ACNO who will report resulls of e same lime each degyto_ the next day. Nursing
the chart audits .lo OAP| weekly soifneeded ministration will maintain a nursing verbal
immediate actions are laken " The facility added C°”“-"e'h’]9 logto !nclud;.:‘:l_ m:dlcat:on e
to the audit tocl on 03/08/18 that the facility would re:m-‘;z ‘?g::;:':’;ene;gi ;’}ﬁ;’;ﬁ;’" =
TR =R T R Managementcommitiee to monitorpatterns or
completed correctly. ends.
1. Review of Palient #16's medical record e CEQis a memberoftne Pl Commitiea. 41418
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Continued From page 26

not contact Patient #16's physicilanwhen the |V
Anlibiotic was nat adminislered as arderad on
03/06M19,

Inteniev with the AssistantChiefNursing Officer
{ACNO) on 03/07/19 at 3:25 PM revealed she
had conducted a chart audit of Patient #16's
medical record on 03/06/19, and had not
identified the medication error. She stated she
was unsure whythe medication error had not
beenidentified.

Interview with the Pharmacy Director on 03/08/19
at 9:30 AM revealed she was monitoring daily for
medication errors, and when medications were
omitted it was a medicalion error. Even though,
the medication error had occurred approxmately
forty-eight {48) hours priorto the interview being
conducted, she had notidentified that Patient #16
had notreceived the IV Antibiolic Levaquin as
prescribed, on 03/06/19. The Pharmacistalso
stated, "We should have caughtthat” and was
unsure why the medication error had notbeen
identified.

2. Review of Patient #13's medical record
revealed the hospital admilted the patienton
03/08/19 with a diagnosis of Congestive Heart
Failure (CHF). The palienl’s physician orders
dated 03/08/19 included daily weights, monitoring
intake and cutput, and administering Lasix
(diuretic) 40 milligrams (mg) IV hvice per day. In
addition, on 03/08/18, a physician's orderwas
received for a 2000-milliliter (mi) flvid restriction.

Howewver, further review of Patient #13's medical
record revealed no documentation thatthe 6:00
PM scheduled dose of Lasixwas administered
and no documentation retated to how nursing

{A 395
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staff planned to implementthe patient's 2000 ml
fluid restriction,

interview with RN #2on 03/12/12 atl 1:40 PM
revealed he was rasponsible for Patient #13's
care on03/09/19 during the day shift(7 AM to 7
PM). RN #2 stated he falled to documeni the
administration ofPalient#13's medication. Per
ihe RN, he administered the medication at
approximately 5:00 PM because the patient
wanted the medication earlyto ensure hefshe
was not up alt nightusing the restroom. The RN
stated his routine was to pull the medication from
the Omnicell {machine stocked with medication),
use the paper Medication Administration Record
{MARY}, give the medication fo the patient,and
then documentthat the medicationwas
administered in the Computer on Wheels (COW).
The RN stated he knew the procedure was to
utilize the COW when giving medications and lo
daocumenlon the computerized MAR, but he did
not always follow procedure.

Review of the daily audit lool (Medical-Surgical
Chart Audit Tool) dated 03/08/14 through 03/11/19
revealed there were four (4) to six (6} patients on
the medical-surgical unitbetween 03/08/18 and
03/11/19. The tool included a category of timely
administration ofmedication, medication
omissions, etc. On 03/09/19, the audittool failed
to include a review of Patient #13's medical
record, Review of 03/10/19 and 03111119 audit
sheels revealed staffhad reviewed Patient #13's
medical record, buthad not identified any
problems with medication administration or that
the ordered Lasixwas notdocumenied as
administered on 03/08/19.

Interview with AssistantChief Nursing Ofiicer
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{ACNQ) and RN #8 on 03/12/19 at 8:45 AM
revealedthey did the Medical-Surgical Chart
Audit for 03/09/19. The ACNO stated she
completed the audit for 03/09/19 atapproximataly
10:.00 AM. She stated she reviewed records for
documentalion since 12:00 AM that morning, and
conducted the auditfor the sametime frame the
next day. The ACNQO stated she sawnowshe
was doing the audits incorrectly and should be
looking at a 24-hour period. The ACNQ stated
they did not identify that Patient #13's Lasixwas
net documented as given for the 6:00 PM dose
on 03/0818,

Intendew with Nurse Aide #10on 03/11/19 2t 440
PM revealed she had cared for Patient#13 an
day shiftuntil the patient was discharged home.
The Nurse Ajide staled she had served the patient
breakfastand had also given him/heran
additional juice. The Nurse Aide stated the meal
tray contained the following fluids: coffee, milk
and juice. Per the Nurse Aide, she was nat
aware Patient #13 was on fluid restrictions.

Interview with RN #7 on 03/11/19 at 4.57 PM
revealed she had cared for Patient #13 on day
shift until the patientwas discharged home
{mid-morning, 03/11/19). Perthe RN, she had
also given the patient juice that moming. The RN
stated the patientwas on a 2000 m|fiuid
restriction and pointed putthe resftriction on the
facility Med Act (Kardex used for nursing orders).
However, there was no specific plan onthe
Kardex as to how the fluid restriction would be
implemented and the iniake record for that
morning (03/11/19) showed the patienthad
consumed 950 m| byB8:00 AM.

Interview with the Assistant Director of Nursing
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{ACNO) and RN #8 on 03/12/19 at ;45 AM
revealed she and RN #8 had completad the
charts audits for 03/08/18. The ACNO reviewed
Patient #13's record, could not find a plan for
implementingthe fluid restriction, and stated, "Wa
should have had a plan for the fluid restriction.”
The ACNO said nursing should have been
providing part of the fluids and dietary the other
part, The ACNO stated the lack of planning for
the fuid restriction had not being idenlified on the
chart audit.

3. Review of Patient #14's medical record
revealed the pafient was admitted to the facility
on 03/06/19 with diagnoses, whichincluded
Chronic Obstructive Pulmonary Disease (COPD)
and Anemia.

Review of Patient #14's physician orders revealed
Physician #4 ordered Robitussin
(Dextrometharphan) OM {reats cough and
congestion)one (1) or two (2) teaspoons (Isps.)
1o be administered bymouth four times daily, as
needed.

Review of the Medication Error Tracking Form
dated 03/071 9 revealed pharmacystaffidentified
on 03/07/19 at 5:21 PM that RN #5 had entered
Tussicnex(treats coughs and common cold and
allergies) into the facility medication
administration system, instead ofenlering the
medication (Rabitussin) thatwas ordered by the
physician

Inteniew with the Pharmacy Directar on 03/08/19
at 9:30 AM revealed she had identified a
transcription erroron 03/07/19, where RN #5 had
transcribed a medicalion ordered incorrectly for
Patient #14. She stated the error was identified,
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and the patient never received the wrong
medication. The Pharmaciststated she nolified
the ChiefNursing Officer (CNO) of the error when
it was identified on 03/,0719.

Interview with the CNO on 03/08/19 at .50 AM
revealed she was notified of RN #5's medication
omission error for Patient#16 and the RN's
transcription erroridentified by the Pharmacist
related to Patient #14 on 03/07/18. She stated
she had not conducled any re-education with the
RN after being nolified of the errors.

interview with the ChiefExecutive Officer (CEQ)
on 03/08/19at 10:15 AM revealed he had not
been notified of RN #5's medicalionerors;
however, he stated he should have been,

{A 385)
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{€ 000] Initial Comments {E 000}
An on-sile revisit was conducted on 03/07-12/19.
| Tags E3060, E3440, and E3660 were determined
to be corrected as alleged. However, the facility
remained out of compliance with tags E0041 and |
E2340. i
{E 041] 902 KAR 20:016 3(2)}(a)2 Section 3. {€0a1)  [The CEO will revise budgeted revenues and 411419
Administration and Operation debls for FY19 and submit to board for approval
| P at the next board meeting scheduled for 4/11/18.
(2) Administralor & review budget will show amounts to repay

oans and drug supplier.

(a) The administrator shall: & he GEO will ensure Ihe facility pays tax 4114119

iabilities to the federal, state, and city laxing

2. Be responsible for the management of the Euthon'ties on an angoing basis. This will be

hospital; one by way of agreements made in March 2015
; ith the taxing authorilies.

This requirement is no! met as evidenced by:
Based on interview, record review, and review of
Goveming Body Meeting minutes, facility audits,
Daily Operating Budget, and the Plan of i
Correction the facility submitted for the statement |
of deficiencies issued on 01/30/19, it was '
determined that the facility failed to ensure the
Chief Execulive Qfficer (CEQ) was responsible
! for managing the hospital budget and i
implementing the Plan of Correction. The CEO ’
failed to ensure the operating budget included |
current revenues and debts. In addition, the CEQ
failed to ensure staff training and audits were
completed in accordance with the facility's Plan of
Correction.

The findings include:

Review of the Governing Body Meeling minutes ! ! |
dated 02/22/19 revealed the CEO was approved
to serve as the Interim CEO effective 02/27/19.

1. The Pharmacy Supplier who supplied the |

LABORATORY DIREGTOR'S OR PROVI SURPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
: CED 3449
L i T
SN
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Continued From page 1

hospital with medication was contacted during the
revisit and information from the pharmacy was
received on 03/13/19 and 03/14/19. Review of
information received via email on 03/13/19 from
the facility's Pharmacy Supplier revealed the
facility was behind approximately $115,000 on
their payment plan and another $27,000 was due
on 03/20/19. Additional information received on
03/14/19 revealed the company that owns the
hospital had paid approximately 589,000 toward
their past due amount in order to receive
shipments. However, confinued to owe the
Pharmacy Supplier a total of $377,000. Per
information received on 03/14/19 from the
supplying phamacy, the decision whether 1o
provide medications to the facility is determined
each time an order is placed.

Review of the daily operaling budgel revealed the
revenue and expenses were listed on a monthly
basis for 1he current fiscal year July 2018through
Juna 2018. However, the daily budget did not
include payments for outslanding debts (loans,
debt owed lo the Pharmacy Supplier). In
addition, the revenue section included a
Disproportionate Share Hospital (DSH) revenue
of $99,000 per month from January 2019 through
June 2019.

Interview with the Chief Executive Officer (CEQ)
on 03/07/19 at 11:27 AM, 2:20 PM, and 4:12 PM,
on 03/08/19 at 2:10 PM, and on 03/12/19 at 2:02
PM revealed the Governing Body Board had met
on 02/22/19 and appointed him as CEO. The
CEO stated he and the cwner developed the
budget; however, the CEQ stated the repayment
of debt was not included in the budget. Per the
CEO, even though the facility was still in debt lo
the contracled pharmacy and was making
payments of 528,000 per month lo repay the

{E 041}

ﬁEO is attending current weekly Pl meetings
here nursing chart audit results are reporied
End medication errors from Risk Management
re reported. Inservice's offered and evalualions
re reported in these weekly Pl meetings.
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debt, the debt was not included in the budget.
Further interview with the CEQ ravealed
employee taxes (Federal, State, and City) for the
fourth quarter {Octaber - December) of 2018 had
not been paid. The CEO stated the laxes had
been withheld from the employees' pay checks,
but had not yet been paid to the federal, state, or
city governments. in addition, the facility had not
paid employee state taxes for February 2019,
Continued interview with the CEO revealed the
hospital did not have the funds to pay employees
on 03/01/18, but did not know until late aflerncon
on 03/01/19 that funds were not available. Per
the CEQ, direct care staff were not paid until
03/0719 and administrative staff were paid at
2:00 PM on 03/08/19. The CEO stated funds for
the 03/15/19 payroll were not available as of
03112119,

Continued interview with the CEO revealed when
calculating the budgel for January 2019 through
June 2019, he included $99,000 of revenue per
month {hal was expected from DSH Payments.
However, the expected DSH payment would not
be recelved until November 2019 (which is not in
the same fiscal year).

2. Review of the Plan of Correction (POC)
submitted for the Statement of Deficiencies
(SOD) dated 01/30/19 revealed the CEO was
responsible for ensuring staff were
trained/in-serviced.

Interview with the Assistant Chief Nursing Officer
(ACNO) on 03/08/19 at 2:25 PM revealed, "We
tried 10 do as much of the training/in-service In
person with the nursing staff; however, some of
the policies were given to the staff and the staff
were expected to read lhe policy and sign the
in-service roster. We did nol ensure the staff had

{E 041}

Licensed nursing staff will not be given the policy|
{o read and a sign-in roster. All in-services will
lbe conducted by nursing leadership using small
F;roup sessions or one on one on Medication
r‘\dministration Policy and Physician Orders [
kPolicy and this will be evaluated through wrilten
est. |
:CEO is notified through weaekly Pl reports of all
training / in-services method of in-service
ytraining and percentage of attendance and
avaluation resulls.

4/14/19
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completed the in-services.”

Interview with Licensed Practical Nurse (LPN) #1
on 03/08/19 at 2:30 PM and with Registered
Nurse (RN} #2 on 03/12/19 at 1:40 PM confirmed
some of the recent in-service training {included
on plan of correction) consisted of a policy being
left for staff to read and signing a training roster .
LPN #1 also stated there was a book at the
nurses’ station with the paolicies.

3. Review of the Plan of Carrection (PQC)
submitted for the Statement of Deficiancies
(SOD) dated 01/30/19 revealed the CEQ would
be responsible to ensure adequate resources
were available, allow staff sufficient time to
participate in Quality Assurance Performance
Improvement (QAPI) aclivities, and instilute
appropriate information systams for collection
and analyzing data. The plan further stated the
CEO would report any and all findings to the
governing body.

3. A. Review of Patient #16's medical record
revealed the facility admitted the patient on

03/02/19 with a diagnosis of Acute Pyelonephritis.

Review of Patient #16's physician orders dated
03/03/19, included an order for Levaquin
{antibiotics) 750 milligrams (mg) inlravenous {IV)
to be administered daily.

Review of Patient #16's physician progress noles
dated 03/05/19, revealed Ihe physlician
documented the patient's discharge home would
be planned the following moming (03/06/19) and
o continue the patient's IV antibiotics. However,
review of Patient #16's Medication Administration
Record {MAR) revealed staff failed to administer
Patient #16's IV antibiolics on 03/06M19, as

{E 041}
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{E 041}| Continued From page 4 {E 041}
prescribed.
. The Chart Audit tool was revised lo include more|  4/14/19
Interview with Registered Nurse (RN} #5 on detail and better capture medication errors.
03/07/19 at 10:45 AM revealed she had not hart audits were being done daily but were not
administered Patient #16's IV Antibiotic apturing the _full 24-hour. Audits will now be
(Levaquin) as prescribed by the physician on erformed to include the full 24-hour period from
03/06/19. he same time gach day lo the next day. Nursing
Administration will maintain a nun:sing verbal
Interview with the Assistant Chief Nursing Officer counseling log ta include ali medication
. Counselling sessions. Medication errors will be
(ACNO) on 03/07/19 at 3:25 PM revealed she eported though a paper report fo the Risk
had conducted a chart audit of Patient #16's Management committee to monitor patterns or
medical record on 03/06/19, but had not identified rends.
the medication error.
Interview with the Pharmacy Direclor on 03/08/19
at 9:30 AM revealed she was monitoring daily for
medication errors in the facility, and when
medications were omitted, it was a medicalion
error, Per the Pharmacist, she had not identified .
. T e In the case of Patient #16 lhe patient had been
that Pa!:ent #16 haq nol received the IV Antibiotic discharged and IV access was removed before | 4/14/14
Levaquin as prescribed on 03/06/18. the 11:00 o'clock dose of IV Levaquin was due.
. The pharmacist was nol nolified timely through
3. B. Review of Patient #13's medical record the EHR that Ihe patient had been discharged.
revealed the hospital admitted the patient on e omission of patient #16's Levaquin was not
03/08M19 wilh a diagnosis of Congestive Heart ‘denli.ﬁed because the pharmacy_ was Iooki'ng al
Failure (CHF), The physician's orders dated lhe discharge date and nol the discharge lime.
03/08/19 included an order for Lasix 40 e pharmacisls have been verbally educaled
milligrams (mg) IV twice per day. In addition, on : ::‘;l":scﬁf‘:'égg:z?rggr?; '2;:;32:2‘;193 Ul
03’?.9":'8' WG f_or 3 e edication errors. The director of pharmacy has
restriction was received. ounseled the nursing staff to discharge patienis
. rom the EHR system as soon as the patient is
However, further review of the medical record ischarged.
revealad no documentation that the §:00 PM ILicensed nursing staff will be counseted by
scheduled dose of Lasix was administered and nurse administration to not remove any iV
no documentation related to how nursing staff access until patient is ready to leave the faciiity.
planned to implement the palient's 2000 ml fluid
resiriction.
Review of the Plan of Correction far the 01/30/19
Slatement of Deficiencies revealed daily chart
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audils would be compleled. Review of the chart
audit tool revealed the hospital was monitoring to
ensure physician orders were completed
correcily; medications were adminisiered timely,
etc. Review of the tool for 03/08/19 through
03/11/19 revealed the hospital had not idenlified
that a dose of Lasix was nol documented as
given on 03/09/19 or thal there was not plan for
implementing the Patient #13's fluid restriction.

Review of the daily audit tool (Medical-Surgical
Chart Audit Tool) dated 03/08/19 through 03/11/19
revealed there four (4) lo six (6) patients on the
medical-surgical unit between 03/08/18 and
03/11/19. The ‘ool included a category to audit
timely administration of medication, medication
omissions, elc. On 03/08/19, the audit tool failed
lo include a review of Patient #13. Reviaw of
03/10/19 and 03/11/19 audit shests revealed staff
had reviewed Patient #13's medical record, but
had not identified any problems with medication
administration or that the ordered Lasix was not
documented as administered on 03/09/19.

Interview with Assistant Bireclor of Nursing
(ADON) and RN #8 on 03/12/19 at 8:45 AM
revealed they did lhe Medical-Surgical Chart
Audit for 03/09/19. The ADON stated she
compleled the audit for 03/09/19 at approximately
10:00 AM. She stated she reviewed
documentation that had been completed since
12:00 AM, and stated the next day the same time
frame would be reviewed. The ADON stated she
saw now she was doing ihe audit wrong and
should be looking at a 24-hour period. The
ADON stated they did not identify that Patient
#13's Lasix was not documented as given for the
6:00 PM dose on 03/09/19.

Interview with Nurse Alde #1 on 03/11/19 at 4.40

{E 041}
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Continued From page 6

PM revealed she had cared for Patient #13 on
day shift until the patienl was discharged home.
Per the Nurse Aide, she was not aware Palient
#13 was on fluid restrictions.

Interview with RN #7 on 03/11/19 at 4:57 PM
revealed she had cared for Patient #13 on day
shift until the patient was discharged home
(mid-morning, 03/11/19). The RN slated the
patient was on a 2000 ml fiuid restriction and
pointed out that the restriclion was documented
on the facility Med Act (Kardex used for nursing
orders); however, there was no specific plan as o
how the fluid restriction would be implemented.
The intake record for Ihat morning showed the
patient had consumed 960 ml by 8:00 AM.

Interview with the Assistant Director of Nursing
(ADON) and RN #8 on 03/12/19 at 8:45 AM
revealed she and RN #8 had completed the
charts audits for 03/09/18. The ADON reviewed
Patient #13's record and could not find a plan for
implementing the fluid restriction. The ADON
slated the lack of planning for the fluid restriction
had not being identified on the chart audit.

Interview with the CEQ on 03/08/19 at 10:00 AM
revealed he attended the weekly QAPI Meetings
and that he was monilering staff {raining. The
CEO stated he had "learned loday” (after
identified by the surveyors) that some staff had
not received training. The CEO stated he was
not aware that the staff training consisted of staff
reading a policy and signing an in-service record.
The CEQ said he thought the training would be
1:1 orin a group seiting with some sort of testing
after the training. The CEQ further stated he had
not been notified of any concerns with the chart
audils and was not aware of any medication
e[rors or omissions.

{E 041}

In March 2019, a policy and procedure were
eveloped on Fluid Restriction. Nursing staff will
e in-sarviced by nursing administralion on the
luid Restriction Policy which includes

tacement of the fluid restriction plan on the
edact which is the electronic Kardex for

ursing orders.

he Registered Dietician will provide further
ducation on fluid restriction diet to nursing staff.
valuation of knowledge will be demonstrated
through a written test,

The CEQ will receive a weekly report through
ihe PI Committee of all nursing staff trainingfin-
rservices. method of training/in-service,
percentage of atlendance, and evaluation
resulls.
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902 KAR 20.016 4(2)(g) Section 4 Provision of
Services

(2) Nursing service.

{g) A registered nurse shall assign staff and
evaluate the nursing care of each patient in
accordance with the patient's need and the
nursing staff available.

This requirement is not met as evidenced by:
Based on inlerview, record review, policy review,
review of the facility's Plan of Correction
submitted in response to a Statement of
Deficiencies dated 01/30/18, and review of facility
audits, it was determined that the facility failed to
ensure a registered nurse supervised and
evaluated lhe nursing care for three (3) of fiteen
(15) sampled patients (Patlents #13, #14, and
#16). Medical record review revealed the facility
failed to administer Patient #16's Intravenous (IV)
Levaquin {antibiotic medication to treat infections)
as prascribed by the physician, on 03/06/18.
Patient #16's physician was not notified of the
medication omission error by RN #5, as required
on 03/06/19.

Review of Patient #14's medical recordrevealed
nursing staff (RN #5) incorreclly transcribed a
physician's ordered cough medication to Patient
#14's Medication Administration Record (MAR),
Although, the incorrect medication was not
administered, interviews wilh nursing
administration staff revealed they did nol identify
the errors with Patient #14 and #16 involved the
53me nurse.

Review of Patient #13's physician's orders dated
03/08M19, revealed an order for the patient to
receive 1V (intravenous) Lasix {diuretic) twice per

{E2340}

RN #5 was identified as being the same nurse
nvolved in the med emors on Patient #14 and
16. This RN #5 received 1.1 counselling and
e-education on the Physician Orders policy and
adication Adminisiration policy by ACNO.
Evaluation of the nurse's knowledge will be
demonstrated through a wrilten test.

] icensed nursing staff will be re-educaled on
Medication Administration Policy and Physician
rders Policy by Nursing Leadership. Evaluation
f the nurse's knowledge will be demonstrated
through a written test.

4/14/19

4114119
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and the documentation on the MAR and on the
Nursing Daily Flowsheel if indicated.” Review of
the "Continuum of CarefTechniques for Charting”
Policy dated 02/2019 revealed "The nursing
department wili document the patient stay in the
facility in such a manner to provide a
comprehensive understanding of the patient’s
well-being...Procedure for Charding...8.
Document all medications with date, times and
initials on the MAR..."
Review of the Plan of Correction for ihe . . .
Statement of Deficiencies dated 01/30/19 IThe Chart Audit tool was revised to include more| 4/14/19
i . T detail and belter capiure medication errors.
:::E.aieg or?gc?;iz?g:}:l.i::\dumt:? :;'ir::‘lag missions Chart audits were being done dally but were not
eall s ' © ' capturing the full 24-hour. Audits will now be
change in condition documentation, consent for

. . erformed to include the full 24-hour period from
treatment, nutrilional/social services consuits, the same time each day 1o the next day. Nursing
monitoring and following up on medications, will dministration will maintain a nursing verbal

be performed daily...Chart audit tools are ounseling log lo include all medication
collecled by the ACNO who will reporl results of ounselling sessions. Medication errors will be
the chart audils...lo QAPI weekly so If needed eporled though a paper report fo the Risk
immediate actions are taken." The facility added &Aanagement commitiee to monitor patterns or
to the audit ool on 03/08/18 that the facility would rends.

monitor to ensure physician orders were
compleled correctly.

1. Review of Patient #16's medical record
revealed the patiant was admitted lo the facility
on 03/02/19 with a diagnosis of Acule
Fyelonephritis. Review of Palient #16's
physicians orders dated 03/03/19, included
Levaquin {(antibiotic) 750 milligrams (mg)
intravenous (1V) to be administered daily.

Review of Patient #18's physician progress noles
dated 03/05/19, revealed the physician
documented the patient's discharge home would
be planned the following maorning (03/06/19) and
to continue the patients |V antibictics. However,
review of Patient #16's Medication Administration
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Record {MAR) revealed staff failed to administer
Patient #16's IV antibiotic (L.evaquin) an 03/06/19,
as prescribed,
Interview with Registered Nurse (RN) #5 on
03/07/19 at 10:45 AM revealed she did not
administer Patient #16's IV Antibictic (Levaquin)
as prescribed by (he physician on 03/06/19. She
stated medications that were not administered as
directed by the physician, were considered a
medication error because the medication was
omitted. She stated the patient's physician
should be notified when a medicalion was not
administered as ordered. However, RN #5 did
not contact Patient #16's physician when the IV
Antibiotic was nol administered as ordered on
03/06M19.
Interview with the Assistant Chlef Nursing Officer
{ACNQ) on 03/07/19 at 3:25 PM revealed she
had conducted a chart audit of Patient #16's
medical record on 03/06/19, and had not
identified the medication error. She slated she
was unsure why the medicalion error had not
been identified. In the case of Patient #16 the patient had been 411419
kﬁscharged and IV access was remqved before
Interview with Ihe Pharmacy Director on 03/08/19 he 11:00 o'clock dose of IV Levaquin was due.
. G : trhe pharmacist was not notified timely through
L 9‘?0 Gl LR moqltor.mg LR he EHR that the patient had been discharged.
megjlcali_on errors, aqd when medications were he omission of patient #16's Levaquin was not
omitted it was a medication error. Even though, iscovered because the pharmacy was looking
the medication ervor had occurred approximately t the discharge date and not the discharge lime,
forty-eight (48) hours prior fo the interview being he pharmacists have been verbally educated
conducted, she had not identified that Palient #16 n the necessity of looking al the discharge lime
had riot received the IV Antibiotic Levaquin as s well as the dale in order to discover all
prescribed, on 03/06/19. The Pharmacist also edicalion errors. The direclor of pharmacy has
siated, "We should have caught thal,” and was ounseled the nursing staff to discharge patle_nls
unsure why the medication error had not been Jg?h$:;HR system as soon as he patient is
identified. icensed nursing staff will be counseled by
'ACNQ or when ACNO not available by nurse
2. Review of Patient #13's medical record edministratinn {0 not remove any [V access until
atient is ready to leave the facility.
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revealed the hospital admitted the patient on
03/08/19 with a diagnosis of Congeslive Heart
Failure {CHF). The patienl's physician orders
dated 03/08/19 included daily weights, monitoring
intake and output, and administering Lasix
(diuretic) 40 milligrams {mg) 1V twice per day. In
addition, on 03/09/18, a physician’s order was
received for a 2000-millititer (ml) fluid restriction.
’ o ie b : 4114119
However, further review of Patient #13's medical _S; r:;;;:g;r;s;lll:gﬁ; g?ﬁeﬂ?‘giggh RN staff
record revealed no documentation that the 6.00 ‘Administralion Policy and Physician Orders
PM scheduled dose of Lasix was administered olicy. Evaluation of the knowledge will be
and no documentation related to how nursing gemonslrated through a written test.
staff planned to implement the patienl’s 2000 ml Due to continued medication errars, licensed
fluid restriction, }wrsing staff will be re-educated on Medication
Adminisiration Policy, Physician Orders Policy.
Interview with RN #2 on 03/12/19 at 1:40 PM
revealed he was responsible for Patient #13's
care on 03/09/19 during the day shift (7 AM1to 7
PM). RN #2 slaled he failed to document the
adminisiration of Patient #13's medication. Per
the RN, he administered the medication at
approximately 5 00 PM because the patient
wanted the medication early to ensure he/she
was not up all night using the restroom. The RN
staled his routine was to pull the medication from
the Omnicell {(machine slocked with medication),
use the paper Medication Administration Record
(MAR), give the medication to the patient, and
then document that the medicalion was . ' . 4/M4/18
: n
administered In the Compuler an Wheels (COW). OR:I Jﬁc{iig‘:g: ilég;‘:&iﬂ:g{:g{; raerlzducaho
The RN stated he knew the procedure was to Physician Order policy. Evaluation of RN #2's
utilize the COW when giving medications and to %nowledge of poficies will be demonsirated
document on the computerized MAR, but he did through a writlen test and verbalization of proper
not always follow procedure. :prncedure of medication administration.
N #2 was counselled on importance of always
Review of the daily audit tool (Medical-Surgical ollowing hospital policy and procedures,
Chart Audit Tool) dated 03/08/19 through 03/11/19
ravealed there were four (4) to six (G) patients on
the medical-surgical unit between 03/08/19 and
——
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Continued From page 12

03/1119. The tool included a category of timely
administration of medication, medication
omissions, eic. On 03/09/18, the audit ool failed
lo include a review of Patient #13's medical
record, Review of 03/10/18 and G3/11/19 audit
sheets revealed stafi had reviewed Patient #13's
medical record, but had not identified any
problems with medication administration or that
the ordered Lasix was not documented as

. administered on 03/09/19.

Interview with Assistant Chief Nursing Officer
{ACNO) and RN #8 on 03/12/19 at 8:45 AM
revealed they did the Medical-Surgical Chart
Awdit for 03/09/19. The ACNO stated she
completed the audit for 03/09/19 at approximately
10:00 AM. She stated she reviewed records for
documeniation since 12:00 AM that merning, and
conducled the audit for the sama time frame the
next day. The ACNO slated she saw now she
was doing the audits incorrectly and should be
looking at a 24-hour period. The ACNO stated
they did nol Identify thal Patient #13's Lasix was

| nol docurmented as given for the 6:00 PM dose

| on 03/09/19.

Interview with Nurse Aide #1 on 03/11/19 al 4:40
FM revealed she had cared for Patient #13 on
day shift until the patient was discharged home.
The Nurse Aide stated she had served tha patient
breakfasl and had also given him/her an
addilional juice. The Nurse Aide slated the meal

i tray contained the following fluids; coffes, milk,

and juice. Per the Nurse Aide, she was not
aware Palient #13 was on fluid restrictions.

| Interview with RN #7 on 03/11/19 at 4:57 PM
| revealed she had cared for Patient #13 on day
' shift uniil the patient was discharged home

{mid-morning, 03/11/19). Per the RN, she had

{E2340}

The nurse gides will be educated on the Nuid restriction
olicy by Nurse Administration. The primary onese of the
atient will be responsible for reviewing the Meduct the
slectronic Kardex for nursing arders and ensuring that the
urse aides are knowledgeuble of the patient’s dict order
including fluid restrictions from e patient’s nurse vach
shifl. A sign will be posted above the patient’s bed for |
further clanfication for all diclary restriclions,

ursing stafl and the Dictary Manager will be educated by

ursing Administration on the Fluid Restriction Policy and
how to implement a plan for fluid restrictions The nursing
staff will be given written amount of fuid on cach meal tray
whe trays are delivered,

4114119
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Continued From page 13

alsa given the patient juice that moming. The RN
stated the patient was on a 2000 m fluid
restriction and pointed out the restriction on the
facility Med Act (Kardex used for nursing orders).
However, there was no specific plan on the
Kardex as to how the fluid restriction would be
implemented and the infake record for that
morning (03/11/19) showed lhe patient had
consumed 950 ml by 8:00 AM.

Interview with the Assistant Director of Nursing
{ACNOQO) and RN #8 on 03/12/19 at 8:45 AM
revealed she and RN #8 had compleled the
charts audils for 03/09/18. The ACNO reviewed
Patient #13's record, could not find a plan for
implementing the fluid restriction, and stated, "We
should have had a plan for the fluid restriction.”
The ACNO said nursing should have been
providing part of the fluids and dietary the other
part. The ACNO stated the lack of planning for
the fiuid restriction had not being identified on the
chart audit,

3. Review of Patient #14's medical record
revealed the patient was admitted to the facility
on 03/06/19 with diagnoses, which included
Chronie Obstructive Pulmonary Disease (COPD)
and Anemia.

Review of Patient #14's physician orders revealed
Physiclan #4 ordered Robilussin
{Dextromethorphan) DM (treats couah and
congestion) ona (1) or two (2) teaspoons (isps.)
to be administered by meouth four times daily, as
needed.

Review of the Medication Error Tracking Form
dated 03/07/19 revealed pharmacy staff identified
on 03/07/19 at 5:21 PM that RN #5 had entered
Tussionay {treais coughs and common cold and

{E2340)
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allergies) inlo the facility medication
administration system, instead of entering the
medication (Robitussin) that was ordered by the
physician.

Interview with the Pharmacy Direclor on 03/08/19
at 9:30 AM revealed she had identified a
transcription error on 03/07/19, where RN #5 had
transcribed a medication ordered incorrectly for
Patient #14. She stated the etror was identified,
and the patient never received the wrong
medication. The Pharmacist stated she notified
the Chief Nursing Officer (CNO} of the error when
it was identified on 03/0719,

interview with the CNO on 03/08/19 at 9:50 AM
revealed she was nolified of RN #5's medication
omission error for Patient #16 and the RN's
transcription error identified by the Pharmacist
related to Patient #14 on 03/07/19. She staled
she had not conducted any re-education with tha
RN after being natified of the errors.

Interview with the Chief Executive Officer (CEQ)
on 03/08/19 al 10:15 AM revealed he had not
been notified of RN #5's medication errors;
however, he stated he should have been.

{E2340}

rends,

The CNO will ensure that pharmacy will report ol 4/14/19
cdication crrors to the ACNO wha is performing chant
udits and to the Risk Manager by way of printed reports.
isk Muonager will report number of medication errors to PL
fedication errors will be reviewed, and any action tuken

logged on a nursing verbnl counscling log sheet to monitor
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A complaint investigation (KY29068) was initiated

on 01/22/19 and concluded on 01/30/19. The

complaint was substantiated and the facility was

determingd to be out of compliance with the

Conditions of Participation at 42 CFR 482 12

Governing Body (AG043), 42 CFR 482.13 Palienl

Rights (A0115), 42 CFR 4B82.21 Quality {
Assurance and Performance Improvement {
{A0263), 42 CFR 482,23 Nursing Services

(AD385), 42 CFR 482,25 Pharmaceutical !
Services (A0489), 42 CFR 482 43 Discharge '
Planning (A0799). 42 CFR 482 51 Surgical
Services (A0940), and 42 CFR 482.55
Emergency Services (A1100). Immediale
Jeopardy was determined to exist on 01/30/19,
and is ongoing in the areas of Governing Body,
Patient Rights, QAPI, Nursing Services,
Pharmaceutical Services, Discharge Planning,
Surgical Services, and Emergency Services.
Standard level deficiencies were identified at
Governing Body (ACQ57 and A0073), Patient !
Rights (AQ145), QAPI (A0273), Nursing Services '
(A0395), Pharmaceulical Services (AD490), :
Dicharge Planning {AD837), Surgical Services

(AD951 and AD955), and Emergency Services

(A1103 and A1104), The facility was notified of

lhe Immediate Jeopardy on 01/30/19.

The facility failed to protect the rights of six
patients from neglect. Observalions revealed the
facility provided Emergency Department (ED)
services and surgical sarvices (services were
limited to general surgery), and had a twelve {12}
bed medical surgical inpatient unit, Inlerviews
revealed the facilily did nol provide
intensive/critical care services and had no
policy/procedure in place regarding the scope of

LABOZRY D?CTOR‘S ORP IDERISUPPLIER RFPRESENTATIVE'S SIGNATURE TITLE 28 DaTE
-
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Any deficiency statement ending with an asterisk (*) deboles a geficiency which the instdution may be cxcused irom conecting providing it 1s delermunad that
cther safeguards provide sulficient protection to the patients . {See instructians | Except for nursing homes, the findings slated atove are disclosable 90 days
follovang the date of survey whethar or not a plan ¢f correction is pravited For nursing hemes, the above findings and plans of correction are disclosable 14
days lo'lowing the dale these documents ara made available to the facility Il deficiencies are cited. an approved plan af correction is requisite to continued
program paricipation
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services that the medical surgical unit could

provide. Subsequenily, the facility admitted
| Palients #2, #8, and #11 for treatment of
diagnoses that the facility could not provide.

organized to provide twenty-four hour care. The

Registered Dietitian (RD) when palients had
| feeding tubes, pressure ulcersiwounds, or
Diabetes; failed to have an elfeclive system 1o

failed to administer medicalions per physician

orders; failed to notify physicians when patianis
| had a change in condition or when their

medications were not available; and failed 1o

sore. The RD siated he had only consulted on
one patient in the approximately eight months
that he had been contracted with the facility.

to supply medications to the facility due to
outstanding debt, Observation, interview, and
| recard review revealed the facility failed to have
| medications that were required by the facility's

and medications required for emergencies
| including Verapamil (used lo treal high blood
| pressure, chest pain, and heart arrhythmia),

reactions and cardiac arrest), and Sodium
Bicarbonate {used in emergencies for cardiac
| arrest and metabolic acidosis). In addition, the

clots in patients having heart altacks and
strokes). Interviews revealed the facility was
unsure how they were going to abtain

| medications for use at the facility.

The facility failed fo ensure nursing services were

facility failed to have a system for consulling the

ensure patients received physician ordered diets:

assess/provide trealment for a patient's pressure

The facilily failed to have a Pharmacy Distributor

fermulary; including antibiolics, intravenous fluids,

| Epinephrine {(used lo treat life-threalening allergic

| facility only had one Activase (used to treat biood
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The facility failed to ensure Patient #9 was
referred to appropriate agencies for follow-up.

On 01/16/19 at 5:30 PM, a social services consult
was requested for Palient #9 because the patient
did not have running water at home and did nol
have transporiation to/from appoiniments or the
pharmacy. However, the facility failed lo conduct
a social services consult and discharged Patient
#9 home on 01/23/19.

The facility failed to have surgical services that
achieved and maintained a high maintenance of
medical practice and patient care. On 08/16/18,
Palient #1 was admitted for abdominal pain and
signed a consent to have an
Esophagogastroducdenoscepy (EGD) (a
procedure lo examine the stormach and upper
porlion of the small intestine). However, review
of the "Operaling Room Nurses Note™ and a
factiity investigation revealed the facility
altempted to perform a colonoscopy (a procedure
to examine the colon from the rectum) and
performed a sigmoidoscopy (examined the inner
part of the rectum and lower colon) without the
patient's consent.

The facility failed to meet the emergency needs of
patients in accordance with acceptable standards
of praclice. Palient #12 presented 1o the
Emergency Depariment (ED) on 12/04/18, in full
cardiac arrest. On two dilferent accasions,
Patient #12 required multiple doses of
Epinephrine (a medication to stimulate the heart)
in an effort to sustain the patient's life. However,
the facility failed to have enough medication to
treal the patient, and medication had to be
supplied to the facility by the Emergency Medical
Services (EMS) that had transported the patient
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AQ00 | Continued From page 3
to the ED. On 07/17/18, EMS was attempting to
transfer a patient to the ED who was exhibiting
! signs and symptoms of an acule stroke.

| However, when EMS contacled the ED to inform

! them that they were en route with the patient, they

| were informed by RN #11 not to bring the patient
to the ED because they would "kill this guy.”

| Subsequently, EMS contacted a transport

| helicopter and the patient was flown to another

| facility. Palient #10 presented lo the ED with a
"significantly elevated bfood pressure” and
exhibiting signs and symptoms of a stroke. The

| facility failed to implement their Acute Siroke
Praclice Standard for the Emergency
Department, subsequently, Patient #10 did not
receive medical imaging including a non-contrast
head computed tomography (CT) scan until afier
being admitted to the medical/surgical floor and

| five {5) hours after arrival to the ED.

Tour of the Emergency Department {ED) revealed

| the facility did not have a functioning telemetry
monitor {(shows the electrical activity of the heart)
located at the nursing station, biochazard sharps
containers or funclioning pulse oximeters in the
ED rooms, or adequate supplies to perform
casting on fractured bones.

In addition, the facility failed to ensure an overall
institutional plan that included an annual
operaling budget was developed to ensure the
facility had adequate supplies, equipment, and
medications {o adequalely care for patients, The
facilily also failed lo have a functioning Quality
Assurance cammittee {o identify and respond to
quality deficiencies within the facliity.
GOVERNING BODY

CFR(s): 482.12

A043

A 000

A 043
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A 043| Continued From page 4

There must be an effeclive governing body that is
legally responsible for the conduct of the hospitat
If a hospilal does not have an organized
governing body, the persons legally responsible
far the conduct of the hospital must carry out the
functions specified in this part that perain to the
governing body ...

This CONDITION is nol met as evidenced by:
Based on interview, record review, and review of
facility policies and bylaws, it was delermined the
facility failed to have an effeclive governing body
that was responsible for the conduct of the
facility, and failed to ensure the facility had the
financial means to operate effectively and protect
the health and safety of patienls. Observations
and interviews conducted throughout the facility
on 01/22-24/19 and 01/28-30/19 revealed the
Chief Executive Officer (CEQ) was aware the
facility did not have adequate supplies and
medicalions, but failed to provide oversight to
ensure quality care was being provided.

In addition, the facility failed lo have an overall
institutional plan that included an annual
operating budge! that included all anticipated
income, expenses, andfor capital expenditures
for a three-year perlod. Observalions and
interviews wilh staff revealed the facility failed to
have adequate supplies, equipment, or
medications to adequately care for patients due
to budgetary consltrainis and lhe facility's inability
to obtain cash flow to purchase needed items.
The facility also had a debt with the Pharmacy
Distributor of approximately one-half million
dollars, and with their electronic medical records
vendor of approximately six hundred thousand
daollars, and all vendors supplying the facility were

’The facility failed to have a functioning governing

A 043poard and did not convene per policy. As members

L!eﬁ. new members were not appointed. This led to an
Iuneffeclive governing board, which could not held the
CEO accountable. Without an effective governing
board and CEO there was no oversight of the QAP
tan and its implementation. No one was ensuring
QAP findings wera presented to MEC, and QAPI
eetings were being hald weekly. The QAP| director
?reslgned 7/2018, a physician sat on QAP| commiitee,
attended meetings but had not been appointed. To
correct the lack of a governing board, a list of potential
‘candidales was drafted by hospiial leadership and
presanted Lo tha exisling Governing Board which
‘consisted of one person, Americore CEQ. A new
gaverning board was established and met on 2/22/19
{The new governing board consist of three members, a
general surgean, a retired RN, and Americore CEQ
A MEC meeting was held on 2/20/19 at which time the
Tollowing physician committee chairpersons were
'appolnled: QAPI commitiee, Utilization review! Risk
Management: Blood Utlization / Infection Control /
Surgery; and, P & T/ Dietary. Also appointed were
Medical Directors of Surgery and Home Health. A
QAPI plan was developed with new performance
indicators for 2019. The QAPI plan was reviewed and
fapproved by MEC on 2/20/19 and the new governing
hoard as reflected in atiached minutes. All QAP
lactivities will be reported through the QAPI committee
waekly and then to MEC monthly, to the Medical staff
i- monthly and to the Governing Board monthly. See
‘attachad QAPI plan. The new Governing Board
lappointed a new CEQ on 2/22/19 who will provide
aversight to ensure quality care is being provided. This
lrna),l be verified by board minutes. (CEOQ/Controller)
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now refusing to provide services and goods
withoul upfront payments.

Interviews with {he facility's Chief Nursing Officer
(CNOQ), Chief Financial Officer (CFO), and Chief
Executive Officer (CEQ) revealed the facility had
no plan to ensure the facility could continue to
operate.

{Refer to AQDS7, AQO73, A0115, AD145, AD263,
A0273, AD385, AD385, AD488, AD490, AD798,
A0837, ADS40, A0951, A09SS, A1100, A1103,
and A1104.)
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A043 | Continued From page 5 A043 The facility had no institutional plan o ua 201

operating budget due lo no effective Governing Board
| eing in place. The inslitutional pian, including annual
operating budget that included all anticipated income,
expenses, and capital expenditures for a three-year
period was made. This plan was presented o MEC
'and sent to newly seated governing board for review
and appraval. This is verified by attached board
'minutes. See Attached minutes. {Controller)

Because the governing board was not meeting 21222019
monthly, it was not able to provide proper oversight. A
policy was in place for maelings of the govemning board
but was not foliowed. The policy 200.103 Governing
Board Responsibilities was revised for the governing
board ta meet monthly instead of twice annually lo
'ensure better oversite for the facility. This policy
revision was approved by MEC and the governing
'boatd A calendar with meating dates and times has
baen created by the Administrative Assistant and a
\copy attached This will be verified by commitiee
minules and altendance log. Verified by minutes from
the meeting. (CEOQ)
Because the governing board was ineffective at 222419
holding the CEQ accountable, MEC, QAP and P&T
ammittees were not meeting often enough lo ensure
proper implementation of the QAP plan. The annual
mesling calendar will be developed lo ensure {imely
C’leehngs by the necessary commitlees, This wilt be
rified by commiltee altendance logs and
inutes. The Administrative Assistant will report on
the schedule and altendance compliance to the QAPI
Ic:omm'llee. (Administrative Assistant)
ghe governing body failed to ensure that the facility 3EIHNY
ad the financial means to operate effectively due 1o
fatling to have an institutional plan and annual
'operating budget, crealing issues with adequale
Isuppl es, equipment, and medications. The controfler
presented an institutional plan, with an annual
operating budget that included all anticipated income
expenses, and capital expendilures for a three-year
ariod 10 MEC, and it was sent and reviewed by the
governing board. This is verilied by attached board
?‘n?nutes See Altached minutes. The relatlonship with
the material supply vendors is corrected  Material
supply orders are being ordered weekly There are no
issues with placing orders and receiving orders  Due
10 a lack of communication the facility staff was not
always calling the malerials management dept and
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Esklng for supplies lo be restocked when supplies has
aen depleaied. Now a materials clerk makes
inventory supply rounds on week days for each unit I
supplies are needed they are replenished from the
jnventory in the stock room, Stock room supplies ae
‘replaced now through weekly orders o our materials
supply vendor, The Cardinal Wholesaler debt which
Ihad been idantified in the findings as being the cause
I<:nf drug supply issues is being addressed. An inilial
payment was made on 2/7/2019 and additional
payrent will be made to release order. The Director of
Pharmacy will avarsee the restocking of the Omnicelis
\which occurs twice a day via the reslock reports thal
‘autematically print in the inpatient pharmacy. The

vailability of medicalions will be verified by the

ceipls from the wholesaler and Omni inventory,
lwhich is attached. The CEO was found to not b in
‘compliance with overseeing the facility by ensuring that
‘necessary equipment was in proper warking order. The
ED Central Cardiac Monitor has been repaired by
DTG, initial payment submitted 2/11/2019 and final
payment was submitted on 2/18/2019, Central
gnonitur back in operation 3/1/2019. The nursing staff
n the ED have been making rounds every 5-10

inutes for patients wha requiring on going cardiac
'momloring. Any patient who requires closer cardiac

onitaring than g 5-10 minutes has anurse 1 on 1

he ED s staif with 2 RN's or 1 RN and Paramedic
24/7. Due to not having EMR support we were nol
lable to edit the computer software and perform regular
updates. The support was restored 2/19/18 and an
electronic reflex process was established o trigger
ietary consults and social services consults. (CEQ)
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A057 | CHIEF EXECUTIVE OFFICER A 057 (The facility failed to have a functioning goveming 312019

CFR(s): 482.12(b)

The governing body must appeint a chief
executive officer who is responsible for managing
the hospital.

This STANDARD is not met as evidenced by:
Based on interview, record review, and review of
facility policies and bylaws, it was determined the
facility failed to have an efiective governing body
that was responsible for Ihe conduct of the
facility, and failed to ensure the facility had the
financial means to operate effectively and protect
the health and safety of patients. Observations
and interviews conducted throughout the facility
on 01/22-24/19 and 01/28-30/19 revealed the
Chief Executive Officer (CEO) was aware the
facility did not have adequate supplies and
medications, and lherefore was failing to provide
goads and services necessary to care for
patients.

The findings include:

oard and did not convene per policy, As members
eft, new membars were not appointed. This led to an
fneﬁeclive governing board. which could not hold the
EO accountable. Without an efiective governing
oard and CEQ there was no oversight of the QAPI
lan and its implementation, No one was ensuring
QAPI findings were presented to MEC, and QAPI
ealings were being held weekly. The QAP director
resigned 7/2018. a physician sat an GAPI committes,
ttanded meetings but had not been appointed To
rract the lack of a governing board, a new governing
'board was established and met on 2/22/19. The new
Povermng board consisting of three members, a
general surgeon, a retired RN, and Americore CEO
MEC mesting was held an 2/20/19 at which time tha
'followmg physician committee chairpersons were
appomted QAPI committee, Ulilization review/ Risk
|Marlageamemt Blood Utilization / infection Control /
urgery, and, P & T/ Dietary. Also appointed were
edical Directors of Surgery and Home Health A
QAP plan was developed with new performance
*mdicalnrs for 2019. The QAPI plan was reviewed and
ppproved by MEC on 2/20/19 and the new goveming
board as reflected in attached minutes. All QAPI
'ac!wnies will be reporied through the QAPI committea
weekly and then to MEC manthly, to the Medical staff
bi- monthly and 1o the Governing Board monihly. See
lattached QAP plan. The new Governing Board
lappointed a new CEO on 2/22/19 who will provide
versight 1o ensure quality care s being provided. This
ay be varified by board minutes. new board members
era appointed by the existing board which consisted
ol one member. A new governing board was
lastablished and met 2/22/119, An inlerim QAPI director
\vas appoinled, and a QAP| meeting was held. A
Permanent QAP physician director, Medical Direclor 0
Surgery, P&T physician director were appoinied by
MEC and approved by the new goveming board, see
ttached minutes and attendance log. A QAPI pian
as developed with new performance indicators for
Emg The plan for 2019 was reviewed and approved
y MEC and the new governing board sa oversile will
be provided for quality care of the faciity MEC
inules were presented by Chief of Staff. Board
minuies are attached The new governing body
r':ppmmed a new CEQ on 2/22/19 who wiil provide
overs1ght to ensura quality care is being provided. This
may be verified by board minutes.
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Review of the facility policy titled "Governing
Board Responsibilities,” approved June 2017,
revealed the governing board would meet at least
twice annually and was responsible for the
conduct of the facility consistent with the
objectives of the facility and consistent with
eslablished standards of patient care.

Review of Patient #1's medical record revealed
the patient was admitted to the facility for
abdominal pain on 08/16/18 and signed a
consent on DB8/16/18 to have an
esaphagogastroduodenoscopy (EGD); however,
on 08/16/18 the facility performed a colonoscopy
on the patient by mistake.

Review of Patient #2's medical record revealed
the facility admitted the patient on 10/10/18 with
chest pain and lo rule out a hear attack even
though the facility did not have cardiology
services available or an intensive care unit ta
monitor the patient. Further review of Palient #2's
record revealad the facility failed to conduct heart
testing, blood pressura monitoring, and laboratory
testing lo monitor the patienl’s cardiac status as
ordered by the patient's physician, On 10/ 11/18
at 10:14 AM the patient developed a heart
arrhythmia, but the facilily failed to natify the
patient's physician timely and Patient #2 was not
ransferred to an acute care facility for cardiac
assessment and freatment until 10/11/18 at 6:00
PM, approximately thirty-four hours after the
palient presented lo the ED,

Review of Patient #3's medical record revealed
the patient presented to the facility's ED on
12/30/18 with severe left foot pain and review of
the ED record revealed the patient's left foot and
little toe were blue in color and cold. At 3:30 PM,
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{Ilte Cardinal Whalesaler debt which had been identified in 362019
. . H sing the . Iv issues is hotng
A 057 Continued From page 6 A 057E"L findings as being the cause of drug supply issues is hemng

ddressed. An initial poyment was made on 2/7/2019 and
another payiment wiil be made to have Carlinal releasy
arders, The medications which were identified us not being
fvatlable were ordered on 272119 The Dincetor of
Pharmacy will oversee the restocking ol the Ommicells
lwhir:h occurs hwice a dav vaa the restock repons thal
sstomaticaliy prin in the inpatient pharmacy. The
%nvmluhililynf medications will be verified by the receipls
fram the wholesaler and Omni inventory - which is attached
The CEO was found 1o not be in complinnee with
overseeing (he facility by easuting that necessary equipment
was in proper working order, this wis in part due to lack of
rl‘undiug needed to provide goods and services necessary 1o
.L:nrc for patients's. The ED tour revenled the facilivy did not
have a functioning telementry smonitor located at the pursing
tation and staff were unable to monitor o paient’s cardiac
tatus unless they were present in the patient’s rocn. The ED
id not huve functional pulse oximelers, or huve functional
t:iahamrd “sharps contasner”, limited casting supplies and
wil dated casting supplics To correct this issuc the
ILclmionsllip with the miterial supply vendurs is correcied.
Material supply orders are being ordered weekly. There are
70 issues with placing orders and receiving orders, Dueloa
lack of commumication the facility staff was not always
culling the materinls menagement dept and asking for
upplics to be restocked when supplies has been depleated
Iﬁ\luw nmaterials clerk makes invenlory supply sounds on
veek doys for each unit, 1§ supplies are needed they are
replenished from the myentory 1n the stock room. Stock
oom supplics s repliced now through weekly orders o our
gnalcmials supply vendor, The Cardinal Wholesaler debt
avhich had been identified i the findings as being the canse
.uf drug supply issuces is being sddressed The ER Centrad
Cardiac Monistor has been repaired by DTG, inisiad payment
subinitied 271172019 and final payment was submitted en
2/1972019. Central momtor back in opzration
AR (CED)Y
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e CEO wus found to not he i compliance with 2222019 and

A 057, Continued From page 7

the ED physician ordered Lovenox (used lo

| prevent and treat blood clots) and Zasyn
{antibiotic) to be administered lo the patient;

| however, staff failed to administer Lovenox and
Zosyn untii 12/31/18, approximately twenty-four

| hours after the medication was ordered.

Review of Patient #5's medical record revealed
ihe palient presented to the ED wilh hip pain on
11/26/18; howaver, a hip X-ray was not obtained
until 11/27/18, The x-ray revealed the palient's

| hip was fractured. However, the facility did not
transfer the patient to oblain treatment for the
fracture until 11/28/18. The facilily also failed to
provide tube feeding to Patient #5 while admitted
to the facility from 11/26/18 through 11/28/18. In
addilion, the facility also failed 1o assess and freat
wounds to the patient's leg and cigaretie burmns to
the patient's fingers while being admitted to the

| facility from 11/26/18 through 11/28/18, and failed

to administer the patient four (4) STAT

medications on 11/26/18 until {two) 2 hours after

the medications were ordered by the physician.

Medical record review revealed the facility

A 057'011 the formulary. The CEO will oversee the director of

overseeing the faeility for stocking medications as indicated vngoing
pharmacy ta ensure that the pharmacist will review the
atient medicatinn lists to loek lor medicatinns that were not
Livailable will pccur on o prospective basis, The list of these
E!cdicatmns will be taken to the P&T Committee for

valuation to determine the need (o add to the lTormulan o
for o therapeutic substitution, (Newly appointed ClO)

{The Facslity was found 1o nat be 1 compliance because the Jzme
9 i CEO dud not ensure the conduct of the ety was in
| Review of Patient #4's medical record revealed ;ompliance. As 1 result, the factlity did not ensure the stafT
ihe patient was admitted for treatment of were follawing proper procedure in obtaining the proper
| Congestive Heart Failure and Diabetes an nformed consent for patient #1 on 81618 To prevent this
01/22/19. However, the facility failed to Eisuc from reaceurring, the CEO will oversee the CNO who
e - . i1l ensure ihe Surgery Charge Nursc, surgiea! stafll nod
| adm'msmlr the pallenls_ Insulin on 01/22/19 frysicinns are in-serviced on the informed Consent pulicy.
| because it was not available, Further review of 700.223, and policy 700 $03 on Veritication ol Correct Site.
| the medical record revealed the physician orrect Procedure and Correct Patient for Tovasive or
| ordered on 01/23/19 to be notified when the Surgica! Procedures. This will be verilicd by ll,c n=scrvice
atient's blood g b 200. H attendance lag. A new QAP performance indicator has
p $ blood glucose was above <UU. However heen added 1o the QAPL plan to momior this measure  Fis
lhe record revealed on 01/23/19 and 01/24/19, awill he verified by the n-service attendance log. (CEQ)
the physician was not nofified when the patient’s
blood sugar was elevaied above 200, I CEO was found 1o not be i complianee with 302009

sverseeing the CNO o ensure Paticy and Procedures
egarding medication sdministration were being
followed. Patient's 3, #4, #5 (for STAT muods). and #7 did
10t receive the medication as ondlered on e and no
ursing decumentation was present in support of reasons
F:mdicmions were given lnte, The CEO will oversee the
CNO and verify that licensed nursing statt are in-serviced
fm poticy 600.034, Medication Admunistration (pharmacy)
bl 700 707, Medication Administration (nursing} mud on
plicy 200 421, Continum of Care (o cnsure nurses
understanding of medication administration ns ordered by
hysician aad understanding importance of documenting in
ihe patient’s medieal record. Chart audits, including timely
andtcalmn administtion, medieation enissions, ciange in
‘condition decumentation, consent for trestment.
‘nutrttional’socinl services consults, momtoring and
Tallowing up on medictions, witl be performed daily by
wrsing stall w ensure compliance, Chart audit wols are
Eullcclcd by ACNO who will report results of the chan
udits will be reported 10 QAP weekly so il needed
tmmedinle actions we laken. (CEG)

admitted Patient #7 to the facility on 01/06/19 with
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Cellulitis to the right lower extremity (skin
infectian), early sepsis (a potantially
life-threalening condition caused by the body's
response to an infection), and a Stage 2 pressure
sora. However, the facility failed to adminisier the
patient's Lovenox (medication 1o prevent blood
clots) on 01/06/1¢ and it was not administered to
the patient until 31/07/19, approximalely
twenty-iwo (22) hours after it was ordered by the
physician and failed to ensure the palient's
pressure sare was assessed/treated.

Review of Palient #8's medical record revealed
the patient was directly admitted ta the medical
surgical unit on 01/21/18 with signs and
symploms of stroke, even though the facility did
nol have a neurologist or
speech/occupalional/physical therapy services.
In addition, the physician failed to transfer the
patient to another facility for neurological
assessment and care until 01/22/19 the day after
admission.

Review of Patient #10's medical record reveated
Patient #10 presented lo the ED on 11/12/18 with
a "significantly elevaled blood pressure” and
exhibited signs and symptoms of a siroke.
However, the patient did not receive medical
imaging including a non-contrast head computed
tomography (CT) scan until after being admitted
to the medical/surgical floor and five (5) hours
after arrival to the ED, Patient #10 was
transferred to Facility #6 on 11/12/18 at 8:15 PM
for treatment of an acute stroke.

Review of Patient #11's medical record revealed
the patient was admitled to surgical services on
09/21/18 at 9:40 PM for trealment of Gall Stones
with pain, nausea, vomiling, efc., even though the
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The CEQ was found 10 net be in compliance with 312019
A 057| Continued From page 8 AOS57 overseeing all depariments w ensure a good working

G.-lnlinnship thraughout the facility. CEQ will oversee
epartment managers and verify alf hospital stall will be in-
erviced on 700,708, Interdeparimental Refntionships. To
Emplumum this policy, department by department updates
vill be discussed ot weekly Manngers meetings Lo promote
interdeparimentnd cohesiveness, The Administrative
ssistant will ndd this meeting o the mecting calendar. The
Administrative Assistont will ceport on the schedule and
httendance comphance o the QAPT commitiee weekly, The
CEO was found 10 not be in compliance with overseeing all
'dcp:mmcms 10 ensure r good working relitionship
thronghiout the facility. CEO will aversee department
muanagers and verify all hospital stalf will be in-seeviced on
lﬂ)() 08, Interdepartmental Relationships. To implement
s policy, depariment by depurtment updates will be
discussed at weekly Managers mevtings to promuoty
interdepartmental cohesiveness. The Administrative
Assistam will add this meeting to the meeting calendar. The
Iadministrative Assistant will report on the schedule and
Linendance complionee to the QAP comnittee  (CLO)
The CEO fuiled o oversee the ONO 1o ensure that o process | 24222019
vas in place for the natification for dictary consults be
erformed. HIN Director put s place a new
Cclectronie reflex process fo trigger auwomatic aatification to
dietary Jor pconsult. The reflex is attached to a question on
Nlowehart and when nursing stafl selects answer choice the
{ctlcx is then sent electronically o dictary stafT who witl
herily with nurse and then notify dictician of the consull
CEO will oversee and verify thit dictary and nursing
services will be in-serviced on the electronie refex process
A Registered Digtician was hired 202219 Diet orders were
ﬁcvicwcd and verified by the RD on 22249 A test patient
‘was used 10 verily ta the reflex process for Dictary
Consultants would work. (HIM Director)
The CEO lailed 1o oversee the CNO o ensire that the 3o
Tacility’s nursing service would fotfow policy. The nursing
service filed to report and follow up on medication errors
was wentified in the sunvey findings. Nuwsing Service will
e in-serviced on the Medication Errar Policy, 600,083 and
Y reinforee the need 1o report all incidents for followsup by
the pharmacist, the Risk Management committee. the (A
committee and MEC, This will be verified by the ineservice
Yattendance lop. CEO will oversee mad verify thut licensed
nugsing staft will be in-serviced on policy 600 085,
“Medication Lrsor (CEOY
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The CEO failed 10 oversee the CNO to ensure that the kU Esia b
8 licility’s nursing service would follow policy. The nursing
A 057 Continued From page 9 A 057 rvice ailed 1w moniter and notily patient’s physician of
ED physician was "uncerain if anesthesia was change of status, Licensed pursing stafl will be in-serviced
available.” The consulling Gastrointestinal on policy 200.403, Assessment and Reassessment of the
. i . aticnt. Chan audits, including timely medication
Physician sa“f Patient #11 on 09/21/18 an.d his ﬂdmini.s'lmliun. medication omissions, change in condition
recommendations were lo transfer the patient Kocumentation, consent for Irecatment, nutritionat/social
"where they can do surgery.” However, the crvives consults, monitoring uad following up on
facility failed to iransfer Patient #11 for treatment nedicotions :vill be gr‘fonnc:l{ dail;l' hy nursli]ng s:‘;:g'm
; ensure complinnce, Chan audit tools are collected by
unlil 09/24/18, three days later. ACNO who will report results of the chart audits will be
. . ; cported ta QAP weekly so if needed immediote actions are
Review of Patienl #12's medical record revealed Yaken, This will be verificd by way of an in-scrvice
Patient #12 presented to the Emergency Litendance log. The facility's nursim_f, serviee t’ailcd‘ to
Department (ED) in full cardiac arrest on lansuil the RD and notily the physician when o patient's
12/04/18. O . kin inlegrity was compromised. Licensed nursing staff will
aLIEE “.two different Oc?asmns the patient ¢ in-serviced on policy 200,420, Skin Inegrity. Chart
required multipte doses of Epinephrine (a budits will be performed daily by nursing stafl 10 ensure
medication to stimulate the hear) in an eflort to cumpliance. This will be verified by way of an in-service
sustain the patient's life. However, the facility iendonce log. (CEQ) 3172009
faslgd to have e.nough EP'nePhe"ne to trea_ll the The CEO failed to ensure that the facility integrate the D
patient, and Epinepherine had 1o be supplied to svith other depariments of the facility. Policy 700,709,
the facilily by the Emergency Medical Services EktISurg-Scopc of Care was revised by MEC on 2202019
(EMS) that had transported the patient {o the ED. bind nppraved by the new board on 2/22/19 to beiter deline
| he scope of services, and (o better integrate the ED with the
. X i Test of the facility. This will be done by in-servicing clinical
Interview with the Emergency Medical Directoron Lin(F on the MedSurg-Scope of Care policy. 700,709, The
01/29/19 at 2:45 PM, revealed on 07/17/18, EMS ~E0 will pversee and veniiy that the stalf is in-seeviced, s
was attempting to transfer an unknown patient to vill be verified by in-service auendance log. (CEQ)
i . nazme
the ED who was exhibiting signs and symptoms [I‘hc CEQ will be responsible to ensure adequate resources
of an acute stroke. However, when EMS re available, assigning adeguate number of siafT allowing
contacted the ED to inform them that they were mef sufficient time 1o paricipate m QAT activitics and
en route with the patient, they were informed by '"Sl:““‘i‘;'g "!‘P‘d"l’"“‘%i“r;;l““”"ﬁ systems for C(:I“cl'l:ﬁ“g
; . Lind analyzing data. The CECQ will report any and a
RN #11 notjo' bnr!g the p“allenl te the ED because findings to the governing hody. (CED)
they would “kill this guy.” Subsequently, EMS 22372019

contacted a transport helicopter and the patient
was flown to ancther facility.

The facility failed to have a system for consulting
the Registered Dietitian {RD) when patients had
feeding tubes, pressure ulcersiwounds, or
Diabetes, and failed to have an effeclive system
1o ensure patients received physician ordered
diets,

The requirement for the Governing Board, MEC, QA and
P&T committees to meet on a sct schedube was not

met The annual meeting calendar will be developed to
Lnsure timely mectings by the necessary commintees. This
bwild be verified by conunitice attendance lugs and

minutes. The Adrministrative Assistant will report on the
Lchedule and anendance cimphiance 1 the QAP comoittes
{Administrative Assistant)
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Tour of the Emergency Department (ED) on
01/23/19 9:45 AM and 1/30/19 at 5:15 PM
revealed tha facility did not have a functioning
telemelry monitor (shows the electrical aclivily of
the heart) located at the nursing station, and staff
were unable to monitor a patient's cardiac status
| unless they were present in the palient's room.

Further observations revealad eight (8) of nine (9)

raoms in the ED did not have a functional puise

oximeler (a device used to measures the amount
| of oxygen in the blood). Observations in the ED
also revealed none of the nine (9} ED rooms
contzined a functional biohazard "sharps”
container. Observations on 1/30/19 at 5:15 PM
revealed ED staff had {o transport used needles
and devices through the hallway to get to a
biohazard container o dispose of the items. In
addition, observation of the casting room
revealed it contained a limited number of supplies
necessary to cast fractured bones of patients
presenting lo the ED in need of casting services,
The ED's entire supply of casting tape was
expired and the appropriate sizes were not
available to treat various injuries.

Observations of the Surgical Department on
01/23/ at 10:50 AM revealed the department's
surgical disinfectant solutions thal they were
currently utilizing to clean and disinfect the
surgical reoms and surgica!l instruments

| (VirexTB and Envy } had expired in 2018.
Interviews on 01/23/19 at 10:55 AM with Sterile
Processing Technician #1 and at 11:00 AM with

| Sterile processing Technician #2 revealed during

| a period in December 2018 (exact date unknown)
no instruments could be slerilized due to no
biologics heing available, Interview with
Physician #9 on 01/30/19 at 11:00 AM revealed
he stopped practicing at the facility in October

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFPLIERICLIA {¥2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
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[X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 1%5!
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Euc 10 ot having EMR support we were pot able o edit the - 222204
: omputer seftware and perform regular vpdates. The suppon
A 057 Conlinued From page 10 A D57 F e Fo

l\\ ras restored 2019719 and an eletronic reflex process s now
hucn set Tor dictary consults amd social services, The refllex
lis attached to questions on the flowehart and when nursing
1afT selects answer choice the reflex is then sent
lclcclu:-nicnlly to dietary stafl whe will verily wath nurse and
then nutily dictician of the consull. A reflex was ilso
bittached to questions in Nowchan pertuining to socia)
ervices. When nursing siaff choose answers 1o questions. it
ends an electronic trigger 10 social services department and
staf. A test patient is in the system and and boil divtary
bind sacial services consults have begn performed with hoth
departs receiving the referral. (CEQ)
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he facility fatked 10 have a functioning poverning bourd, ¥6/2019
A 057/ Continued From page 11 A D57| herefore the [acility had no instingtional plan or annual

2018 because continuing to provide care in the
facility was endangering the lives of his patients.
The physician stated there was not adequate
equipment or supplies in the surgery department,
there had been times when instruments could not
be sterilized, and staff has had to leave in lhe
middle of a surgical procedure to search the
facility for needed supplies.

Interview with the Director of Pharmacy on
01/23/19 at 2:45 PM revealed the facilily had only
one (1) Aclivase (used to treal blood clots in
patients having heart allacks and slrokes) in the
entire building and she had informed the facllity's
physicians of this situation. The Director of
Pharmacy stated the reason for the lack of
medications was the cosl. The Director of
Pharmacy staled the facility owed around half a
million dollars to the drug distributor for the facility
and could not arder any more medications
without paying up front. Continued interview
revealed that there are some medications in the
pharmacy that have expired that the facility
cannol replace them due to the cost. Continued
inlerview with the Director of Pharmacy revealed
she had emailed the CEQ and the medicalion
distribution vendor and the vendor referred her to
{heir legal depariment. The Director of Pharmacy
stated she was filling the crash carts with the last
of the Vasopressin, Verapamil, EPI, Nitroglycerin
50/250ml, and Sodium Bicarbonate 8.4%50 ml
and she would have no abilily to obtain anyimore.
The Director of Pharmacy slated to sign up with
another medication distribution vendor would lake
eight (8) weeks or mare and the CEQ's plan was
to "borrow" medication from a facility that he was
attempting to purchase on 02/01/19 in Missouri.
The Director of Pharmacy was questioning the
surveyors regarding the legalities of this

opernting budget in place. The Incility was also found to nul
ve a policy or procedure related 1o the development of a
EUdch An institutional plan, including ancual operating
udget including all nnticipated income, expenses, und
apital cxpenditres for a three-venr period has been created
This plun was presented to MEC and seat to newly seated
soverning board for review and approval, This is venified by
btinched board minues. See Attached minutes. Policy
‘DBudget Policy was developed. The Cardinal Wholesuler
debt which had been tdentified in the findings as being the
cnuse of drug supply issues is being addressed. Anaimitial
payment was made on 2772019 and anatlics payment will be
made 1o have Carding! refease orders.  The medications
which were identified as net heing avattable were ondered
om 272119 The Director of Pharmacy will oversee the
estocking of the Omnicells which occurs twice a day vin the
stock reports that antomatically print in the inpatien
C;mrmm:y The avinlability of medicaticns will be verilied
by the receipls from the whelesaker and Omai inventory,
vhich is sttached, Due to no institutionat plan and budget
L:ing in place the facility fuled 1o ensure that necessary
squipment was in place and in proper working order. This
alse, includes, tie cardiae monitor for the EL, material
upplics throughout the facility, the EMR system, and
avroll The LD Central Cardine Monitor has been repaired
by DI'G, Central moniter tack in operation 3/1/2019. EMR
;‘uppun was restered on 2719719 so regulur sofiware updates
re now heing performed, The relationship with the materiat
upply vendors is corcecied, Materinl supply ordues ase
cing ordered weckly, There are no issues with placing
Erdurs and receiving orders. Due o a lack of
ommunication the facility stalf wos not always calling the |
muterials management dept and asking for supplics (o he
estocked when supplies hes been depleated, Now a
1aterinls clerk makes inventory supply sounds an week dings
for cach unit. 17 supplies are needed they are replenished
iirom the inventory i the stock room. Stock room supplies
*ac replnced now through weekly orders to our materials
upply vendor.  (CEOQ/Contraller}
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"scheme.”

Review af the lasi Governing Board Meeting
Minutes conducted by the facility dated 08/21/18,
revealed the meeting was a virtual meeling and
three (3) members were present. The Governing
Body made recommendations lo approve
temporary privileges for eight (8) physicians,
approved the privileges of the former
administration’s medical staff for six (8) months,
and adopled the former administration's bylaws,
rules/regulations, and policies/procedures.
Further review ol the meetling minutes revealed
no other discussions took place or no further
actions taken,

interview with a2 Former Governing Bady Member
on 01/30/19 at 2:07 PM, revealed that she was no
longer employed by the facility's corporation and
no longer functioned as a governing bady
member as of "last week." The Former Member
slated that the Chief Executive Officer (CEQ)was
responsible for "ninety percent” of aversight
provided to the facility, and had daily
communication with the Chief Nursing Officer
(CNO) and the Chief Financial Officer (CFO) who
are at the [acility. The Former Member stated
that the Governing Body only mel "sporadically
and not consistenily.” The Forrer Member was
unable to state when the last governing body
meeling was held for the facility or whatmembers
besides herself had made up the governing body.
The Former Member stated that there was
constant conversation about the facility's
finances, and that the cash flow of the facility was
always the topic of priority, The Former Member
staled lhat she was not aware of a meeting or
conversation she had altended or participated in
regarding the facility that was not dominated by
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! finances. The Former Member stated she was
. never involved in or aware of care concerns at
| the facility.

Interview on 01/30/19 at 2:38 PM with the CEO
and Owner of the facility revealed the CNO and
CFO function as the onsite administration at the

| facility, and are responsible for \he day to day
operations. The CEO slaled he provided
oversight by talking via telephane ta the CNQ and
CFO several times a day. The CEO stated that
he and two other members comprise the
governing body of the facility, but was unable to
state who the other two members were. The

| CEO was unable to state how often the goveming

| body met or provide any structura) details of the

| meetings. The CEQ was unable to say what was

| routinely discussed in the goveming body

| meetings or when the last meeling had occurred.

i The CEQ slated the governing body had never
been informed or discussed any adverse evenls
that had occurred at the facility.

| (Refer to A0D43, ADD73, AD115, AD145, A0263,
AD273, A0385, AD395, A489, AD490, A0799,
A0B37, AD940, ADS51, AD955, A1100, A1103,
| and A1104.)
A073| INSTITUTIONAL PLAN AND BUDGET A073
CFR(s): 462.12(d)

The institution must have an overall institutional
| plan that meets the following conditions:
{1) The plan must include an annual operating
budgel that is prepared according lo generally
| accepled accounting principles.
{2) The budget must include ali anticipated
income and expenses. This provision does not
| require that the budget identify item by item the
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A 073| Continued From page 14

components of each anticipated income or
expense.
(3) The plan must pravide for capilal expendilures
for al least a 3-year period, including the year in
which the operating budget specified in paragraph
(d)(2) of this seclion is applicable.
{4) The plan mustinclude and identify in detail the
objective of, and the anticipated sources of
financing for, each anticipated capital expendilure
in excess of S800,000 (or a lesser amount that is
established, in accordance with section 1122(g}
(1) of the Act, by the State in which the hospital is
localed) that relates to any of the following:
(i) Acquisition of land;

(i} Improvement of land, buildings, and
equipment; or

(it} The replacement, modernization, and
expansion of buildings and equipment.

This STANDARD is not met as evidenced by:
Based on record review and interview it was
determined the facility failed to have an overall
institutional plan with an annual operating budget
that inciuded all anticipated income and
expenses, and conlained capital expendilures for
a three-year period. Observalions and interviews
with staff revealed the facility failed to have
adequate supplies, equipment, or medications to
adequately care for patients due to budgetary
constraints and the facility's inability to obtain
cash flow to purchase needed items. The facility
owes their supplying pharmacy approximately
one-half million dollars, and their elecironic
medical records vendor approximately six
hundred thousand dollars, and all vendors
supplying the facility are now refusing to provide
services and goods without prepayment
payments,

llfhc facility Guled 10 have 3 functiomng governing boanl,
herefore the faeility hiad no institutional plan or annual
A 073'0pcmting budget in place. The facility was slso found 10 nol
have a policy or procedure related to the development of' a
budget An institutional plan. including annual operating
budget inchuding all anticipated incomte, expenses, pau
capitl expenditures for a three-yenr period has been created.
I'his plan was presented 10 MEC and sent to newly seated
roverning board for review and approval. This is verificed by
Littuched board minutes. See Atinched minutes, Policy
-'Budgcl Policy was developed. The Cardinal Wholesaler
debt which had been idemtified in the findings s being the
nuse of drug supply issues is being addressed. An nitial
Py ment was made on 2/7/2019 and another payment will be
Enndc 1o have Cardinal release orders.  The medications
' vhieh were identified as not being available were ordered
wn 221719 The Director of Pharmacy will oversee the
estocking of the Omnicells which occuts twice 8 day vin the
estock eports that automatically print m the mpaticit
pharmacy. The availability of medicaticns will be veritied
Ty the receipts frem the wholesaler and Omni inventory.
llu'hu:il i5 atiached. Due to no inststutional plan and budpet
ibcing in place the Facility faited 1o ensure that necessary
equipment was in place and i proper working order. This
bilsa, incitides, 1l cardiae monitor for he ED, materiad
upplies throughowt the Magility, the EMR system, and
Payroll. The EI) Central Cardiac Monitor lis been sepaired
by DTG, Cenral monitar back in operation 37172019, TMR
support was restored on 271419 so repular soflware updates
Lire now being performed. The relationship with the muterinl
Supply vendors is corrected. Matcrial supply arders are
heing ordered weekly. There are no issucs with placing
orders and receiving orders. Due 10 4 hak of
cummunication the facility stalT was not mways ealling (he
materiils management dept and asking for supplics to be
restocked when supplies has been deplented, Now a
matenials dlerk makes inventory supply rounds on week duvs
for each umil, 17 supplics are needed ey e replenished
fram the imvenory in the stock soom. Stock room supplics
ae replaced now through weekly arders to our matermals
upply vendor.  (CEQ/Controller)
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Interviews with the facility's Chief Nursing Officer
(CNQ), Chief Financial Officer {CFO), and Chief
Executive Officer (CEQ} revealed the facility had
no plan to ensure the facility could continue to
operate.”

The findings include:

Interview with the facifity's CFO on 01/28/19 at
6:00 PM, revealed the facility did not have a
policy ar procedure related {o the development of
a budget.

Review of the facility's "Operating Budget for the
Period Ending June 30, 2019" revealed the facility
had projected total net revenue of 827, 110 dollars
for each month from July 2018 through

December 2018. Further review revealed the
facility had projected total operating expenses of
1,175,517 dollars for each month from July 2018
through December 2018, Therefore, the facility
had a projected net operating loss of 248,407
dollars for each month from July 2018 through
December 2018.

Further review of the Operaling Budget revealed
for January 2019 the facility had a projected net
revenue of 1,012,460 dallars and projected total
operating expenses of 1,087,033 doltars. For
February 2019, the facility had a projected net
revenue of 1,046,577 dollars, and projecled total
operaling expenses of 1,019,404 dollars. For
March 2019, the facility had a projecled net
revenue of 1,082,401 dollars and projected total
operating expenses of 958,539 dollars. For April
2019, the facility had a projected net revenue of
1,120,016 dollars, and projected lotal operaling
expenses of 303,760 dallars. Continued review
for May 2019 revealed the facility had a projected
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| net revenue of 1,159,512 dollars and prejected

| lotal operating expenses of 903,760 dollars, and
| for June 2019 the facility had a projected net

- revenue of 1,200,982 dollars and projected of
total operating expenses of 903,760 dollars.

| Continued review of the facility's Operating
Budget revealed for the fiscal year of July 2018
through June 2018, the facility projected a loss of
644,748 dollars.

The facility was unable to provide a three-year
plan for capital expenditures.

Observations made throughout the facility on
01/22-24/19 and 01/28-30/19 revealed the facility
was operating with a Medical/Surgical Floor,
Emergency Departimeant, and Surgical
Department. Continued cbservations revealed
the facility had a lack of necessary supplies in all
areas lo ensure palients received adequale care
and services.

Observations and interviews from 01/22-24/19
| and 01/28-30/19 revealed on the medical surgical
unit, staff were limited to how much linen they
could utilize for patients due to linen delivery
| being cut back ta once per manth; patients did
| not have ordered medicalions because they were
not available from the pharmacy. Inlerview with
Physician #5 on 01/28/19 at 4:30 PM revealed he
| was inslructing patients to bring medications from
| home to be administered to them while they were
| admitted to the facility.

QObservations in the Emergency Depariment on
01/23/19 at 9:45 AM and 01/30/19 at 5:15 PM,
revealed the facilily did not have a functioning

| telemetry monitor (shows the electrical activity of
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the heart} located at the nursing station, and staff
were unable to monitor a patient’s cardiac status
unless they were present in the patient's room;
eight (8) of nine (9) rooms in the ED did not have
a functional pulse oximeter {a device used to
measures the amount of oxygen in the blood);
none of the nine (9) ED rooms contained a
functional biohazard "sharps" container; and the
ED's entire supply of casting lape was expired
and the appropriate sizes were not available lo
treat various injuries.

Observations of the Surgical Department an
01/23/19 at 10:50 AM revealed the department's
supply of surgical disinfectant solutions ( Virex TB
and Envy)that the staff was currently ulilizing to
clean and disinfect the surgical rooms and
surgical instruments had expired in 2018.
Interviews on 01/23/19 at 10:55 AM with Sterile
Processing Technician #1 and at 11:00 AM with
Sterile Processing Technician #2 revealed during
a period in December 2018 (exact unknown) no
instruments could be sterilized due to no biologics
being available. Interview with Physician #8
01/30/19 at 11:00 AM revealed he stopped
practicing at the facility in October 2018, because
continuing to provide care in the facility was
endangering the lives of his patients. The
physician stated there was not adequate
equipment or supplies in the Surgery Department,
there had been times when instruments could not
be sterilized, and staff has had to leave in the
middle of a surgical procedure lo search the
facility for needed supplies.

Interviews on 01/22/19, with the CNO at 12:00
PM, and the ACNQ at 12:30 PM, revealed they
were aware that the facility had an overall lack of
supplies and was unable to obtain medications
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for adminisiration to patients due 1o a lack of
funds to pay for the services. The CNC and
ACNQO stated any vendor currently contracted
with the facility would not provide services unless

| payment was received in advance, and with no

| funds available, services could not be paid for.

! The CNO siated she talked daily with the CFO

. and did not know of any solutions {o the facility's
current financial problems. The CNO slated her

| primary goal on a day to day basis was to ensure
patients received adequate care in the facility.
However, the CNO stated that was becoming

| more and more difficult to do each day. In

| addition, the CNO and ACNQ stated the facility

| had been unable to meet payroll for facility staff

consistently since the current CEQ had taken

over the facility in May of 2018, In addition the

CNO stated thal employees had been having

health insurance premiums deducted from their

paychecks by the facility; however, the facility had

not been paying the insurance premiums and the

staff was without coverage. The administrators

| went on o say that direct care staff planned lo
"walk out" of the facility the next time they did not
receive a paycheck fimely.

| Interview with the facilily's CFO on 01/28/18 at

| 6:00 PM revealed he was respansible for the day

I to finances at the facility, and had been since the
current CEC had acquired the facility in May of

! 2018. He stated he was in conlact with the Chief

i Executive Officer (CEQ) daily. The CFO stated

| the numbers utilized for the Operating Budget

| came from the CEQ, and the CFO was unable to
explain why the facility's total nel revenue and net

| operating income had remained exaclly the same

| for July 2018 through December 2018. In
addition, the CFO was unable to explain why the
facility did not have a three-year budget planas
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required. The CFO stated that his main priority at
the facility was to manage day to day expenses
and attempt to obtain the mast critical services
and inventory needed to fund the facility and keep
it running, The CFO stated that the facility had no
viable plan to make up the facility losses nor
plans on paying overdue expenditures, such as
the facility's pharmacy supplier who was owed
approximately "one-half million dollars™ or the
approximately "six hundred thousand dollars” {he
facility owed the medical records vendor.
Continued interview with the CFO reveated the
physical building comprising the facllity was
currently being “litigated in Federal Bankrupicy
Court, and the CEQ was attempling to purchase
the building.” However, "there was opposition to
the acquisition”; therefore, "there was no way to
gain capital from the physical building such as
through a loan aor morigage.”

interview with a Former Governing Body Member
on 01/30/19 at 2:07 PM, revealed she was no
longer employed by the facility's corporation and
no longer functioned &s a governing body
member as of “last week." The Former Member
stated the Chief Executive Officer (CEQ) and the
Chief Financial Officer (CFQ) spoke dally related
to the facility's finances. The Former Member
stated the facility has significant financial
consiraints. The Former Member staled that the
most urgent problem at the facility as of [ast week
was "cash flow coming through the door.” The
Former Member siated that she was unsure of
the facility's specific budget plans but knew that
the facility was expecting the 2018 cost repor to
return a high seltlement back to the hospital. The
Farmer Member stated that she unaware if the
facility had developed a "formalized” budget since
the acquisition of the facility had occurrad
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AQ73 | Conlinued From page 20
approximately six (6) months ago,

Interview on 01/30/19 at 2:38 PM with the Chief
Executive Officer (CEQ) and Qwner of the facility
revealed the facilily was in a "turnaround mode”
and he was constantly locking for ways to “tum
the hospital around.” The CEQ stated the most
important objective at this point was to find a way
to stabilize the facility’s financial position. The
CEO staled he believed that as of now the
financial point of view af the hospital was "not that
bad.” The CEO staled the facility had changed
billing companies in Oclober 2018, and the
contracted company had dane a "terrible job” and
the facility's collections "have fallen off a cliff.”
The CEO slaled the facility was in the process of
hiring a different collection company, and was
hoping to stabilize and grow 1he hospital, The
CEO stated that he was unaware of the facility's
specific budget, stating that would be the
responsibility of the CFO.

(Refer 1o AOD43, ADD57, AD115, AD145, A0263,
AD273, A0385, AD395, AD48S, AC490, ADT799,
A0B37, ADO40, ADS51, ADDSS, A1100, A1103,
and A1104.)

A 115 | PATIENTRIGHTS
CFR(s): 48213

A hospital must protect and promote each
patient’s rights.

This CONDITION is not met as evidenced by:
Based on observation, interview, record review,
review of the facility's Abuse/Neglect policy, and
review of medical records from Facilities #2, #3,
and #4, it was delermined the facility failed to
protect the rights of six (6) of twelve (12) patients.
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The facility had no cffective process in place to protect and 252222019
A 115 Continued From page 21 A 145! romote cach patient's nghts. Twelve palient chons were

Observalions revesaled the facilily provided
Emergency Department (ED) services, and
Surgical Services {services were limited to
general surgery), and had a tweive {12) bed
medical surgical inpatient unit. Interviews
revealed the facility did not provide
intensive/critical care services and had no
policy/procedure in place regarding the scope of
services that the medical surgical unit could
provide. Subsequenily, the facility admitted
Patients #2, #8, and #11 for treatment of
diagnoses that the facilily could not provide.
Patient #2 was admitted with chest pain and to
rule out a heart atlack even though the facility did
not have cardiology services available or an
intensive care unit to monitor the patient. The
facility failed o conduct heart testing, biood
pressure monitoring, and laboratory testing to
| monitor the patient’s cardiac status as ordered by
the patien{'s physician. When the patient
| developed a heant arrhythmia, the facility failed to
notify the patient’s physician timely, ang Patient
#2 was not transferred to an acute care facility for
cardiac assessment and trealment until
approximately 34 (thirty-four) hours afler the
| patient presented to the ED and developed chest
| pain.

' Patient #8 was directly admitled {o the meadical
i surgical unil with signs and sympioms of a stroke,
even though the facility did not have a neurologist

or speechf/occupational/physical therapy services.

The facility failed to administer medications to the
| patient for treatment of high blood pressure/chest
| pain, and chronic kidney disease. Interviews
| revealed staff nolified the patient's physician that
| the palient was having siroke symptoms;

however, the physician failed to transfer the

patient to another facility for neurological

eviewed and the fecility fusled 1o protect the rights of six of
the patients from neglect. No intensive/eritical care serviees
vere avatloble a1 the facility, no policy and procedure in
place integrate the ED with other departments of the Ticility
ind no policy and procedure in place 1o define the scope of
crvices for the medicat surgical unit.  Patient’s 82, #8. and
11 were sdmidted Tor trentment of diagnoses the Macthity
outld not treat. The physician was not notified timely when
there was & change in status for the patient or when
bncdications were not administered timely, and no process in
lace 1o ensure timely transiers of pativnts when the paticrts
Tequired services not available at the facility.  Policy
700.313 I:R Scope of Care, ond Policy 700.709 MedSurg
Seope of Care were revised nid approved by MEC on
EDO-‘ZOI‘) andd the approved by the new hoard on 2/22/19 o
etter define all scope of services, This was done to betier
pntegrate the B with the rest of the facility und beties define
he scope of services for the medical surgical unit, CNO 1o
snsure and venly that licensed nursing stafT are following
policics and will be in-serviced on policy 200,201 Patienis
Rights, poley 600.034 Nedication Administration
(Pharmacy )y and 700.707 Medication Administration
Nursing), policy 200421 Continuum of Care, pulicy
00403 Assessment and Reassessment of patients, 200 603
Transter of Patients and on policy 700 240 Physician
Orders. Chart audits, including timely medicalion
administration, medicaion omissions, chunge in condition
ocumentation, consent for trestment, nutritionalisocial
ervices consults, monitoring nnd following tip on
medications will be performed daily by nursing stalf 1o
gnsure compliance  Chart audit tools are collected by
ACNO who will report resulis of the chart oudits wili be
Feported 1o QAPL weekly so if needed immediate actions ans
taken The CEO wikl overses and verify tha the stalT s -
serviced on the revised polices that liave been approved by
IMEC and the new Governing Bouard. A procedure to ensure
comphance wilh the policy has been put into place so thay
he charge nurse/supesvisor will evaluate each patient prier
10 ndmission (o see it meets acceptable ndmission criteria
Giccording w seope of services policy, (CEOQ, CNO)

FORKN CM3-2507¢(02-99) Pravious Varsions Qbsolete

Event ID: NS6G11

Facility 1D 100020 If continuation sheet Page 24 of 135

yd

Signatu%Z %@//Datezg %j
LXZ :




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

PRINTED: 02/14/2019
FORM APPROVED
OMB NO. 0936-0391

STATEMENT OF DEFICIENCIES {%1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
(e
180021 8. WING 01/30/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
B850 RIVERVIEW AVENUE
SOQUTHEASTERN KY MEDICAL CENTER
PINEVILLE, KY 40977
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COHPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
The fucility kad no effective process in place to protect wmd 32019
f romote each patient’s s, Twelve patient chants were
A 115] Continued From page 22 A 1157 St u &

assessment and care until the day after
admission. According to the nurse, the physician
slated, "Dorl call me back anymore. We'll sit on
it lonighl and transfer [him/her] out tomorrow.”

The facility admitted Patient #11 to Surgical
Services on 09/21/18 for treatment of GallSlones
with pain, nausea, vomiting, eic., even though the
ED physician was "uncertain if anesthesia was
available." The consulting Gastrointestinal
Physician saw Patient #11 on 09/21/18, and his
recommendations were lo transfer the patienlt
"where they can do surgery." However, the
facility failed to transfer Patient #11 for treatment
until 09/24/18, three days later.

In addilion, Patient #5 presented to the facility's
Emergency Department (ED) on 11/26/18 with hip
pain. The facility failed to obtain a hip x-ray until
afier the patient was admitted on 11/27/18. The
x-ray revealed the patient's hip was fractured;
however, the facility did not transfer the patient to
obtain treatment for the fracture until 11/28/18. In
addition, the patient had physician orders for a
regular diet; however, the patient had a feeding
tube due to swallowing issues and couid not
consume a diet by mouth. The facility failed to
contact the physician or the Registered Dietitian
to ensure the patient received appropriate
nourishment and the palient received no lube
feeding while at the facility for approximately two
days. Further, the facility failed to assess and
treat wounds lo the patient's leg and cigareltle
burns to the patient's fingers and failed to
adminisler medications to the patient as ordered
by the physician.

Patient #3 presented lo the facility ED on
12/30/18 at 2:35 PM with severe left foot pain and

(cwu\ ed and the facitiy faited to protect the rights of six ol
Ihe paticnts from neglect. For patient #5, the Gacility Giled
1o cantact the physician ar RD 10 ensure the paticnt seceived
' ppropriate nourishment, filed to nssess and treat wounds,
El'ailcd 10 administer medications 10 the patient s ordered by
he physician, and fited to transfer putient timely. An
clectronic treflex process was put in place, The reflex is
Lttached to questions on the Nowchart and when nursing
taff selccts answer choice the relex is then senl
glectronically 1o dictary stalT wha will verify with nurse and
|hu1 nolify dictician of the consult. A registered dictian
(RD) was hired on 2/22/19. Diet orders were reviewed oad
herified by the RD. The reflex process was tested and
f erified during the 222019 visit. Nursing services will be
in-serviced on 200421 Centinuum of Care, 200 420 Skin
Asscssment, 600 034 Medication Administration
(Pharmacy), 700.707 Medication Administeation {(Nursing)
l:lml 200,603 Transfer of Patients. Charl nudits, mf.ludm;:
umul\' medication admintstration, medication omissions,
change in condition docurtentation, consent (or treatmend,
ritional/social services consults, monitoring and
'll‘ullowing up on medications will be performed daily by
wrsing stafT 1o ensure compliance. Chart audit tools are
tol[ccu.d by ACNO who will report resulis of the chan
!:mdlls will be reporied to QAP weekly so if needed
immediate actions are taken, The CEQ will oversee i
~erify that the stafTis in-serviced on the revised polices that
‘n.m.- been approved by MEC and the new Governing Board
(CED)
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| e fiacility had no efTective process in place to protect ond 32008
A 118 Continued From page 23 A 115{

romote ¢ach patient's nghts. Twelve patieni charts were
eviewed and the facility Taited 1o protect the rights of six ol
| the patient's lefi fool and little toe were blue in he patients from neglect. For patient 43 the facitiny’s staft
| color and cold. At 3:30 PM, the ED physician fniled 1o administer medicition on time s ordered by

physician, fifed 1o contaet the physiciun and fatled 10

ordered Lovenox (used lo prevent and treal blood ransfer patient timely, CNO to ensure and verify that
| clots), Zosyn (antibiotic), and Demerol Jicensed nursing staff are following policics and will he in-
| (medication to treat pain); however, staff failed to crviced on policy 200 201 Patient Righs, policy 600034
| administer Lovenox and Zosyn until the next day, Medication Administeation (phannacy) and 700.707

fedication Adminisiration (nursing). on palicy 200 421

| approximately twenly-four hours after the ontinuum of Care, on policy 200403 Assesstent and

medicalion was ordered. In addition, at 4:13 PM, lkeasscssmcnl of paticnts, 200,603 Transfer of Patients und

lesting confirmed the patient had a blood clot in m policy 700240 Physician Orders. Chart audits, meluding

an artery in the leg that was blocking blood flow. "imcly medication administzation, medicalion omissions,
|L:h:mgc in condition decumentation. consent for trantment,

i However, the facility admilted the patient to the nutritonal/social services consults, monitoring and
| facility and did not transfer Patient #3 to a facllity , & i b &

| ! lﬁﬂlm\'ing up on medications will be peeformed daily by
| that could treat the blood clot until 61/01/19 at ursing stafT o ensure compliance. Chart uudit eols are
I 12:00 PM.

! ollected by ACNO who will report results ol the chart
audits will be reported 10 QAP weekly so if needed
immediste uctions are taken. The CEO will oversee amd

The facility admitled Patient #4 for treatment of verify tha the stnfT is m-serviced on the revised polices that

Congeslive Heart Failure and Diabetes but failed Juave been approved by MEC and the new Governing Board

to administer the palient's Insulin because it was (CEQ)

not available at the facility. Then, when the e Eacality Tod 110 it in place Lo proteet and Ll
| H ] s - e ety had 10 Chicg Ve PIOCess i pace Lo pro ect i
| patient's blood sugar was high, the facility failed romote cach paticnt’s rights, “Fwelve patient charts were

| to notify the palient’s physician as ordered of the eviewed, and the facility failed 1 protect the righs of six ol
| elevated blood sugars. I{h:: paticots from neglect. For patient #4 the facility failed 10
I.dmimslcr & medication due to unavailability and failed 10
notify the physician as ordeted. CNO 1o ensure and verify
1hiat licensed nursing statfare following policies and will be
| iin-scmccd on policy 600.098 Drug Product Selection -
Fomulary, policy 200,403 Assessment and Renssessment o
| atients, policy 600,034 Medication Admenisteation
| (pharmacy ), 700.707 Medication Administration (nursing}
Sitd on puficy 700.240 Physician Orders Chant nudits,
lmcludmg timely medication administrtion, mediction
omissions, change in condilion decumentation, consent R
treatment, sutritional/social services consults, monitoring
and following up on medication will be performed daity by
nursing staff 10 ensure compliance  Chart audit tools are
Lalleeted by ACNO who will report results of the chart
audits will be reponted 10 QAP weekly so il necded
immediate actions are taken. The CEO will oversee and
erify that the stafT is in-serviced on the revised pofices that
5]1;1\1: been approved by MEC and the new Goverming Bowd
(CED
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| In-service education related to proper nursing
] documentation will be provided by Nurse Educator froem
‘Lincoln Memorial University. This will be verilied by way
of the in-service attendance log (CNQ) J2me

| The reporting and 1ollow up on niedication errors wis
| hidcnliﬁcd in the survey findings. The Medication Error
| [Policy 606085 has heen in-serviced 10 reinforee the need 10
| :rcpon all incidents for follow-up by the pharmacist, the Risk
| Managemuent commitice, the QAPL committee and
| | IMEC. This will be verificd by the in-service attendance log
| Licensed nursing stdF will be in-serviced on policy 600 083,
| | pedication Error. This will be venficd by way of the in-
[ ' fcwi:c attendance log (ACNO) 3
1

2019

/ .icensed nursing stafl will be in-serviced on policy 200007
Identifying and Reporting Victms of Abuse amd Negleet,

| This will be verified by way of the in-service attendance log
' (ACNO)
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A145| PATIENT RIGHTS: FREE FROM
| ABUSE/MARASSMENT
| CFR(s}): 482.13(c)(3)

| The patient has the right to be free from all forms
; of abuse or harassment.

This STANDARD is not met as evidenced by:

Based on observation, interview, record review,

review of the facilily's Abuse/Neglect policy, and

review of medical records {rom Facilities #2, #3,

and #4 revealed the facility failed to protect six (6)
| of ten {10} palients from neglect.

i Observations revealed the facility provided
| Emergency Department (ED) services, and

A145] D)

The facility had sno efiective process in place W keep the
patient irce from all furms of abuse and harrassment. Ten
“pmical charts were reviewed and the facility filed 10 protect
he rights of six of the patents. For patient 42 the facilil’s
ktalT failed 10 contact and document the physician when
wders were not carricd oul, faited 10 notify the physcian
cparding change in paticnt status and ailed to transfer
alient timely. No intensivelcritical care services were
vailuble at the Facility, no policy and pricedure in place to
inmegrate the ED with other depariments of the facility and
o policy and pracedure in pluce to define the seope of
services for e medical surgical unit, Policy 200.201
Parient Rights, policy 700.315 ER Scope of Core, nnd
Policy 700.709 MedSurg Scope of Care were revised pnd
pproved by MEC on 27202019 und the approved by the
ew board on 2122119 1o better define all scope of
ervices. This was dene to better inteprate the ED with the
st of the facility and better debing the scope of services for
the medical surgical urit, CUNO to ensure and verify that
Jicensed nursing staff are following palicics and will e in-
serviced on policy 200 42§ Comtinuum of Care, on policy
200 403 Assessment and Reassessment of patients, 200603
(Tr'.msfcr of Paticats and on policy 700 240 Physician
Orders. Chant nudits, including timely medication
administration, medication ontissions, change in condition
wcumentation, consent for treatment, nutritienalfsocial
crvices consulls, memtoring and fotlowing up on
medications will be pertormed daily by nussing stall 1o
ensure comptiance. Chart audit tools are collected by
ACNO who witl repan results of the chart audits will be
Teported 1o QAP weekly o if needed immudiate nctions are
1aken The CEO will oversee and verilv that the staft' is in-
Ecn-icud on the revised polices that have been approved by
MEC and the new Govenmng Board. (CE)
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| The facility had no effective process in place 1o keep the 32009
. atient free from all forms of abuse and hurrassment. Ten
A 145 Continued From page 24 A 14550tient chants were reviewed and the Frctlity (ailed to protect
| ¥ 0 n . N H
surgical services (services were limited to general 1he rights of six of the paticnts, For paticst #8 the faciliy
surgery), and had a twelve (12) hed medical e ol e 1o cvs for: The il s e 10
N - + . . e LnCiiny iy naple ¢ Inr. ¢ 13 ¥ S
surlg.lcai inpalient unit. lmem_ews r.e_vealed the follow the Stroke Protocol on the MedSurg wnit therefore a
| facility did nol provide inlensive/critical care &wccssm_v test was not completed timely. A medication was
services and had no policy/procedure in place Tiat administered to the patient. The physician faifed 1o
regarding the scope of services that the medical “’;35“";:;3‘7%fgi£?l‘:i;"¢ls'§ ""“'-‘!;_ g_““':“' Fatient d"igf;l&
. ; olicy MedSurg Scope of Care was revised an
(IO L RS l!:ppm\'cd by MEC on 272072019 and the approved by the
ew board on 212219 1o benter deline all scope of services
Subsequently, the facility admitiad Patients #2, procedure lias been put into place for the
#8, and #11 for treatment of diagnoses that the harge/supervisor iturse Lo screen the diret admit paticits 10
| facility could not provide. Patient #2 was ftli:lcrmmc ‘ll l_hc !mm:::t can be 2ldmlll|:ll.h:.|.'i'¢.‘.d upor_a.llhc.
| admitted with chest pai di l t 2 heart cope of serv ices C.\q to cnsure and verily th:ln I:u.n}cd
a chest pain and 1o ruie oui a nea wnesing stalT are following policics und wilk be in-serviced
altack even though the facility did not have on P'olicy 200 201 Paticnt Rights pulicy 700.709 MedSurg
cardiology services available or an inlensive care feape of Core, policy 700321 Stroke Protcel. policy
| unit to monilor the patient. The facility failed o 600 034 Medication Adsinistration (Pharmacy) and
! d 8 I 700 707 Medication Administration (Nursing), policy
conduct heart lest:r)g. blood qressure mgmlormg. 700 240 Physician Orders. policy 200.603 Transter of
and laboratory testing to monitor the patient's Patients. Chan awdits, including imely medication
cardiac stalus as ordered by the patienl’'s Sdministration, medication omissions, change in condition
| physician. When the patient developed a heart doct!mcmalinn. consent l'n'r treatment, nu_tnunnul.'socinl
arthythmia, the facility failed to notify the patient services consills, monitoring and Tollowing up on
| ¥ L ¥ . paients medications will be perfurmed daily by nursing saif o
physician timely and Palient #2 was not ensure compliamee. Chart audit tonls are collected by
transferred to an acule care facility for cardiac ACNO who will report resulls of the chart audits will be
| assessment and freatment until approximately qc;lr\mﬂc%ln g;\(l;l \_rlli-ckly so il ngcdcllljn:::xi.;tlinlc :’cr‘!ri"m? ane
A . ket e O will oversee and verily (i the $1ail 50
thirty-four (34) hours afler the pall?ni presented erviced on the revised polices that have been npproved by
to the ED and developed chest pain. MEC and the new Governing Board {CL0)
' 312019

| Patient #8 was direclly admitted to the medical

' surgical unit with signs and symptoms of siroke,
even though the facility did not have a neurologist

| or speechfoccupational/physical therapy services.

The facility failed to follow their stroke protocol

and the patient did not receive a Computerized

Tomography (CT) scan for approximately one

| hour after arrival. In addition, the facility failed to

administer medications to the patient for

trealment of high blood pressure/chest pain, and

. chronic kidney disease. Interviews revealed slaff

| natified the patient's physician that the patient

was having stroke symploms and the patienl'sCT

ifhe facility had no effective process in place 1o keep the
Patient free frem nll fornss of abuse and harassment. Ten
lputin:m charts were revicwed and the facility Griled to pmtet
e rights of six of the patients For pattent #1 1 the facility
furled 1o transfer the patient timely. CNO 1o ensure and
verify that licensed nursing stafT are (ollowing policics and
pill be in-sery iced on policy 200 603 Tramster of Paticuts.
Chart audits, including timely medicion administration,
edication omissions, change in condition documentation,
‘consent for treatment, muteitional'social services consuls,
monitoring and following up on medicatons will be
gwrfumncd daily by nursing stall to easure comphanee
Chart audit taols are collected by ACNO who will repont
resulis of the churt nudits will be reporied w0 QAP weekly
so 1if needed immedizte actions are teken. The CEQ will
oversee and verily that the siafFis in-seeviced on i revised
polices that have been upproved by MLEC and ilie e
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A 145| Continued From page 25

scan was a "suboptimal study due to movement
| artifacts,” however, the physician failed to transfer
| the patient to another facility for neurclogicat
assessment and care until the day after
admission. According to the nurse, the physician
slated, "Don't call me back anymaore. We'll sit on
it tonight and transfer [him/her] out fomorrow.”

The facility admitted Patient #11 to Surgical
Services on 09/21/18 for treatment of Gall Stones
with pain, nausea, vomiting, etc. even though the
ED physician was "uncertain if anesthesia was
available." The consulting Gastrointestinal
Physician saw Patient #11 on 09/21/18, and his
recommendations were to transfer the patient
"where they can do surgery." Hawever, the

' facility failed to transfer Patient #11 for treatment
. until 09/24/18, three days later.

In addition, Patient #5 presented to the ED with
hip pain on 11/26/18; however, a hip x-ray was
not obtained until 11/27/18. The x-ray revealed
the patienl's hip was fractured; however, the

' facility did not transfer the patient to obtain

| treatment for the fracture until 11/28/18. In

additian, Palient #5 had physician orders for a

regular diet; however, the patient had a feeding

tube due to swallowing issues and could not

consume a diet by mouth. The facility failed to

| contact the physician or the Registered Dietitian
lo ensure the palient received appropriate
nourishment and the patient received no tube
{eeding while the palient was al the facilily for
approximately two (2) days. Fusrther, the facility

| falled to assess and treat wounds to the palient's

 leg and cigarelte burns to his/her fingers and

| failed to administer medications to the patient as

| ordered by the physician.

The feility had no elfective process in place 1o keep the e

atient Free from all forms of obuse and harrassmenl. Ten

A 145)mlicnt chants were reviewed and the Gacility failed to protea

the rights of six of the paticnts. For pationt 43, the facility
Filed to contact the physician or RD 1o ensure the patienl
sceived npproprinte nounshment, filed 10 complete
Fllyﬁ!c:m orders, failed 1o assess and treal wounds, failed 10
Ldminister medications ta the patient as ordered by the
physician, farled to have o needed supply on hand, and luiled
1o transfer patient timely. The reflex is attlached o guestions
‘on the flowchart ond when nursing stlT sclects answer
choice the seflex is then seal electronically to dietary sl
avha will verify with nurse ond then netify dictician of the
consult. A registered dictian (R[3) was hired an 2/22019
Digt orders were reviewed aad verified by the RD. An
electronie retles process wis put in place, The reflex
rocess was tested and venfied during the 2/22/19 visil
F\!ursmg services will be in-serviced on Policy 200 201
Patient Rights, policy 200421 Continuum of Care, 200420
iSkin Assessment, 600 034 Medication Adminstration
' Phannacy). 700,707 Medication Administrtion (Nursing|,
policy 200 303 Assessment and Reassessment of patients,
200603 Transfer of Pativnts, 700 240 Physician's Orders
and policy 200.207 Chain of Command for Resolution of
Clinical Issues. Chart andits, including timely medication
drministration, wedication omissions, chaoge in condition
documentation, consent far treatment. nuinitional’sogial
services consults. monilozing and fullowing up on
edications will be performed daily by nursing st to
ensure compliance. Chan audit anls are collected by
IANCNO who will report results of the chart audits will be
geported 10 QAPE weekly so if needed immediate actions mcl
taken . The CEO will oversee and verily that the siafV'is in-
sepviced on the revised pelices that have been npproved by
BAEC and the new Governing Board, (CEO)
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12:00 PM.

Furiher, the facility admitted Patient #4 for
ireatment of Congestive Heart Failure and
Diabetes. However, the facility failed to
administer the patient's Insulin because it was not
available at the facility. Then, when lhe patienl's
blood sugar was high, the facility failed to nofify
the patient’s physician as ordered of the elevated
blood sugars.

The findings include:

Review of the facilily's "Patient Abuse or Neglect”
policy, approved June 2017, revealed "Patient
abuse and neglect is defined as any incident of
physical, sexual or verbal abuse, patient neglect
or mistreatment.” The policy stated employees of
the facility were responsible for palient safety and
must report any knowledge of patient
abuse/neglect. According te the policy, "elder
abuse is a term referring to any knowing,
intentional, or negligent act by a caregiver or any
other person that causes harm or a serious risk

The facility had no effective process in place 1o Keep the
patient free from all forms of abuse and harissment Ten
patient chans were reviewed, and the facility failed 1
‘protect the rights of six of the patients, For paticnt #4 the
;i'm:ilny failed W provide wmd adminisier an ordered
imcdu:ullnn.. failed (o notify physician of medicution
vnission and change in patient sistus. CNO 1o ensure and
t'cnl'y that licensed nursing staff are following policies and
.k\-ili be in-serviced on Policy 200,201 Patiem Rights, policy
600,098 Drug Product Selection - Formulary, Chart awdns,
ancluding timely medication administration, medication
omissiens, change in cordition doecumentation, consent for
treament, nutrional/social services consubts, monitorig
and following up on medications will be performed daily by
wrsing stalf to ensure complionce. Chart audit tools are
t:nllm:l::d by ACNO who will report results of the it
"-.xudlls will be reported 0 QAPL weekly so il needed
immediate sctions are taken. The CEOQ will oversee and

erify that the stalf is in-serviced on the sevised polices that
Ihnvc heen approved by MEC and the new Governing Board
{CEM
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| Fhe facitity had no effective process in pluce o keep the 32040
. nticnt [ree from all forms of sbhuse and harassment. Ten
A 145/ Continued From page 26 A 1451'1::1l||:m chants were revicwed and the Tacility Tailed 1o profect
Patient #3 presented to the facility's ED on the rights of six of the paticms, For patient #3 the facility
12/30/18 at 2:35 PM with severe left foo! pain and fmlcd 1o dnc{lllmc"‘;‘ llltlc a:c:[ninslr:;linli n‘l‘:m:‘difri'minn'?; I[CI*GO
P . o ensure and verify that licensed nursing staff are followmg
the patient's left 'oo_l and little toe were b_lue in palicies and will be in-serviced on policy 200.201 Patient
color and cold. At 3:30 PM, the ED physician Riglus, policy 200 421 Continium of Care. policy 600034
ordered Lovenox {used to prevent and treat blood Medication Administcation (Pharmacy), and 700,707
clots), Zosyn (antibiotic), and Demeral Mudication ;\dministgliqn {Nt;nrs‘in‘g). Char audits.
(medication o ea pan) however,saf faed o | ey ety il shoinion ockonie
admim?ter Lovenox and Zosyn until the next day, | treatment, nutritional’social services consulis, monitoring
approximately twenty-four hours afier the [ nd lollowing up on medicaions will be performed daily by
medication was ordered. In addition, at 4:13 PM, [ wirsing staff to ensure cumplinnce. Chart audit tools are
testing confirmed the patient had a blood clot in :::]';‘;‘f“:l?i :\E:na::lht‘; BIE:!:;[\‘:LTIIT\SI;T:?:;:-tc‘;ﬂlm
an artery in the leg thal was blocking biood flow. fimmediate actions are token, The CEO will oversee and
However, the facility admitted the patient to the erify that the stafl is in-serviced on the revised polices that
facili[y and did not Iransfer Patient #3 to a facility ihm'c been approved by MEC and the new Governing Board
that could treat the bload clot until 01/01/19 at {CEM) S0t
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The facility had no mstitutional pkan or annual operaling 3209

A 145| Conlinued From page 27
of harm to a vulnerable adult.”

Cbservation of the facility on 01/23/19 at 4:30
PM, 01/24/19 at 5:30 PM, and 01/29/19 at 9:00
AM, revealed the facility's inpatient census
ranged from three (3) lo six (6) on the
medical-surgicat unit and three (3) to eight (8) in
the ED.

Review of physician credentialing filesrevealed
the facility had three Internal Medicine/General
Practice physicians and cne General Surgeon.

Interview with the Chief Nursing Officer (CNO) on
01130718 at 6:20 PM and with the Chief of Staff
{COS) on 01/28/19 at 5:00 PM revealed the
facility did not provide intensive/crilical care
services and had no policy/procedure in place
regarding the scope of services that the medical

udget due lo no effective Governing Board being in place

A 145 The imstitutionad plan, including annual operating budget
that included all anticigated income, expenses, and capital
t:xpcndilurcs for a three-year period was made. This plan
was presented 1o MEC on 219119 and sent to newly seated
%uvcming board on 222419 for review and approval. Tiis is
' cerified by uttached board minutes. See Attached minutes
(CEQ)

The Gaeility did not have an elfective system fur ensuring ey
social services was consulled. An clecironie reflex process
Svas intitinted. A reflex was atiached 10 questions in
owchart penaining to soctal serviees. When nursing stalf

hoose answers 1o guestions, it sends an clectronic trigger to

ociul services department and stall, Licensed narsing siaff
will he in-serviced on pulicy 200.606, Nursing Discharge
[This will be verilied by way of an in=service atiendance log
Chart sudits, meluding timely medication administration
Imedication omissions, chunge in condition decumentation,
consent for reatment, nutritional/social services consults,
monitaring and following up on medications will be

crformed daily by nursing stafl to ensure compliance
Chart audit wols ure collected by ACNO who will report
fresuits of the chan audits will be reported to QAP weekly
50 if needed immedinte actions are taken {ACND)

: s . . . 312009
surgical unit could provide. Further interview Elu-scn'icc educalion related to proper nursing
revealed the General Surgeon was not on call at documentation will be provided by Nurse Educator from
the facility and only conducted scheduled Lincoln Memarial University. This will be verified by way
outpatient surgeries ane day per week. In orthe in-service auendance log. (CNO}
- e . 309
LG the'facﬂtty did nol have anesl‘hesta [The reporting and follow up on medication errors was
services available on call and the Radiology wdemificd in the survey findings. The Medication Error
Department was not in house from 12:00 AM to Policy 600 085 has been in-serviced 1o reinforee the need 1o
7:00 AM, but was on call. ln:pnn all incidents for follow-up hy the pharmacist, the Risk
Management committee, the QAP cummittee and
. I‘MEC This will be veriticd by the in-service attendance log
1. Review of l_he Emergency Depariment (ED) }l icensed nursing stafl will be in-serviced an pelicy 600 635,
record for Palient #5 revealed the patient NMedication Frror - This will be verified by way ol the in-
presented via Emergency Medical Services Lervice anendance Jog. Licensed mursing stafl will be in-
(EMS) on 11/26{18 and was iriaged at 3:35 PM L.un'icud an policy 600,085, Medication Crror. This will be
for left leg swelling, pain, and a wound tc; the left jrerificd byuay of the In-service aiendance g (AGNO)
leg that had been prasent for one week.
According to the ED physician's note, Patiant #5
susiained a “direct blow" to the left leg "several
days ago” and had increased, pain, redness, and
swelling since that time.
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‘Licensed nursing staff will be n-serviced on policy, policy 3219
; 00 200 Patient Riglts 200 407 Idemifying and Reporting
A 145| Continued From page 28 A 145ivictims of Abuse and Neglect. This will be verificd by wiy
Review of a Venous Doppler Study of the lefi leg lor the in-service attendance log. (ACNO)
} n 11/26M1 : veal . . ;
go?p T'i:g . "stil'a a: ; 10:312‘1:‘)1 r?h ke At Medical and Nursing staff will be in-service an Policy 312019
GG e L s Ll b0 201 Paticat Rights, Policy 200,401, Scape of Care
compressibility of superficial femoral vein of the YFacility). This will be verificd by the in-service aendance
left thigh” (Deep Vein Thrombosis or blood clot). L:g (ACNO)
: N ue 1o not adhering 10 the AHA Standards and NIH Stoke 3zme
Review of the m_e_dica‘ re,cord for Palient #5 Hrotocel the facility requested that the ED contract company
revealed the facility admitied the patient on in-service thele own physicians on the stroke pratocel
11/26/18 with diagnoses of Cellulitis of Left Lower Inservice logs and verificolion from in-service will be sent
Leg (skin infection), Deep Vein Thrombus of Left Lol placed n the employe files by 3/7/19, (CNO)
LG HGEIRCE Gl JLE Re-inservice the Emergency Depantment regarding the 32019
ok policy 700,321 and the requirement to provide the
1.a. Review of Patient #5's History and Physical tandard of care. The Emergency Department Manager wili
(H&P) dated 11/27/18 at 11:23 AM revealed ‘collect data on ™ Doar 1 M and "Door to Thrombolytics”
Physician #5 documented that "[Patient £5) a5 part of the QAPI process through chart audits, Togs lrom
2 —_ . . " specific departments, and running reports from within the
comelams of s.'lgmﬁcanl pain in the left hip area. MR Al QAPE activities will be reported by manuagers
Continued raview of the H&P revealed upon Tirough a weekly QAT commttee mecting so immediue
examinalion Patient #5 was "afebrile to louch and lction cun be taken. (ACNO) Sl
LG SRR D S RS Re-inservice the Radiology Depanment regarding the stroke
. , policy 700.321 Stroke Protocol - The Radiology Department
Review of a Physical Assessment dated 11/27/18 Manager keeps n daily [z to monitor strohe protocots " Door|
ger keep vlog t
at 4:00 PM revealed Patient #5 continued to have 1o CT compleied” ind "Daor to CT report” as part ‘[!l the
i . ; sets weekly. This will be verified by
pain. According lo the assessment, the patient £JalHprocess il meels weekiy, c :
. S . . : QAN meeting Les. (Director of Radiology
had moderate, generalized pain with signs of pain R W0
that included diaphoresis (swealing) and The Emergency Department stall will he re-cducated by the
restlessness. The assessmenl revealed pain FD Mianages on the Mission Statement, the employec job
medication was administered and a follow-up deseriptions and the Policies and Procedures for the
assessment was documented at 5:30 PM: |)?::I:L:;2:‘ Department. (ACNO/Aluman Resources
however, the assessment was nol completed and 3209
the patient's pain level was not documented. The Radiological Policy 300,421 was edued to chunge on
fall technologist respunse time for u stroke pratocol o be
. vithin 13 mmutes, This palicy will be taken to QAP
There_was n? docurpenled LM ,an X-ray MEC and 10 the Governing Boord for approval. The
of Patient #5 . Iefl hip was completed until the Radiology staff will he inescrvice on this policy changes
day after admission to the facility. Review of {Director of Radiokyey)
Patient #5's physician orders revealed Physician e

#5 ordered a left hip x-ray on 11/27/18 at 11:00
AM. Review of the left hip x-ray report completed
on 11/27/18 at 11:38 AM revealed the clinical
indication for the x-ray was "Left Hip Pain; Patient

t‘hc Radiological Policy 300441 was edited 1o chiange un
call technologist response time 1o be within 13 minutes. The
olicy will be taken to QAP o MIC and to the Governng
Goard for approval. The Rudiology stalT will be in-serviced
on this potics changes (Dircetar of Radiology)
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Review of Patient #5's progress nole dated
11/28/18 al 9:30 AM and 2:00 PM revealed the
patienl continued to have moderate left hip pain
and pain medication was administered. Review
of physician credentialing files revealed no

| physician was credentialed to conduct surgical
repair of a hip fracture. However, there was no
documented evidence the facility attempled to

| transfer Patient #5 for treatment of the hip
fracture untii 11/28/18, the next day.

According to the Nursing Progress Notes, another
, acute care hospital was not conlacted for transfer
: unii! 11/28/18 at 11:30 AM. At 12:00 PM on
11/28418, Registered Nurse (RN) #2 documented
that the facility accepled the patient’s transfer and
the patient was transferred on 1172818 at 3:53
! PM by Emergency Medical Services.

| Review of the Discharge Summary daled
11/28/18 at 11:32 AM revealed Palient #5 was

| "Positive for a DVT of left thigh” and had an

| "acute relatively undisplaced fracture proximal

| shaft of femur.”

Interview with Physician #5 on 01/29/19 at 4:35
PM revealed that he knew Patient #5 well and

| when he examined the palient the day after
admission, he {ound the patient to be in pain.

! Physiclan #5 slated that because it was difficult to
communicale with Patient #5, he often ordered
radiological studies to rule out any broken bones.

| Physician #5 stated when Patient #5's x-ray was
positive for a fracture of the femur, he contacted
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The CEQ was found 1o not be in compliance with 32009
: overseetng the facility by ensuring that necessary equipment
A 145 Continued From page 29 A 145Ls in proper working order. The EID Central Cardige
| fell out of Bed." Continued review revealed the Monitor has been repaired by DTG, initinh payment
| conclusion was, "Acule relatively undisplaced submitted 21172019 and final payment was submiticd on
[ fract roxi ! | shatt of femur” thigh [ 211972019, Central monitor back in
raciure proximal shafi of te (upper 1g operation3/1 12019 LACNIICE
bone).
! The Cardinal Wholesaier debt which had been identitied in Ji6i2mo

the findings as being the cause of diug supply issucs is bang
biddressed. An initial payment was made an 2/7/2019 and
E\nmhcr payment will be made to have Cardinal release
brders. The medications which were identified as not being
hvailable were ordered on 221719, The Director of
Phnrmacy will oversee the restocking of the Omnicells
i".v.hit:h oceurs hwice o day via the restock reports i
l:mmm:uit;ally print in the inpatient pharmacy, The

vailabtliy of medications will be verified by the receipts
from the wholesaler and Gmint inventory - whtich is nttached
(CED
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A 145| Continued From page 30

a General Surgeon who used to wark with him at
the facility. Physiclan #5 staled that to his
knowledge, surgecons conducted orthopedic
repairs. Continued inlerview revealed thal when
he was notified the next day that the physician
could not do the repair, he arranged {or Patient
#5 to be transferred to another acute care facility,

Interview with the Discharge Planner on 01/24/19
at 4:24 PM revealed she was familiar with Patient
#5 because the patient was discharged from the
hospital. She stated she spoke with Physician #5
regarding the timeframe for transferring the
patient. According to the Discharge Planner,
Physician #5 attempted to transfer Patient #5 on
11/27/18 to a physician that he used fo work with;
however, the physician did not get back Lo him
until 11/28/18 and told him he did not have the
"right equipment at the facllity he worked at now
and he could not accept the palient.” Al that time,
Physician #5 arranged lo transfer the patient lo
another acute care facility that provided
orthopedic surgery. The Discharge Planner
stated she was surprised that Physician #5's first
atlempt lo ransfer was to a "Critical Access
Hospital” and was to just a "General Surgeon,”
not an "Orthopedic Surgeon.”

1.h. Review of the ED physician's note dated
11/26/18 at 5:23 PM for Patient #5 revealed the
patient's abdomen was soft and non-tender.
Further review of the ED record revealed Patient
#5 was admitted for further evaluation due to
DVT, abrasion, and cellulitis to the left lower leg
and hypokalemia, Accerding to the Patient
Progress Notes dated 11/26/18 at 8:18 PM,
Patienl #5 weighted ninety-five (95) pounds on
admission, and review of admission orders dated
11/26/18 revealed an order for a regular diet.

A 145
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Howaever, a raview of the Initial Physical
Assessment datad 11/26/18 al 8:29 PM revealed
Palient #5 was at risk for aspiration due lo
difficulty swallowing and chewing and was fed by
a feeding tube. Furlher review revealed the
palient had facial weakness and received enteral
nutrition {feeding tube). The assassment then
referred {o a "nutrition E-Form" for nutrition
information. However, there was no documented
nutritional information. Further, there was no
evidence that staff notified the physician that the
patient could not consume an oral diet and
obtained orders to feed the patient via the
palient's feeding tube.

Review of Patient #5's Progress Notes revealed
staff documented the palient had no intake {food
or lube feeding) on 11/27/18 at 8:07 AM, 12:31
PM, 549 PM, 10:18 PM, and 11/28/18 at 6:32
AM. On 11/28/18 at 8:00 AM, an RN documented
that good nulrition and adequate fluid intake was
encouraged, even though staff documented on

trouble swallowing.

Interview with the Regisiered Dietitian (RD) on
01/29/19 at 1:30 PM reveated he should assess
all patients who had a feeding uba or wounds to
ensure {hey were receiving adequate nuirition to
meet the patient's needs. However, the RD
stated staft did not notify him that Patient #5 had
a feeding tube and he had not assessed the
patlent. According to the RD, the facility had only
requested a consullalion for ona palient during
the approximalely eight months that he had been
contracted with the facility. The RD stated he
was unsure why the facility did not consult him for
ciinical consultation.

admission that the patient had a {eeding tube with
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Interview with the Dietary Manager on 041/24/19 al
11:10 AM revealed she did not consult the RD
refated to inpatients’ needs due to facility budget
contraints.

Interview with Registered Nurse {RN) #2 on
01/24/19 at 2:30 PM revealed he was not sure
why Patient #5's physician was not contacted for
lube feeding orders,

Interview with the Assistant Chief Nursing Officer
{(ACNO) and the CNO on 01/30/18 at 6.00 PM
revealed all patients with a feeding {ube should
have a physician's order to address the patient's
nutritional needs. They stated it was the
expectation of the facilily ihat each patient would
be fed, unless there was an order to be NPO
{nothing by mouth}.

1.c. Review of the facllity policy lilled "Medication
Administration,” dated August 2017, revealed
staff should provide care, treatment, and services
using the most current physician orders. The
policy stated the definition of "STAT" when used
with medication arders meanl the medicaltion
should be administered within fiteen {15} minutes
of the order.

Review of Patient #5's polassium level dated
11/26/18 at 4.20 PM revealed the patient's level
was low at 2.7 (normal is 3.5 10 5.3). Review of
physician orders dated 11/26/18 at 5.09 PM,
revealed potassium was ordered "STAT.”
According to Patient #5's History and Physical
(H&P) the palient had "life threatening
hypokalemia {low potassium] which will be
supplemented.” However, review of Palient #5's
Medication Administration Record (MAR)
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revealed Potassium was not administered until
11/26/18 at 6:56 PM (one hour and forly-seven
minutes after it was ordered to be administered
STAT).

Further review of Patient #5's physician orders
revealed the following medications were ordered
to be given "STAT" (immediately): Lovenox S0
mg injection (treats and prevenls blood clots) was
ordered at 11/26/18 at 4.44 PM; Zofran 4 mg
(used to treat nausea and vomiting) intravenously
(Iv}; and Morphine 4 mg IV was ordered on
11/26/18 at 5:02 PM.

Howeaver, review of Patient #5's Medication
Administration Record (MAR) dated 11/26/18
revealed the facility did not administer the
patient's medicalions STAT as required by lhe
facility's protocol. Lovenox was not administered
until 11/26/18 at 5:30 PM (45 minutes after the
medication was ordered); and Zofran and
Morphine were not administered until 11/26/18 at
6:56 PM (one hour and filty-four minutes after it
was ordered).

Interview with Registered Nurse (RN} #8 on
01/28/19 at 10:30 AM revealed that she recalled
Patlent #5 presenting to the ED with a swollen leg
and was diagnosed with a DVT. RN #8 stated
the patient's medications were administered late
because she did not have a needle that was
needed to access the palient's port-a-cath (a
catheter that is inserted in a large vein above the
heart). RN #8 stated the ED had been out of the
needles for “some time." RN #8 stated she
attempled to start an [V on the patient two (2)
times, bul was unsuccessful and wailed for
another nurse to start an IV for the patient. RN
#8 stated that she could not recall whethersha
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nolified the physician thal Patient #8 had not
received the medications STAT (within 15
minutes).

1.d. Review of the facility's Skin
Integrity/Pressure Ulcer policy, approved August
2018, revealed the purpose of the policy was to
ensure all patients admitied to the facilily were
assessed for skin integrity.

Review of the Plan for Assessment and
Reassessment of Palients policy, approved
February 2017, revealed patient assessments
were initialed upon admission and continued
throughout the patient's stay. The goal of patient
assessment and reassessment was to delermine
lhe type and kind of care the patient required
initialty, the follow-up and response to that care,
and frequent evaluations for changes in patient
status and needs in order 10 change the plan of
care.

Review of the Emergency Department (ED)
Record for Patient #5 revealed he/she presented
via Emergency Medical Services (EMS) on
11/26/18 and was friaged at 3:35 PM for left leg
swelling, pain, and a wound to the left leg thal
had been present for one week.

Review of the ED physician's note dated 11/26/18
at 3:48 PM revealed Palient #5 was paralyzed on
the left side as a result of a prior stroke. The note
also stated Lhe patient had hil his/her leg against
the wheelchair several days ago and had an
abrasion on the left lower leg.

Review of a skin assessmenl compleled in the
ED on 11/26/18 at 4:02 PM revealed Patient #5's
left lower extremity was red and swollen with a
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| 5.5 by 1 centimeter open wound to the lefi lower

| extremity. The nursing note stated the wound

| bed was red with areas of yellow granulation and
the wound edges were black. The note stated no

| drainage or ador was noted.

Further review of the ED record revealed Patient
#5 was admitted for furlher evaluation due to
| DVT, abrasion, cellulilis to the left lower leg, and
hypokalemia.

Review of Patient #5's initial nursing assessment
dated 11/26/18 at 8:28 PM revealed staff
documented that the patient had a skin tear with
yellow granulation to the left lower leg with
redness and edema around the area. According
to the patient progress ncte dated 11/26/18 at
10:37 PM, a dressing to' the left lower leg

| completed in the ED at 4:00 PM was intacl.

Review of Patient #5's History and Physical
(H&P) dated 11/27/18 at 11:23 AM revealed the
patient had cigarelte burn marks on the right
middle finger and the right ring finger and an
abrasion and cellulitis of the left lower leg. There
was no documented evidence thal the burns had
been identified during the admission nursing

| assessment. In addition, the H&P stated the plan
| was to do wel to dry dressings and apply

| Silvadene cream to lhe right hand; however, the
| treatment was never completed while Patient #5
was at the facility,

Further review of Patient #5's medical record
revealed no documented evidence the facility
reassessed the wound to the patient’s left lower

| feg or the patient’s fingers and no evidence
treatment was provided to the areas. Review of

. patient progress notes dated 11/28/18 al 8:10 AM
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and 8:00 PM, revealed Patient #5 had no
dressings lo the skin, had no edema, and the
patient’s skin was within normal limits.

interview with Registered Nurse (RN} #8 on
01/28/19 at 10:30 AM revealed she could not
recall if Palient #5 had an open wound or not;
however, she stated that she had never taken
pictures of wounds or pressure sores; or
documented a detailed description of the
pressure ulcer as an RN in the ED.

Interview with the Assislant Chief Nursing Officer
on 01/30/19 at 6:00 PM revealed that it was the
expectation of the facility for all nursing staff to
follow facility policies. The Assistant CNO stated
it was the policy of the facilily for alt wounds lo be
pictured, documented on a wound care sheet,
and to have a treatment ordered.

Interview with RN #2 on 01/24/19 at 2:30 PM
revealed that he could "kind of* recall Patient #5.
RN #2 stated that he did not know wha
happened with Patient #5 or why he/she
remained in the facility afier they were aware the
patient's hip was broken. Further, RN #2 did not
know why there was no assessment of Patient
#5's leg or finger wounds and did not recall
Physician #3 ordering any type of treatmenis to
be provided to the wounds.

Interview with the Assistant CNQ on 01/28/19 at
4:00 PM revealed that she was unware of the
facility failures regarding Patient #5 not receiving
medications in a {imely manner; not receiving
wound care; not receiving g-iube feeding; and no
order regarding feeding until they were brought to
her attention at the time of lhis survey. Continued
interview with the Assistant CNO revealed thal
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currently Quality Review of Nursing
Documentation and ensuring Physician orders

Facility #2 revealed Facility #2 admitted Palient
#5 on 11/28/18 with a "left femur fraclure

for Palient #5 revealed the patient had the
following: Acute Undisplaced Fracture Proximal

DVT, Celiuviitis, and Ulcer of the Left Lower

Status Posl PEG Tube Placement, Bedbound,
and Probable Physical Abuse by family. The
hospital plan was to admit the patient, tube
feeding, orthopedic consult, IV antibistic, wound
care consuit, and case manager consult for
possible Adult Proteclive Services consultation.

Furiher review of the Discharge Summary
revealed the facility discharged Patient #5 on
12/03/18 to a long-term care facility with
discharge diagnhoses "Underweight plus mild
malnutrition.” According to the recard, the
patient’s weight was 99 pounds on discharge.

2. Review of Palient #2's medical record
revealed lhe patient presented to the facility
Emergency Department (ED) via ambulance on
10/10/18 at 7:58 AM with Syncope (temporary
loss of consciousness usually related to

#2 at 8:11 AM and documented the patient had
two syncopal episades that marning after
standing. The note stated the patient lost
consciousnass and collapsed. The note further

were being completed was not being conducted.

Review of the medical record for Patient #5 from

following a fall." Review of the History & Physical

Left Shaft of Femur, Lefl Superficial Femoral Vein

Extremity, CVA with Left Hemiparesis, Dysphagia

insufficient blood flow to the brain} and a left arm
injury. A review of the ED physician's note daled
10/10/18 revealed the physician examined Patient
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|
staled the patient had sustained a wrist fracture
the night before after sustaining a fall.

| A review of the ED physician’s note dated
10/10/18 at B:28 AM, revealed Patlent #2
developed chest discomfort and an EKG (a test
of the heart's electrical activily used to detect

| heart conditions) was obfained. According ta the
| nole, the patient's EKG was unchanged when
compared to a previous EKG completed in July

| 2018. In addition, the palient's Troponin {an

of damage o the heart) was within normal limits.

Further review of the physician's notes for
10/10/18 at 9:36 AM revealed Patient #2 was
stable and the chest discomfort was relieved by
nitraglycerin,

Review of physician orders dated 10/10/18 al
| 1o Physician #7's care for observation due to

chest pain with syncope and to rule out a

myocardial infarction (Ml or heart attack).

| Review of Physician Orders for Patient #2 dated

another EKG at 1:00 PM and 5:.00 PM on
10/10/18 due to chest pain. However, there was
no documented evidence the facility obtained an
EKG or Troponin level at 1:00 PM on 10/10/18.

| The facility completed the tests at 5:00 PM and
the patient's Troponin level was within normai

! an "abnormal” EKG.

| al §:50 PM revealed an order lo conduct

elevated troponin level may indicate some degree

| 11:34 AM revealed Patient #2 was being admitted

10/10/18 at 11:35 AM revealed an order lo repeal
a test of the patient's Troponin level and conduct

limits and the EKG showed a normal rhythm with

| Further review of physician orders dated 10/10/18
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orthostatic blood pressures the next morming
(1011 1/18) {process of taking a patient's blood
pressure while lying, silting, and standing. An
abnormal decrease in blood pressure when a
persan stands up can cause syncope). However,
there was no documented evidence 1he facility
conducted orthostatic blood pressures.

Further review of physician orders dated 10/11/18
at 8:55 AM, revealed an order to oblain an EKG
"STAT" for Patient #2. A review of ihe EKGreport
dated 10/11/18 at 10:14 AM revealed Patient #2's
hearl rate was 80, and the patient had developed
atrial fibrillation (an irregular and often rapid heart
rate that can Incraase your risk of stroke, heart
failure, and other heart-related complications) and
continued to show acute ischemia. Further, a
repeat EKG dated 10/11/18 at 10:19 AM, four [
minutes later, revealed the patient's hearl rate

was 92, and the patient conlinued to have atrial |
fibritlation and acute ischemia. However, there !
was no documentation that Palient #2's physician '
was nolified that the patient had developed atrial
fibrillation.

Review of a nursing note dated 10/11/18 at 10:45

AM revealed Registered Nurse (RN) #2

documented that when transferring Patient #2 to

bed after having an x-ray, the patient had a

syncopal episode and became diaphoretic

{swealy) and hypotensive (low blood pressure).

The nursing nole stated the patient's physician

was notified and a new arder was obtained.

Review of a physician arder dated 10/11/18 al i
11:15 AM revealed an order to conduct another {
EKG. According 1o the nursing notes dated

10/11/18 at 11:19 AM, an EKG was cbtained, the
patient was in atrial fibrillation, and the patient's |
physician was natified. However, there was no
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| documenied evidence that another EKG was
! obtained.

Further review of Patient #2's nursing notes

| revealed at 1:43 PM on 10/11/18, staff

! documented that the patient was having atrial
fibrillation, "went into asystole (no heart beat), and
converted to sinus thylhm.” The nurse
documented that the patient was sitling up in bed
with no distress, According ta the note, Patient
#2's physician was notified and the physician
requesied the patient be transferred to anolher

| facility with cardiology.

| Further review of Patient #2's medical record
revealed on 10/11/18 at 4:10 PM, staff
| documented that the patient heart rate was 69
and the patient was having Premature Ventricular
Conlractians (PVC) (irregular heartbeat);
however, there was no further documentation of
an assessment of the patient's condition.
According to a nursing note dated 10/11/18 at
4:30 PM, Emergency Medical Services {(EMS)
was notified of the need lo transport Patient #2
and the patient left the facility with EMS at 6:00
PM on 10/11/18 for transpori to Facility #4.

| A review of Patient #2's Discharge Summary
revealed Physician #7 decumenied that the
patient "evolved” to atrial fibrillation with "pause”
and was transferred "in case need pacer

| [pacemaker]".

| Interview with RN #7 on 01/28/19 at 2:35 PM
revealed that she reaily cauld not recall specifics

| about Patient #2; however, she did state that she
was the RN that took verbal orders for the patient
from Physician #7. RN #7 stated that Physician
#7 was bad to come back and "add” orders and
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could see how some of those orders for Patient
#2 were missed. RN #7 staled thai evidently
nursing staff had just missed the 1:00 PM orders
for an EKG and traponin lsval.

Interview with RN #2 on 01/29/19 at 5:20 PM
revealed he did not recall taking care of Patient
#2 on 10/11/18. RN #2 staled he did not know
why the EKG or the Troponin lavel was not done
at 1:00 PM or why orthostalic blood pressures
had not been taken. Continued interview with RN
#2 revealed that he feit certain that he had
spoken with Physician #7; however, he could not
recall what he was told nor was there any
documented evidence that he had contacied the
physician.

Interview with the Assistant Chief Nursing Officer
(CNO) on 01/28/19 at 4:00 PM revealed that she
did not know why the EKG and troponin level
were not completed. The Assistant CNO siated
that RN #2 failed to document according to facifity
policy and failed to ensure physician orders were
followed. Continued interview with the Assistant
CNQ revealed that currently Quality Review of
Nursing Documentation and ensuring Physician
orders were being completed was not being
conducted.

An interview was requested with Physician #7;
however, he declined.

Review of Patient #2's medical record from
Facility #4 revealed Facility #4 admitted Patient
#2 on 10/11/18 wilh diagnoses that included
Syncope, Atrial Fibrillalion, Coronary Artery
Diseasa, Hyperlipidemia, Dementia, Essential
Hypertension, and Closed Fracture of the Left
Wirist, Patient #4 had a heart cathelerization (a
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| procedure where a catheter is inserted lo check
| ihe vessels of the heart) on 10/12/18 along with
i an Echocardiogram (a procedure thal uses
electrodes to check your heart rhythm and
ultrasound technology to see how blood maves
through your heart}, Facility #4 made
recommendations for medical management of
Atrial Fibrillation for Patient #4 and started the

| patienl on a low dose of Sotalol (a medication

| used to assist with rhythm disturbances of the
heart). Facility #4 discharged Patient #2 home on
10/13118 with Home Heallh and follow-up
appointments.

3.a. Inlerview with the Assistant Chief Nursing
officer (ACNQ) on 01/28/19 al 4:00 PM revealed

| 1he facility did nol have a
policy/procedure/protocol regarding the scope of

| cara the facility could provide for patients

| admilted to the medical surgical unit of the facility.
However, the ACNO acknowledged the facility did
not have the abilily o care for patients with a

| diagnosis of Acute Cerebrovascular Accident
{CVA/Strake), or patients who were having

| difficulty swallowing or signs of Aspiration. The
ACNO stated lhe facility did not have a

| neurologist, physical/foccupational/speech
therapy, elc. to care for a patienl with a diagnosis

| of Cerebravascular Accident (CVA/siroke) on an
inpatient basis, Further, the ACNO stated the
facility's Acute Slrake Praclice Standard for the
facility's Emergency Department should also be
implemented when an inpatient had

| signs/symptomns of a stroke,

Review of the facility's policy, Acute Stroke
Practice Standard for the Emergency Department
| (ED), undaled, revealed patients exhibiting signs
and symptoms of a stroke should receive imaging
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| including a nan-contrast head computed
lomography {CT) scan wilhin twenty {20) minutes
of arrival.

| Review of Patient #8's medical record revealed
Physician #7 evalualed the patient in his office on

. 01/21119, and the patlent was admitted directly to

the medical surgical unit with diagnoses that

included Acute CVA (cerebrovascular

accident/stroke), Old CVA, and a recent fall with

i Cancussion, even though the facility did not have
the capability to treat a patient who was having a
stroke.

| Further review of Patient #8's record revealed the
patient was not criented to person or place, and
lhe palient was confined to bed, The patient also
had diagnoses that included Phosphatemia
{presence ol phosphate in the blood), Chronic
Kidney Disease Stage 4, and 2 surgical history of
a left nephrectomy (removal of a kidney).

The admission nursing assessment dated
| 01/21/19 revealed the patient arrived at the
medical surgical unit at 5:25 PM. The palient was
| *disoriented x 3," atlempting to eat, "bul holding a
| Kleenex to [histher} mouth and stated [he/she]
was having trouble swallowing." The palient's
spouse also informed staff the patient "has been
unable to walk or communicale with him today.”
The patient was unable to do "pushes or grips"
during neurological assessments, and was "very
weak on the right side, mouth drooping naticed
| on [his/her] right side.”

Interview with Registered Nurse (RN) #7 on
01/24/19 at 3:10 PM revealed she admitied

| was worried about what 1 was dealing wilh." She

Palient #8 1o the facility on 01/21/19 and stated, "I
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stated the patient was drocling, hand grips were

not equal, and the patient had visible deficits that

were signs of a stroke. She also stated she did

not feel like the patient's needs could be met al

| the facility. RN #7 slated at times she felt
physicians admitted patients that did not receive
the level of care they requirad.

| Review of Patient #8's physician orders dated
01/21/189 revealed a computerized tomography
{CT) scan was ordered; however, the scan was
not completed until 6:36 PM, approximalely one
hour after the patient arrived at the hospital.
Review of the CT scan results revealed the scan
was a "suboptimal study due to movement
| antifacts, no obvious bleeding or midline shift is
noted and if lhe patient has persistent symploms,
a repeal study without movement artifacts would
| be useful.”

Interview with Registered Nurse (RN) #3 on
01/22/19 at 8:20 PM revealed she cared for
Patient #8 during the night shift (6 PM-6 AM) on
01/2119, the night the patient was admitled. She
| stated the patient "should never have been
| admitted here and the doctor put [his/her] life in
jeopardy.” She stated the patient had visual
| neurological deficits on assessmenl, and signs of
| a"stroke" which included facial drooping and
drooling. The RN staled the patient also had
| difficulty swallowing, and was placed on
aspiration precautions. The RN stated however,
that the facility no longer employed speech
therapists for consuitation, 5o "we [nursing] just
do the best with what we have left here.” RN #3
stated the patient required one on one care
throughout the shift, related to confusion,
attempts to ambulate without assistance, and
attempts to dislodge hisfher IV access. The RN
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stated she contacled Physician #7 "early in the
shift" regarding the patient's neurological deficits,
difficulty swallowing, and the need lo transfer the
palient lo anolher facility with an inlensive care
unit. However, Physician #7 told the RN "Don't
call me back anymaore. We'll sit on it tonight and
transfer fhim/her] out tomorrow.” The RN stated
she also contacted the physician one other time
during the shift regarding the patient's candition;
however, the physician did not transfer Patient #8
to anather facility until the next morning, 01/22/19.

An interview with Physiclan #7 was requested on
two (2) separate occasions during the
investigation; however, nc relurn call was
received.

3.b. Review of Patient #8's medical record
revealed the facility admiiled the patient on
01/22/19 with diagnoses of Acute
Cerebrovascular Accident (CVAsstroke), Old CVA,
a recent fall with Concussion, Phosphatemia
{presence of phosphate in the blood), Chronic
Kidney Disease Stage 4, and a surgical history of
a left nephreclomy (removal of a kidney).

Further review of Patient #8's record revealed the
patient was not oriented to person or place and
the patient was confined fo bed.

Review of Palient #8's physician orders dated
01/21/19 revealed orders {o adminisier Cardizern
ER {medication used to ireat high blood pressure,
abnormal hear rhythms, and chest pain) one
hundred eighty (180) milligrams (mg} twice daily,
Renvela {(phasphale binding drug for patients with
chronic kidney disease), and Biotin (waler soluble
B vitamin).
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A review of Patient #8's Medication Administration
Record {(MAR) revealed Cardizem was not
administerad on 01/21/19 at 9.00 PM or on
01/22/19 at 9:00 AM as ordered. Further review
revealed Renvela and Biolin were not
administerad on 01/22/19 at 9:00 AM as ordered.
Staff documented that the medications were
"omitied” because medication was "absent from
the unit." The MAR also stated Biolin was "nal on
the formulary patient will need to hring own.”
There was no documented evidence that the
faclility notified the patient's physician that his/her
medications were nol available,

Interview with Registered Nurse (RN) #3 on
01/22/19 at 8:20 PM revealed she carad for
Patient #8 during the night shift (6 PM-6 AM) on
01/22/19, the night the palient was admitted. She
stated Cardizem ER was not available and had
not been available for al least one week because
she recalled another patient had also needed the
medication the week before. She stated she had
not notified the patient’s physician that the
medications were not available to be
administered as ordered. According to RN #3,
"not having the medications we need here
happens so often, it's just became a normal
occurrence, and we aren't notifying the physicians
like we should.”

4. Review of Palient #11's medical record
revealed the patient arrived at the facility
Emergency Department (ED) on 09/20/18 at 9:40
PM and was evaluated by Physician #8. The
patient had complaints of upper quadrant pain
radiating to the chest area, abdominal pain with
guarding present in the right upper quadrant
region (pain was nine on a zero {o ten scale),
chills, diarrhea, nausea, and vomiting.
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Further review of Patient #11's record revealed
helshe previously had been evaluated by
Physician #1 on 08/30/18 and was diagnosed
wilh choledochalilhiasis (stone in the cormmon
bile duct), with cholangitis (infection of the liver
bile duct), galistones, and pancreatilis
(inflarnmation of the pancreas). Patient #11 had
a schedulad appointment with Physician #1 on
10/05/18 for furiher evaluation and ireatment.

Further review of Patient #11's medical record
revaaled even though the facility was "uncertain if
aneslhesia was available,” Patient #11 was
admitted to the facility for surgical services on
09/21/18 under Physician #5's care and Physician
#1 was consulted.

Review of Physician #1's notes revealed he
evaluated Patient #11 on 09/21/18, and his
recommendalions were, "l think the patient needs
to transferred where they can do surgery.” The
physician also stated, "l do not have access {o
any instrument here, nor do | have access to
anesihesia, this patien! needs to have ERCP
fendoscopic relrograde
cholangiopancreatography], stone removed and
needs o be transferred.” However, there was no
documented evidence that the facility arranged
for transfer of Patient #11 to another facilily for
further care and treatment untii 08/24/18 (3 days
after Physician #1 documented the need for
transfer).

Further review of Patient #11's medical record
revealed from 09/21/18 through 08/24/18, the
facility ireated the patient with Intravenous (IV) |
antibiotics and fluids. Review of Patient #11's ,
physician orders dated 09/21/18 revealed the
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patient could also receive Dilaudid |V as needed
for pain and Zofran IV as needed for nausea.

Review of Palient #11's Medication Adminisiration
Record (MAR) revealed staff adminisiered
Dilaudid on 09/21/18 at 8:30 PM and on 09/22/18
at 11:44 AM for complaints of pain which the
patient raled at an eight (8) on a scale of 0-10.
Follow up documentalion revealed the medication
was effective.

Review of Patient #11's discharge summary
dated 09/24/18 revealed the patient was
transferred to Facility #3 to the services of
Physician #1 for “immediate ERCP." The
summary stated the patient had not previously
bean transferred as recommended becausethere
had been no beds available.

Review of Physician #1°'s documentation revealed
he evaluated Patient #11 when the patient arrived
at Facility #3 on 09/24/18. The physician's
evaluation revealed the patient had a history of
elevated liver function tests and acule
pancrealills. Physician #1 stated Patient # 11
could not be transferred “over the weekend 1o [a
university hospital] as the patient had requesled,
because there were no beds available, however
the physician was not aware the patient had not
been transferred.” The physician stated the
patient had some pain, as the palienl was
recovering from pancreatitis.

An interview was atlempted with Patient #11 on
02/03/19; however, the altempt was
unsuccessful.

Interview with Physician #5 on 01/28/19 at 4:30
PM revezled he was Patient #11's primary
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| physician during the hospilal stay from 08/21/18
until he transferred the palient on 09/24/18 to

| receive lhe needed surgical procedure. Physician

#5 stated he had not attempted 1o obtain a bed at

any other facility so Patient #11 coutd receive lhe

needed surgical procedure, Physician #5

acknowledged the facility was unable to meel the

needs of the patienl. He also stated the patient

should not have been admilted to the facility,

| because staff were unsure if surgical services

| were available when the patient was admitled to
the facility.

5. Review of Patient #3's medical record

. revealed the palient presented to the Emergency

| Department (ED) on 12/30/18 at 2:35 PM with

- severe left fool pain. The patient reported that

| he/she believed his/her foot was broken.
According to the ED record, the side of the
patient's left foot and little toe were blue in color

: and cold.

| Review of physician orders dated 12/30/18 at
3:30 PM, revealed the physician ordered for

| Patient #3 to receive Lovenox (used to prevent
and treat blood clots), Zosyn (antibiotic) 3.375mg

| every eight (8) hours IV, and Demerol
(medication to treal pain) 25 mg every four (4)

. hours as needed.

|

| Further review of Patient #3's ED record revealed

' the facility admitted the palient to the facility on
12/30/18 at 4:40 PM due to cellulitis and swelling.
Thera was no documented evidence the facility

| administered the palient's medications while in

| the ED.

Review of Patient #3's Medication Administration
| Record (MAR) revealed no documented evidence
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that the facility adminisiered Vancomycin until

12/30/18 at 11:19 PM, approximately eight hours

after the medication was initially ordered.

Furiher, there was na documented evidence that I
the facility administered Lovenox on 12/30/18

when the medication was ordered. According to I
the MAR, Patient #3 did not get the first dose of |
Lovenox until 12/31/18 at 5:08 PM, more than |
twenty-four hours after the medication was initially
ordered. Further review of Patient #3's MAR
revealed the facility did not administer Zosyn until
12/31/18 at 1:55 PM, approximalely twenly-three {
(23) hours and thirty (30) minutes after the '
medication was ordered. Further, even though

Zosyn was only ordered to be administered every

eight hours, staff documented that a second dose

was administered at 2:21 PM, approximately 25
minules after the first dose was administered.

In addition, a review of the Emergency
Department Documentation dated 12/30/18 at
3:45 PM revealed Patient #1's pain on a scale of
zero to ten was a ten, the worst passible pain.
Further review revealed that at 5:15 PM on
12/30/18, Patient #3's pain leve! was eight, There
was no documenied avidence that the facility
administered medication to treat the patient's pain
until 6:00 PM.

Review of a CT Report dated 12/30/18 of the foot
and ankle revealed Patient #3 had soft tissue
sweliing of the ankle and a 9.2 millimeter soft
tissue ulceration of the fifth toe,

Review of a Computed Tomography Anglography
(CTA) report dated 12/30/18 at 4:13 PM revealed
an approximately two-centimeter subtotal arterial
occlusion (blockage) within the lefl femorat artery
However, there was no docurmented evidence
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that the facility attempted 1o transfer the patient to
another facility for care of the blackage until the
next day, 01/01/19. Review of progress noles
dated 01/01/19 at 12:00 PM revealed Patient #3
was transferred to Facility #4 by private vehicle.

A review of Patient #3's medical record from
Facility #4 revealed the patient was admitted on
01/01/19 with no pulses in the fool, swelling and
redness {o the left lower extremity, the fifih loe
and surrounding area were purple and cool {o
touch, and there was an ulceration of the right
side of the left fool. According to the Discharge
Summary dated 01/10/19, and a Cardiac
Catheterization note dated 01/08/19, the patient's
femoral artery was patent; however, the poplileal
artery had a six-centimeter occlusion that was
ireated. The patienl was discharged on 01/10/18,
under the care of home health for wound care to
treat celluliis and gangrene of the fifih foe.

Interview with Registered Nurse (RN} #2 on
01/24/49 at 2:30 PM and RN #4 on 01/24/19 al
12:40 PM revealed they remembered providing
care for Patient #3. RN #2 stated after reviewing
the patient's medical record, {hat he could not
recall why Patient #3 did not receive hisfher
medication in a timely manner, RN #4 slated the
best that she could recall was that it was "pretly
busy” the day Palient #3 was admilted. RN #4
staled that they did nol have Zosyn on the flaor,
and someone had to go looking for the
medication. Continued interviews revealed the
RNs could not recall for cerlain why the Lovenox
was not administered timely. The RNs staled that
at ane time the facility was out of Lovenox, and
that was probably why Patient #3 missed the first
dose of Lavenox.
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Interview with the Assistant Chief Nursing Officer
{CNO) on 01/28/19 at 4:00 PM revealed that she
was unaware thal Patient #3 had nol received
his/her medications timely. Continued interview
with the Assistant CNO revealed that Quality
Review of Nursing Documeniation was not being
conductad.

6. Review of Patient #4's record revealed the
palient was admitted to the facility on 01/22/19
with diagnoses of Acute Congestive Heart Failure
(CHF), Generalized Weakness, and Diabetes.

Further review of Patient #4's medical record
revealed the patient's physician had ordered
Victoza 1.2 mg, to be administered daily at 9:00
AM. Further review revealed Patient #4 had
physician orders dated 01/23/19 at 8:15 AM 1o
notify the physician if the patient's blood sugar
readings wera below one hundred thirty (130) or
above two hundred (200). The physician also
ardered that staft notify him of Patient #4's urine
outpul over the next two (2) hours.

Review of Patient #4's medication administration
record revealad the patient's 9 AM dose of
Victoza for 01/23/19 was "omitted” and had not
been administered. Review of Patient #4's blood
glucose readings revealed at 10:57 AM on
01/23/19 the patient's blood sugar was 344, al
2:05 PM on 01/24/19 the palient's blood sugar
was 219; and at 3:30 PM on 01/24/19, Patient
#4's blood sugar was 237. However, there was
no documented evidence that the facility notified
the patient's physician that the palienl’s Victoza
insulin was nol available or that the physician was
nolified of the patient's elevated blood sugar
levels.

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/ISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTICH (X1 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
180021 B WING 01/30/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
850 RIVERVIEW AVENUE
SOUTHEASTERN KY MEDICAL CENTER
PINEVILLE, KY 40877
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES | 1D PROVIDER'S PLAN OF CORRECTION (xS
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL | PREFIX |EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DRTE
| DEFICIENCY)
1
A 145| Continued From page 52 A 145

FORM CIS-2567{02-89) Previous Versions Qbscleto

Evenl I0 N5EG1Y

Facility 10 100020 it continuation sheet Page 58 of 135

Signature%ﬁ

Date:’%A// ] ")

&




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED" 02/14/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFIGIENCIES {%1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%2 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A BUILDING COMPLETED
C
180021 B WING 01/30/2019

NAME OF PROVIDER OR SUPPLIER

SOUTHEASTERN KY MEDICAL CENTER

STREET ADDRESS, CITY. STATE, ZIP CODE
850 RIVERVIEWAVENUE
PINEVILLE, KY 40977

Interview with Regislered Nurse (RN) #2 on
01/29/19 at 5:00 PM revealed he had not
administered Patient #4's Victoza Insulin on
01/2319 because it was not available at the
facility. However, RN #2 stated he had not
notified the patient’s physician that the medication
was not available and had not notified the
physician of the palient's elevated blood sugar
level.

Interview with Palient #4's spouse on 01/23/119 at
5.00 PM revealed the patient was frequently
admitted to the facility, including two {2)
admissions "last month” (December 2018). The
spouse staled, "They don't have a lot of
medications here thal [the patients] are ordered
1o receive. | try to remember to bring the needed
medications, but sometimes | forget,” and Patient
#4 "just has to go wilhout them while we're here.”
QAPI

CFR(s): 482.21

A 263

The hospital must develop, implement and
maintain an effeclive, ongoing, hospilal-wide,
data-driven quality assessment and performance
improvement program,

The hospital's governing body must ensure that
the program reflects the complexity of the
hospital's organization and services; invalves all
hospital depariments and services (including
those services fumished under contract or
arrangement); and focuses on indicators related
to improved health outcomes and the prevention
and reduction of medical errors.

The hospilal must maintain and demanstrate
evidence of its QAP program for review by CMS.

A 263 [The racility had no instiwlionnl plan or annual operoting
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22220
budget due 1o no effective Governing Boand being i place
The institutional plan, including annual operating budget
That included all amicipated income, expenses, and capital
&;\pcudilun.-s for a three-vear period was made, This plan
hvas presented 1o MEC on 2/20/19 and sent to newly seaed
soverning board on 222/19 for seview and approval. This is
acrified by allached board minutes, See Attached minutes
(Contreller)
|
MThe Governing Board 1s altimaely respansible for Al 3y
Lind implementation ol The QAP plan/process The
Governing Board did not take respansititity for apprnting a
CLEO or overseeing the QAPL pmcess. The Governing

3oard hias now sppointed a new CEQ who will bave the
yesponsibility of oversecing the implementation ol the QAP
ptocess. The CEO s delegaied responsibility by thie Board
Yo allocnie adequate resources for quality improsement
botivities.  (Newly appointed CEO)
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{a) Program Scope
(1) The program must include, but not be limited
| to, an ongoing program that shows measurable
improvement in indicalors for which there Is
| evidence that it will improve heallh outcomes ...
(2) The hospital must measure, analyze, and
track quality indicators ... and other aspects of
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The facility failed to have a lunclisning governing board 209
: | ad did ot convene pier policy. The CEO did ot provide
A283] Continued From page 54 A 263 kwersighl of the QAP plan and its implementation. A new
| 'waveming board was established and wet on 22219 A
| '[\«IIEC meeting was held on 2720719 at which time the
" . . N foltawing physician commitice chairpersons were
This CONDITION l?’ L _as evidenced b'y. Lippointed: QAPI commitiee, Utlization review/ Risk
Based gn observailop: interview, record review, | Ivfanngement: Blood Utilizaion / Infeetion Conteol £
and review of the facility's Quality Management urgery; mnd, P & T/ Dictary.  Also appointed were
Manual and Performance Indicatars, it was | dedical Dircctors of Surgery and Flome Health, A QAP
- . . plan is in plice with new performance indicators 1o reffect
de{?rm.lnEd the facility fafied ta Imp!emen} and | ‘the monitoring related o the JTags, The data is being
maintain an EHe"-f“"e ongoing, hospital-wide, ‘collected through chart audits, lops from specific
data-driven Qualily Assurance and Performance i l‘dcpnnmcnls, und running reports from within the EMR . All
Improvement (QARI) Pragram. Interviews with [ QAP activitics will be reporied by managers thraugh a
the Chief Nursing Officer and Assistant Chief | ,vcck!y QAP] committee meting s.n immediale action ¢
Nursing Officer revealed the facility had nol Ehc taken, then to the MEC mentily and to the Governing
9 alesh Yy had no | Bourd monthly. Sce ttacled QAPE plan. The QAPT plan
conducted QAPI activily since the Director of | ‘was reviewed and approved by MEEC on 2/20/19 and the
QAPI resigned in July 2018. Review of QAPI | new governing board as rellected in atached minutes. The
Minutes revealed the last mesting was inOctober ' ‘ew Governing loard appointed i new CEQ on 2/22/19
2018 and . f Perf indi | Nl will provide oversight to cnsure quality care is being
| L reulev{ o e ormance Indicalors provided. This may be verified by board
| revealed the facifity failed to conduct QAPI minutes (CEQ/CNO)
| activities during the last quarter of 2018, 2222019
| Subsequently, review of patient records and { The Facility failed 1o implement and mamtain an effective.
¢ . o . . ongoing hospitab-wide, datn-driven QAPI program which
| interviews with staff revealed the facilily failed to failed 10 imcet on a regular st schedule  The aonual mecting
| identify patient care and patient safety concerns ‘eulendar will be developed 1o ensure timely meetings by the
and failed to develop action plans to address the pecessary commitiees. The QAP committee will meet
| concerns. veekly, this will be verified by commiltee attendance logs
| | P“d minutes. The Administrative Assisinnt wibl report on
| the schedule and attendance complianee ta the QAP
(Refer to ADD43, ADOS7, ADO73, AD115, AD145, commitice. (Administrative Assistant)
| AD273, AD385, A0335, AD489, AG490, AQ799, |
| AD837, ADBAQ, AD951, AD95S5, A1100, A1103,
and A1104.) |
A 273 DATA COLLECTION & ANALYSIS A273 2222m9

The facility had no institutionnt plan or annual operaling
hudget due ta no effective Goveming Board heing in place
The instintiona] plan, including annual operating hudget
et included all anticipated income, expenses, and capital
sxpenditures for o three-year period was made ‘This plan
hvas presented 10 MEC on 2120/19 and sent to newiy seated
!gm'crning board on 2722719 for review and approsal, Flus s
erified by anached board minwes. See Altached ininutes
(Contriller)
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STATEMENT QF DEFICIENCIES

The findings include:

Review of the facility's Qualily Management
Manual dated June 2015 revealed the facility
implemented a Quality Management Syslem that
documents Ihe facility's basic policies and
processes to achieve customer satisfaclion while
continually improving quality. The manual slated
the facility's quality policy was dedicated o
providing world class, comprehensive haealthcare
in the most compassionate and cost effeclive
manner. According to the manual, the Chief
Quality Offer was the Management
Representative and had responsibilities that
included ensuring that the processes for quality
management were established and implemented,
and reporting \he facility's performance, The
manual further stated the facility's Quality
Management pfan addrassed key performance
improvement focus areas. The facility provided
the Key Performance Indicalors for 2018;
however, interview with the Chief Nursing Officer
on 01/30/19 at 6:20 PM and with the Assistant
Chief Nursing Officer on 01/30/19 al 6:20 PM
revealed the facility had not been conducting
quality reviews nor had a Quality Meeting
{Performance Improvement) since October 2018.

1. Review of Patient #3's medical record
revealed the patient presented to the facility
Emergency Depariment (ED) on 12/30/18 at 2:35
PM with severe left foot pain and the patient's left
fool and little toe were blue in calor and cold. At
3:30 PM, the ED physician ordered Lovenox
(anticoagulant-used to prevent and treat blood
clots), Zosyn (antibiotic), and Demeral {narcotic
medication lo treat pain), however, staff failed to
administer Lovenox and Zosyn unlii 12/31/18,
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| approximately twenty-four hours after the

| medicalion was ordered. In addition, Demerol
was not administered until 6:00 PM, on 12/30/18,

i approximately three hours after it was ordered.

| In addition, review of Patient #7's medical record

| revealed the patient was admitted on 01/06/19

| with Celiulitis to the right lower extremity {skin

| infection), early sepsis (a potentially
life-threatening condilion caused by the body's
response to an infection), and a Stage 2 pressure

| sore. Patient #1's physician ordered Lovenox

| (anticoagulant) medication on 01/06/19 for the
palient o prevent blood clots; however, there was

| no documented evidence the facility administered

- Lovenox until 01/07/19, approximately twenly-two

| (22) hours later.

Patient #8 was directly admitied to the medical

surgical unit on 01/21/19, with signs and

symploms of stroke. The facility failed to

administer physician ordered medications that

included Cardizem (treats high bloocd

| pressure/chest pain), Renvela {(phosphate binding

| drug for patients with chronic kidney disease), ar

| Biotin {(water-soluble B vitamin) on 01/21/119
and/or 01/22/19 as ordered by the patient's

i physician.

! Review of the facility's farmulary revesled
Cardizem was listed; however, Interview with
Registered Nurse (RN) #3 on 01/22/19 at 8:20
PM revealed the medication was not avaitable.
Further review of the formulary revealed Renvela

| and Biatin were not on the formulary, however,

| there was no documented evidence that the
patienl’s physician was contacted regarding
cbtaining the medication or ordering a substitute.
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Review of Patient #4's medical record revealed
the facility admitted the patient on 01/22/12 for
trealment of Congestive Heart Failure and
Diabetes with physician orders to adminisler
insulin, However, the facility failed to adminisier
the patient's insulin on 01/22/19 because it was
not available at the facility. There was no
documented evidence that the facility notified the
patient's physician that the medication was nat
available and insulin was notadministered.
Subsequently, further review of Patient #4's
medical record revealed Patient #4's blood sugar
was elevated on 01/22/19 and 01/23/18; however,
there was no documented evidence the facility
notified the patient's physician as ordered when
the patient’s blood sugar was above two-hundrad.
Further review of the palient's medical record
revealed on 01/23/19 at 8:15 AM, Palient #4's
physician ordered a potassium supplement
“now", discontinued the patient's Lasix
medication. However, review of the patient's
medication administration record dated 01/23/19
revealed the facility faited o administer the
potassium supplement until 5:17 PM, nine hours
after the "now" order. In addition, the facility
administered Lasix on 01/23/19 at 5:12 PM, even
though the medication was discontinued. in
addition, there was no documented evidence the
facility contacled the patient's physician with the
patient's urinary output on 01/22/19, as ordered
by the patient’s physician.

Review of the facility's Performance Indicalors for
2018 revealed the facility was required to monitor
medication variances hat included medications
that did nol reach the patient (gight in the fourth
quarter 2018), and palients responsible for their
own medication (none for the fourth quarter
2018). In addition, the facility was required to

A 273
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monitor the following situations for Pharmacy
services: percentage of times antibiotics were
administerad within the one-hour window (85% in
the fourth quarter); percentage of time diabelic
medications were adminisiered within the
one-hour window (65.1% in the fourth quarter);
and percentage of times anlicoagulants were
administered within the one-hour window {81.2%
in the fourth quarter). The facility's threshold was
100%. There was no documented evidence the
facility had implemented an action plan to ensure
medicalions were available for patients and were
administered per physician orders.

Inlerviews with RN #7 on 01/24/1% at 3:10 PM.
RN #4 on 01/24/18 at 5:20 PM, RN #3 on
01/22/19 at 8:20 PM, RN #2 on 01/24/19 al 1.50
PM. and with RN #11 on 01/29/19 at 6:45 PM
revealed they naver knew If the facility had
physician ordered medications available. The
RNs stated when a medication was ordered, they
had to "hunt” in the facilily to locale the
medication, if they could find the medication atall.
| The RNs stated "hunting" for medicalions often

| caused a delay in treatment. RN #3 stated. “not

' having the medications we need here happens so
| often, il's just became a normaloccurrence...”

| Interview with Pharmacist #1 on 01/23/19 at 2:45
PM revealed she continued to review Medication
| Administration Recards and lrack medication
errors as par of the facility's Parfarmance
Impravement program. She stated she also
tracked whether antibiatics, diabelic medicalions,
. and anticoagulants (bleod thinners) were
administered in a imely manner. The pharmacist
| stated howaver, that if nursing staff did not circle
a medication when it was not administered or
' notify pharmacy that a medication was not given
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| for any reason (unavailable), then she did not

| track those medications and they were not
currently counted as medication errars. The
pharmacist stated she had nol identified that

| patients were not receiving medications as
ordered or that medications were being
administerad late due to the unavailability of
medicalions. Further interview revealed the
facility had trouble obtaining medicalions because

| of a past due debl with the Pharmacy Distributor.
The pharmacist stated she monitored medication

| slock, but could only order medications as lhe

' budgel allowed; however, Ihera was no

| documented evidence that staff had been

educated about medication

shoriages/unavaitability or that the facility was
monitoring to ensure patients received ordered
medications, or at least equivalent substitutes. In

. addition, the Director of Pharmacy stated
pharmacy services were roulinely discussed
during Pharmacy and Therapeutics (P&T)

i Committee quarterly; hawsver, there had not
been a P&T Committee meeling since July 2018,
when the physician that led the Quality
Committee resigned.

Review of the facility's Pharmacy and
Therapeulics Committee Meeting Minutes

| revealed the committee had not mel since

| 077181 8. Review of the 04/10/18 minutes

! revealed twenly-elght medications/Inlravenous

| (Iv) Solutions were listed as “drug shortages.”

| There was no documeaniation regarding why there
| were drug shortages or whal actions the facilily

| took to obtain the medications/substitutes.

| Review of the 07/18/18 minutes revealed drug
shortages were "unable to delermine due to lack
of drug orders being placed.”
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Review of emails revealed effeclive 01/24/18, the
facility did not have a Relail Pharmacy Vendor to
supply medications to the facility. According to
the email, the ratail pharmacy was "turning over
ihe handling of outstanding amounts to our legal
team and will no longer be able lo service the
account.” Observation, interview, and record
review revealed the facility failed to have
medications that were required by the facility's
formulary, including antibiotics, intravenous fluids,
and medications required for emergencies. In
addition, observation and interview revealed the
facility's Verapamil and Epinephrine (drugs used
in emergencies) expired on 01/31/18, and the
facility only had one vial of Activase (used totreat
blood clots in patients having heart altacks and
strokes). Inlerviews revealed the facility was
unsure how they were going to obtain
medications for use at the facility.

2. Review of the facility's Performance Indicators
for 2018 revealed the facility monitored Surgical
Services quarterly. The monitoring included
ensuring procedures malched patient consent
farms. According to the 2018 data, one hundred
percent of the procedures matched the patient’'s
consenl form, However, review of a "Variance
Report Investigation” dated 08/16/18 revealed the
facility was aware that Patient #1 received a
colonoscopy (a procedure lo examine the colon
from the rectum) "in error.” Patient #1 had
consented for an EGD
{esophagogasiroduodenoscopy is a procedure to
examine the slomach and upper portion of the
small intesting). Review of the patient's medical
record revealed staff documented that a "lime
oul” occurred and the patient's procedure was
confirmed. According to the investigation, the RN
“helieyes” he initialed the time oul procedurefor

A 273
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|
|
' an EGD; however, the room had been set up with |
equipment for 2 colonoscopy and "with no ' |
objections from any team members, an i !
| attempled colonoscopy was performed.” The
| investigation revealed the Operating Room | '
| technician stated that the time out was [
| conducted; however, staff stated the patienl was j
! supposed lo have a colonoscopy. The CRNA
| initially stated the time out was conducted and the ' |
RN stated the procedure was supposed o be a |
colonoscopy, and then changed her mind and | |
said it was supposed lo be an EGD. [

SOUTHEASTERN KY MEDICAL CENTER

A 273

| 3. Further review of the facility's Performance

| Indicators for 2018 revealed the facility monitored |
| the following inpatient care on the medical | [
surgical unit: nulritional assessments, pain

managemenl assessment, and pain intervention.

However, there was no data documented for the

| fourlh quarier and no evidence the facility was

' monitoring the quality of care provided to patients i

| in 2019,

Record review revealed Palient #5 presented lo
| the facility's Emergency Department (ED) on
| 11/26/18 with hip pain and was admitted with a
physician order for a regular diet. However,
review of the Initial Physical Assessment dated
1126118 at 8:29 PM revealed Patient #5 was at
rigk for aspiration due to difficulty swallowing and
| chewing and was fed by a feeding tube. Further
raview revealad the patient had facial weakness
and received enteral nutrition (lube feeding). The
| assessment then referred to a "nuirilion E-Form"
! for nutrtion information. However, there was no
documented nutritional assessment information.
Further, there was no evidence that staff notified
the physician that the patient could not consume |
| an oral diet and obtained orders lo feed the
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patient via the palient's feeding tube.

Review of Patient #3's medical record revealed
the palient presented to the Emergency
Department (ED) on 12/30/18 at 2:35 PM wilh
severe lefi fool pain. The patient reported that
he/she believed histher foot was broken and the
side of the patient's left foot and liitle loe were
blue in color and cold. The palient's physician
ordered Demerol {medicalion to treat pain) 25 mg
gvery four hours as neaded on 12/30/18 at 3:30
PM. Review of the Emergency Depariment
Documenlation dated 12/30/18 at 3:45 PM
revealed Patient #1's pain on a scale of zero lo
ten was a ten, the worst possible pain. Further
review revealed thal at 5:15 PM on 12/20/18,
Patient #3's pain level was eight. There was no
documented evidence that the facility
administered medication to treat the patient's pain
until 8:00 PM.

Further review of the Performance Indicators for
2018 for the Medical Surgical unit revealed no
evidence Ihe facility was reqguired to monitor lo
ensure care was provided in accordance wilh
physician orders or that physicians were nolified
of changes in palients' condition. Subsequently,
there was no documenled evidence that the
facility identified that a social services
consullation was recommended for Patient #9 on
01/16/19. Review of the patient's record revealed
the patient had no running water at home or
access lo care and medications. However, the
facility discharged Patient #9 home with no
resources.

In addition, review of Patient #2's medical record
revealed the patient was admitted with chest pain
and to rule cut a heart altack on 10/10/18;
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however, the facility failed o conduct hear
testing, blood pressure monitoring, and laboratory
testing o manitor the palient's cardiac siatus as
ordered by the patient's physician on 10/10/118
and/or 1011718, When the palient developed a
heart arrhythmia on 10/11/18, the facility failed to
notify the palient's physician timely and Patient #2
was not transferred to an acute care facility for
cardiac assessment and treatment until
approximately thirty-four hours afler the patient
presented lo the ED and developed chest pain.

4. Observations on 01/23/19 at 9:45 AM and on
01/30/19 at 5:15 PM revealed the facility provided |
Emergency Department (ED) services, and |
Surglcal Services (services were limited to

general surgery), and had a twelve (12) bed f
medical surgical inpatient unit. Chief Nursing
Qfficer (CNO) on 01/30/18 at 6:20 PM and with
the Chief of Staff {COS) on 01/28/19 at 5:00 PM
revealed the facility did not provide
intensive/critical care services and had-no
policy/procedure in place regarding the scope of
services that the medical surgical unit could
provide. Subsequently, review of medical records
revealed the facility admitted Patients #2, #8, and
#11 (Patients #2 and #11 were admilled during
the fourth quarter 2018; Palient #8 was admitted
during the first gquarter 2019) for ireaiment of
diagnoses that the facilily could not provide and a
transfer to another facllity was delayed. Patient
#2 was admitted on 10/10/18 with a diagnosis of
chest pain, o rule out a heart attack, even though
the facility had no cardiologist on staff and no
intensive care unit.

Review of Patient #11's medical record revealed
the patient was admitted lo the facility on
09/20/18 with a consult for surgical services, even

A 273
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though the ED physician documented he was
unsure if anesthesia services were available. On
09/21/18, ihe surgeon documented Palient # 11
should be transferred to another facility because
he did not have the instruments or anesthesia
available to treat the patient. However, the facilily
failed to transfer the patient until 09/24/18, three
days laler.

In addition, review of Patient #8's medical record
revealed the facility directly admiited the patient
from a physician's office on 01/21/18 with a
diagnasis of Cerebrovascular Accident (CVA or
stroke), even though the facililty did not have a
neurclogist on staff, did not have an intensive
care unit, In addition, interview with the Director
of Pharmacy on 01/23/19 al 2:45 PM revealed the
facilily only had one vial of Aclivase. The
pharmacist stated she had not had enough of the
medication for several weeks, but was unable to
order the medication due to the high cost and not
enough money in the budget.

in addition, review of Patient #5's hip x-ray report
completed on 11/27/18, revealed the patient had
a fractured hip. However, there was no evidence
the facility transported the patient for treatmentof
the hip fracture until 11/28/18.

Further, review of Palient #3's medical record
revealed CT scans/angiograms on 12/31/18
revealed the patient had a biood clot in the
femoral artery of the leg. The facility failed to
transfer the palient to receive treatment for the
blood clot until §1/01/19, and allowed the patient
to go by privale vehicle.

Review of the facility's Performance Indicators for
2018 revealed the facility monitored Case
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Management indicators that included the number
of transfers 1o a facility that provided equal or a
| greater level of care and average length of stay. |
| Review of the facility data for the fourth quarter of |
| 2018 revealed four {4} patients had been
iransferred and the average length of stay was
four days. There was no documented evidence
that the facility identified any concerns with
. transfers and look any action to ensure patients
were transferred timely.

5. Review of the facility's Performance Indicators

for 2018 revealed the facility was required to

monitor Radiology delays in service and call |
backs for radiology services; however, there was |
no dala documented for the fourth quarter of

2018 and no documented evidence that the

| facility was monitoring performance in 2019

Review of Paliant #12's medical record revealed

| the patient arrived at the facility's ED on 12/04/18

| at 8:02 PM unresponsive and in full cardiac arrest
{uncanscious with no heard function or breathing)
with cardio pulmanary resuscilation (CPR) in
progress upon arrival. Review of physician
orders for Patient #12 dated 12/04/18 al 9:10 PM,
revealed the ED physician ordered Patient #12 to
have a chest x-ray obtained "STAT"

| (immediately}. However, review of Patient #12's |

' medical record revealed no evidence thechest

| x-ray was obtained as ordered.

| Interview with Registered Nurse #13 on 01/30/18
| at 2:30 PM revealed she could not state
emphalically why Patient #12 did not get the
chest x-ray as ordered, bu! stated there was no |
| one from the Radiology Depariment present in
the facility while Patient #12 was receiving
[ treatment. Review of the Radiology Department's
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| schadule confirmed that staff were not scheduled ,

| but were on call from 12:00 AM until 7:00 AM;

| however, there was no evidence the facility was
moniloring to ensure staff were providing timely

| services.

6. Review of Patient #4, #5, and #7's medical

records and interview with the Dietary Manager

on 01/2418 at 11:10 AM revealed the facility

failed to have a system for consulting the

Registered Dielitian (RD). According to the

Dietary Manager, staff did not consult the RD due
to budget constraints.

. Review of Palient #5's medical record revealed
the patient was admitied on 11/26/18, with an
order for a regular diet, and a weight of ninety-five
pounds. Hawever, further review of the record
revealed the patient had a feeding tube and
received no nuiritional intake during the patient's

' admission from 11/26-28/18. There was no

| documented evidence the facility consulted the
RD for Patient #5 to ensure the palient's
nutritional needs were assessed and tube feeding
was recommended to ensure the patient's needs
were met.

In addition, review of Patient #7's medical record
revealed the facility failed to ensure the RD
consulted on Patient #7 who was admilted on
01/06/18 with a diagnesis of Celluiitls and a Stage
2 pressure sore,

Further, Patient #4 was admitted to the facility on
01/22/48 with a diagnosis of Diabetes. Review of
the patient's physician orders revealed an order
to administer insulin daily and an order to provide
a no concentrated sweets diet. However, there

| was no documented evidence the facility

A273
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administered the insulin on 01/22/19. In addition, |
ohservation on 01/23/19 at 4:30 PM revealed the
resident was receiving a regular diel. There was
no documented evidence the facility consulted
the RD lo assess Patient #4.

Interview with the RD on 01/29/18 at 1:30 PM
revealed he had only consulted on one patient in
the approximately eight months that he had been
conlractéd with the facility

Review of the facility's Performance Indicalors for
2018 revealed the facility was required to monitor [
to ensure Regisiered Dielitian consultations [
ogeurred within forty-sight hours of being ordered;
however, there was no data documented for the

first, third, or fourth quarters, and there was an "x” {
in the second quarter. In addition, there was no
documented evidence thal stafl were monitering

{0 ensure distary consullations were completed in |
2019.

7. Review of Patient #12's medical record
revealed the patient presented to the ED on
12/04/18, in full cardiac arrest. On two different
occasions, Patient #12 required multiple doses of
Epinephrine (a medication o stimulate the heart}
in an effort to sustain the patient's life. However,
the facility failed to have enough medication to
treat the patient, and medication had to be
supplied 1o the facllity by the Emergency Medical
Services (EMS) that had Iransported the patient
lo the ED. Observation of the facility's ED on
01/30/19 at 5:00 PM revealed four (4) ampules of
Epinephrine were available for an adult patient
and four (4} ampules of Epinephrine for a
pediatric patient. However, all eight ampules of
Epinephrine had expiration dales of 01/31/19, the
next day. Furiher, the facility had no available
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Epinephrine to replace the expired Epinephrine
and could not purchase any medication because
their Pharmacy Distributor slopped releasing
medication 1o the facility due to unpald debt.

Review of an audio recording dated 07/17/18,
revealed EMS was attempling to transfer a
patient to the ED who was exhibiting signs and
symploms of an acute stroke. However, when
EMS contacted the ED to inform them that they
were in route with the patient, they were informed
by RN #11 not to bring the palient to the ED
because they would "kill this guy." Subsequently,
EMS contacted a transport helicopler and the
patient was flown o another facility.

Further, the facility had an "Acute Stroke Practice

| Slandard for the Emergency Department in

place with specific criteria and interventions for

| the medical staff to follow and implement when &

patient presented to the Emergency Department

| (ED) with signsisymptomns of a stroke. However,

the facility failed to implement the standard of

| care on 11/12/18 at 10:35 AM, when Patient #10

presented to the ED with a “significantly elevaied
blood pressure” and exhibiting signs and
symploms of a stroke. The facility failed to
implement their Acute Stroke Practice Standard
for the Emergency Depariment, and
subsequently, Patient #10 did not receivemedical
imaging including a non-contrast head compuled
tomography {CT) scan until after being admitted
io the medical surgical floor and five (5) hours
afler arrival to the ED. In addition, the facility
faited 1o administer Palient #10 the stroke scale

| assessment screening to determine the extent of

deficits being experienced by the patient. On
11/12/18 at 4:20 PM, the results of a CT scan of
the head for Patient #10 revealed lhe palient was

A 273
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experiencing an apparent evolving infarct in the
right parietal area. The patient was transferred to
Facility #6 on 11/12/18 at 8:15 PM for treatment
of an acule siroke.

Observation and interview with the Director of
Pharmacy on 01/23/19 at 2:45 PM, revealed the
facility only had one vial of Tissue Plasminogen
Activator (IPA) (name brand Activase), used to
treat patients who were having a stroke.
Inlerview with the pharmacist revealed the facility
had been unable to purchase the medication in
the past because of the high cost of the
medication and the facility's budget constraints.
However, as of 01/24/19, the facitity did nol have
a Pharmacy Distribulor from which to purchase
any medication.

Tours of the Emergency Department (ED) on
01/23119 and 01/30/19 revealed the facility did not
have a functioning telemelry monitor (shows the
electrical aclivity of the heart) located at the

! nursing station, and staff were unable lo monitor

a patient's cardiac status unless they were
present in the patient's room. Further
observations revealed eight (8) of nine {9) rooms

| in the ED did not have a functional pulse oximeter
| (a device used o measures the amount of

oxygen In the blood). Observations in the ED

| also revealed none of the nine (9) ED rooms
contained a functional biohazard "sharps”

container. Observation during the tour revealed
the only biohazard "sharps" containers located in
the ED were located in one haliway and another
in the physician's charting room. Observations on
01/30/19 revealed ED staff had lo transport used
needles and devices through the hallway to get lo
a biohazard container to dispose of the items. In
addition, observation of the casling roomon
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01/23/19 at 9:45 AM revealed it contained a
limited number of supplies necessary o cast
fractured bones of patients presenting ta the ED
in need of casting services. The ED's entirg
supply of casting tape was expired and the
appropriale sizes were not available o treat
various injuries.

Furiher review of the facility's Key Performance
Indicators for 2018 revealed the facility was
required to monitor the elapsed time from
entering the ED until the patient was first seen by
a doctor, the percentage of patients admitted, and
the percentage of palienis receiving a Medical
Screening Exam in the Emergency Depariment
{ED). However, there was no documenled
evidence that the facility had been monitoring the
care and services provided in the ED, even
though the facility was aware needed
medications, supplies, and equipment were nol
available lo provide quality care and services.
Further, there was no documented evidence any
services provided in the ED were being monitored
in 2019,

Interview with the Chief of Staff (COS) on

01/28/19 at 5:00 PM revealed that she had never
discussed any quality of care issues with the .
governing body or the CEQ. The COS stated the [
only conversations she had with the CEO were

usually lext messages about "When am | (the

C0S) going to get paid?" The COS staled she

had never met the Governing Body of the facility.
Continued interview with the COS revealed "at

this point” she was not daing any type of char

reviews and had not been in ihe last six (6)

months at least, The COS revealed the last

Quality Meeling (Performance Improvement) she
attended was in October 2018. She slated she

FORMCMS 2567:02.99) Provious Versions Obisolade Event ID: NS3G11 Facitity ID 100020 If continuation sheet Page 77 of §35

Signature: {WQ-/ Date: %/41




DEPARTMENT OF HEALTHAND HUMAN SERVICES

PRINTED: 02/14/2019

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES [X1)} PROVIDER/SUPPLIERITLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AN COMPLETED
C
180021 B WING 0113012019
HAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY. STATE, ZiP CODE
850 RIVERVIEW AVENUE
SOUTHEASTERN KY MEDICAL CENTER
PINEVILLE, KY 40977
{X4)1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S RLAN OF CORRECTION ix5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
. {
A 273| Continued From page 72 A 273

remembered a conversation surrounding
Physician #1 perferming the incorrect surgical
procedure on a palient. However, she was naver
asked to review the medical record or to speak
with Physician #1. Further inlerview with the COS
revealed lhat she was unaware that the facility
only had one (1) Activase vial. She slaled she
felt that as the COS, and an admitting physician,
she shoutd have been informed. The COS
further stated that she was not aware the
pharmacy had a list of medications thal were
unavailable and again felt like she should have
been notified.

Interview with the Chief Nursing Officer (CNQ} on
01/30/19 at 6:20 PM and with the Assistant Chiel
Nursing Officer (ACNQ) on 01/30/19 at 6:20 PM
revezled the facility had not had a Quality Meeting
{Performance Improvement) since October 2018.
The staff stated the Director of Quality
Assurance/Performance Improvement (QAP1)
resigned in July 2018 and since that lime the
facility had not been conducting QAPI activities.
The CNO and ACNO stated they had not been
reviewing nursing documentation for accuracy,
physician orders to ensure they were followed,
timeliness of medication administration, or other
quality review of medical records. The CNO and
ACNO staled they were busy with the budget and
trying 1o keep the facility running.

Interview with a Former Governing Body Member
on 01/30/19 at 2:07 PM, revealed thal she was no
longer employed by the facility's corporalion and
no longer functioned as a governing body
member as of "last week." The Former Member
staled that there was constant conversationabout
{he facilily's finances, and that the cash flow of
the facility was atways the topic of priority. She
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staled that she was not aware of a meeting or
conversation she had atiended or participated in [
regarding the facility that was not dominated by |
finances. The Farmer Member slated she was

never invalved in or aware of care concemns at |
the facility. '

Interview on 01/30/19 at 2:38 PM with the Chief

Execulive Officer {CEQ) and Owner of lhe facility,

revealed that the Chief Nursing Officer (CNO)

and Chief Financial Officer (CFO) functioned as

the onsite administration at the facility, and were

responsible for the day to day operations. The

CEO stated that ha had reviewed the facility's

qualily assurance (QA) program a year ago, but

was nol aware that the QA Committee had not

mei since Qctober 2018, and had nat been

identifying gquality cancerns in the facility. The

CEO staled that he was unaware of any adverse

events that had occurred at the facility and had

never been informed or discussed that

Emergency Medical Services had on occasion |

had to provide the facility with supplies and assist [
| the ED staff with care of patients dua to a

shorlage of staif and lack of supplies.

(Refer to AOD43, ADDS7, AGO73, AD115, AD145,
A0263, AQ385, A0385, AQ4B9, A4S0, AD79S,
ADB37, ADS40, ADSS1, ADSSS, A1100, A1103,
and A1104.) |
A 385! NURSING SERVICES A385|
| CFR(s): 482.23

The hospital must have an organized nursing

| service thal provides 24-hour nursing services.
The nursing services must be furnished ar

| supervised by a registered nurse.
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This CONDITION is not met as evidenced by:
Based on observation, interview, record review,
and review of facility policies, it was determined
the facility failed to ensure nursing services were
provided or supervised by a registerednurse.
Tha facility failed to have a system for consulting
the Registered Dietitian (RD) when patients had
feeding tubes, pressure ulcers/wounds, or
Diabetles and failed lo have an elfective system lo
ensure patients received physician ordered diels.
The RD staled he had only consulted on one
patient in the approximately eight months thal he
had been contracted with the facility. According
1o the Dietary Manager, slaff did not consult the
RD "because he charges $140.00 an hour and
with the budget we have to operate on, we can't
afford him." The facility failed to consult the RD
for Patient #7 who had a diagnosis of cellulitis
and a Stage 2 pressure sore or for Patlent #4
who had a diagnosis of Diabetes and was not
receiving/eating the ordered diet. In addition, the
facility failed to ensure Palients #4 and #7
received diets as ardered by their physicians,

Further, the facility did not have an eflective
system for ensuring Social Services was
consulled. A consultation was recommended for
Palient #7 who had no running water at home and
did not have access to care and medications,
however, a social services consultation was
never completed and Patient #7 was discharged
home.

In addition, the facility failed to adminisler
medicalions to Patients #4 and #7 as ordered by
{heir physicians. Patient #7's medical record
revealed the patlent was admitted on 01/06M19
with Cellulitis to the right lower extremity {skin
infection), early sepsis {a potentially

budget due 1o no effective Governing Board heing in place

A 335lrhc mstiwtional plan, including annual operating budget

that included oll anticipated income, expenses, and capital
expenditures for a three-yepr period was made, This plan
wiis presented 10 MEC on 272019 nad semt to newly seated
Governing Board on 2/22/19 for review and approval. This
‘is verified by attached board minttes. See Attuched minuies
{Controller)

[he facility fuled 10 ensure nursing services were provided 31729
or supervised by o registered nurse. The nursing chain of’
commiand has been established ns: RN Chicl Nursing

iticer o KN Assistant Chiel Nursing Officer, (o RN
Charge Nurse and RN Charge Nurse/Supervisor, Indicators
have been develaped For the Charge Nurse and Shilt
'Supervisors 10 da the duily chart sudits. The facility foiled
10 ensure an RN would supervise and cvaluate the aursing
care for cach patient. Nursing stalt will be in-serviced on
‘policy 200241 on Continuwm of Care Policy per ACNG.

[his will be verified by way of i in-service attendanee log
Chart audits, including timely medicmion adminisirition,
medication omissions, change in condition documentition
consent for treatment, nutritional/social services consulls.,
maonitasing and follawing up on medications, will he
performed daily by nursing staff to ensurc compliance
Chart sudit tools are collected by ACNO who will report
Tesults of the chart mulits will be reported o QAP weekly

a if needed immediate actions are laken (CNGY)
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life-threatening condition caused by the body's
response to an infeclion), and a Stage 2 pressure
sore. The facilily failed to administer Lovenox
medication to prevent blood clols for palients as
ordered by the physician and failed 1o ensure ihe
pressure sore was assessedfireated.

‘The facility also failed {0 ensure Patient #4's
diuretic medication and potassium supplement
were administered as ordered by the patient's
physician, and falled to monitor and nolify the
patient's physician of the patient's urinary output.

A385

Far patient #4, the facility fmled ensure the patient received
the ordercd diet. The Factity failed 1o administer physician
yrdered medications and failed 10 complete a physician
order. An electronic reflex process was put in place. The
eflex is altuched to questions on the flowcebhart and when
[mrsing s1alT selects unswer choice the reflex is then sent
I-lcclmniuully 1o dictary staff who will verify with nuese il
then antily dictician of the consult. A registered dieticion
R} wus hired on 22209 Diel orders were reviewed and
Nerificd by the RD, The sellex process was tested and
:vcriﬁud duting the 22219 visit. CNO to ensure and verily
that licensed nursing stafl ure following policies and will be
‘im-scrv:ucd on policy 700.240 Physician's Orders, policy
600,034 Medication Administrtion (Pharmacy), and

00 707 Medication Administration (Nursing), Chart audits,
Elcludiug tinely medication adminisirtion, medicntion

missions, change in conditivn documentation, consent for

reatment, nutritional’social services consults, monitoring
E nd fullowing up on medications, will be performed daily by
nursing stnfT to ensure compliance. Chart audit tools are
collected by ACNO wha will report resulis of the chart
budits will be teported to QAP weekly sa il needed
immediate petions are taken. The CEQ will oversee and
L'cril'y that the staff is in-serviced on ihe eevised polices thit
>mve Been approved by MEC and the new Governing Board
(CNOAIR Director/R1Y)

For patient #7, the facitity failed 1o consult the RD and the
ralium dul not seceive the ordered dict, The facility failed 1o
rldlmmsn:r physician ordered medications wnd filed (o
Ensure proper ussessment and reatment pressure sore The
Tocility alsa lacked an cffective system in which social
crvices was consulted, An electronic rellex process wis
wtin place, The reilex is attached Lo questions on the
flowehart and when nursing stall selects answer choice the
eflex is then sent clectronically 1o dietary stalf who will
erify with nurse and then nolify dicticzan ol the consult. A
egistered dietian (RD) was hired on 212219, Dict orders
Swere reviewed and verificd by the RD. The reflex process
was tested and veritied during the 2/22/19 visit. CNOto
ensure and verify that licensed nursing staft are following
Emlu;ius wnd will be in-serviced on policy 200420 Skin
Integrity, prolicy 200403, Assessment ond Reassessment of
the pavient, policy 204,606 Nursing Discharge, pulicy
700,701 Ihscharge Planning, policy 600 034 Medicution
Administration (Pharmacyi, und 700 707 Medication
IAdmimstration {Nursing). A reflex process has been
initiated 10 notify the Social Services depariment of o
consult. Chart audits, including tmely medication
'(:nlminislmliun. medication emissions, change in condition
documentation, consent for treabiment, nutritienalsocial
kervices consults. monitering and following up en

242212019
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A regislered nurse must supervise and evaluate
the nursing care for each patient.

This STANDARD is not met as evidenced hy:
Based on observalion, interview, record review,
and review of facility policies, it was determined
the facility failed to ensure nursing services were
provided to supervise and evaluate the care of
three (3) of twelve (12) sampled patients
(Patients #4, #7 and #8). The faciiity failed to
administer Lovenox (medication to prevent bloed
clots) for Patient #7 who was admitted on
| 01/08/19 with Cellulilis (o the right lower extremity
(skin infection), early sepsis (a potentially
life-threatening condition caused by the body's
response to an infection), and a Stage 2 preasure
sore. The facility also failed to ensure staif
assessed the pressure sore and failed to consult
| the facility dietitian as ordered by the physician.

| In addition, Patient #4 was admitted with

eelications will be performed daily by nursing staff w

cnsure compliance, Chan audit tools are collecied by
k\CNO who will report resulls of the chart sudus will be

cporied 10 QAP weekly so il needed immedinte sctions ore
Ilal»;cn. The CEQ will oversee und verify that the stall' is in-
'Lun'icud on the revised polices that have been approved by
MEC nnd the new Governing Board. (CNO/EIR

Director/RD) 312009

e reporting and follow up on medication errors was
identified in the survey lindings. The Medieatien Eveor
Policy 600 083 has been in-serviced to reinforee the need to
report all incidents for follow-up by the pharmacist, the Risk
Management commillee, the QAP commitice and
MIEC. This wil! be verified by the in-service attiendance log
Licensed pursing stnfT will be in-serviced on policy 600 083,
Medicaon Frror. This will be verified by way of the in-
service anendance log. Licensed nursing stufl will he m-
senviced on policy 600 085, Medicntion Eror This will b
verificd by way of an in-service artendance log. (ACNO} 32009

I'he CEQ was found to not be in compliance with
overseeing all departments to ensure a gosd working
‘n:lmionship throughout the facility. CEO will oversee
"epartment nnnngers and verify all haspital stall wilt be in-
Kerviced on 700.708, Interdepartmenta) Relstionships.
Department by department updates will be discussed at

wveekly Munagers mecting 1o promote interdepartmentat
l'ohcswcmss. The Adrinistrative Assistant will add this
meeting to the meeting calendar. The Admindsteative
r\smslum will report on the sehicdule and stiendance
‘compliance to the QAP committee. (CEO)

A395 32019

[The Eacility faled 10 ensure nursing services were provade:d
or supervised by a repistered nurse, The nursing chan off
command has been established as: RN Chief Mursing
OfTicer 1o RN Assistant Chiel Nursing Officer, to RN
Charge Nurse and RN Charge Nurse/Supervisor. Indicalors
yave been developed for the Charge Nurse and Shuft
Supervisors 10 du the daily chart audits. The Tacility foled
10 ensure an RN would supervise and evalunte the nursing
care for each patient. Nursing stall will be in-serviced on
Policy 200 241 on Continuum of Care Policy per ACNO
Chart audits, including timely medication alministation,
;mc(.hca:inn omissions, change in condition documeniation,
consent for treatment, natritionalfsocial services consulls,
monitoring and (ollowing up on medications, will be
erformed datly by narsing staff to ensure compliance
I(‘,‘Imn audit tools are collected by ACNO who will report
Tesults of the chart audits will be reported 10 QAPL weekly
sa il needed mmediate actions are tuken. This will be
verificd by way of an im-service attendance log. (CNOY 3IN2my

Sursing service should be uble to identify patients who
potentially eed arefersal The CEO was found e not be in
compliance with vverseeing all departiments W ensure 4
‘povod working relationship throughout the facility CLO will
wversee depariment managers and verify all haspitod staf¥
il be in-serviced on 700 708, Interdepartmental
Relationships. Department hy department updates will he
discussed at weekly Manugers nesting to promote
anterdepantmental cohesiveness. The Administeative
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diagnoses of Acute Congestive Heart Failure

TAssistant will add this meeting 10 the meeting catemdar. The!
Administrative Assistant will report on the schedule and
atendanee compliance to Ure QAPL commitice, (CEO) 302009
Indicators were added to API progrum related (o ahe 1 tags
10 monitor the procedures or processes that we bave put in
Ince to cnsure that the plan is effective. This will be
veritied by the QAPI mecting minutes. (CNO) 2022w
Tor paticnt 44, the facility Giled ensure the paticnt received
l1Iu: urdered dict. The Facility Failed 1o ndminister physician
rdered medications nnd failed to complete 2 physician
onder. An clectronie reflex process was pul in place. The
;rcllcx is attached ta questions on the lowchars and when
nursing stull selects answer choice the reflex is then sent
elecrronically 1o divtary staff wha will verify with nurse and
Elhcn notify dietician of the consult. A regisiered dictician
(RD) was hired on 222119, Dict orders were reviewed and
crificd by the REY. The reflex process was tested aml
ll\'criﬁcd during the 2722719 visil. CNO o ensure and verity
thut ticensed nursing staf¥ are following policies and will be
;in-scn'iccd on policy 700.240 Mhysician's Orders, policy
600.034 Medication Administration (Pharmacy), and
[700 707 Medication Administrtion (Nursing), Chart audits,
inctuding timely medication sdministrlion, medication
wmissions, change in condition docwmentation, conscnt for
Sreatment, nutrinionalfsocial services consulls, moniloring
nd following up on medications, will be performed daily by
€1ursiug stalt 1o ensure compliance. Chart audit tools are
Lnlluctcd by ACNO who will report results of the chart
audits will be reported to QAP weekly so if necded
immediate actions are taken. The CEO witl oversee and
weridy that the staff is in-serviced on the revised polices th
‘Pu\c been approved by MEC und the new Governing Board,
(CNOMR Director/IRLY)
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(CHF) and Diabetes; however, the facility failed to
provide a no-concentraled-sweet diet as ordered
by the physician, failed to adminisier the patient's
diuretic medication and polassium supplement as
ordered by the patient's physician, and (ailed to
monitor the patient's urinary output.

Further, the facility failed to consult Social
Services regarding Patient #7 who did not having
running water or access lo care, failed to provide
the patient the physician ordered diet, and (ailed
to consull the dietitian {o assess the patient's
wounds and diet.

The findings include:

Review of the facility policy litled "Medication
Administration,” dated August, 2017, revealed
staff should provide care, treatment, and services
using the most current physician orders. The
policy stated the definition of "Now” when used
with medication orders meant the medication
should be administered within one (1) hour of the
time the medication was ordered. The policy also
slated early or late administration of some
medications could have a significant or negative
impact on the intended pharmacological or
therapeulic effect of the medications, which
included Anticoagulants, Antibiotics, and Insulins.

| Review of the facility's Skin Integrity/Pressure
Ulcer policy, approved August 2018, revealed the
purpose of the policy was 1o ensure all patients
admitted to the facility were assessed for skin
integrity. Review of the Plan for Assessment and
Reassessment of Palients policy, approved
February 2017, revealed patient assessments
were iniliated upon admission and continued

! throughout the patient's stay. The goal of patient

For panent #7, the Tacility failed 10 consult the RI and the
paticnt did not receive the ordered diet. The facility lailed 10

A agslkzdmiuislcr phystcian ardered medicutions and filed o ensure

roper assessment and treatment pressure sore. The facilin
filso tacked i effective system in which social services was
sonsulted, An clectronic reflex process was put inle place to
Dotify the dictary depariment of a consult. The rellex is
Liitached to questions on the fowchart and when nursing stafT

ulects answer choice the reflex is then sent clectronically to
dietnry stalT who will verify with nurse and then notify
dieticinn of the consull.. A registered dictian (R12) was hired

1 222019, Iiet orders were reviewed and verified by the
IRD. 'The rellex process was lested and verified during the
B/22/19 visit. CNO 1o ensure snd verify that licensed nursing
StafT are fullowing policics and will be in-serviced on policy

00,120 Skin lntegrity, policy 200,403, Assessment and
{Reassessment of the patient, policy 200,606 Nursing
i[)lscll:ll’gc. policy 700701 Discharge Planning, policy 600034
Medication Admnistration {Pharmacy ), and 700.707
“ledication Administration (Nursing),  Chart audits, inchuling
timely medication admmistrttion, medication omissions,
Change i condition documentation, consenl for trealment,
nutritional’social services consults, monitoring and following

1p on medicaons, will be performed daily by nursing staf)'to
ensure compliance. Chart audit tools are collected by ACNO
svho will report results of the chart audits will be reporied to
QAPE weekly so if needed immediate actions wre taken. The |
I(‘_‘IE() will oversee and verify that the stafT is in-serviced on the |
Fevised palices that have been approved by MEC and the new |
Goverming Board, (CNO/HR Birector/RD}

Fhe reportinng and follow up on mediction orrors was
identified m the survey findings. The Medication Error Policy
600 085 hus been in-serviced to reinforee the need to repert vl
incidents Tor follow-up by the pharmacisl, the Risk |
Management commitice, tie QAPI commitiee and MEC Tins,
awill be verified by the in-service attendance log. Licensed
rwrsing stoff wall be in-serviced on policy 600,083,
Mledication Error. This will be verified by way of lhe -
service attendance log. Licensed nursing stalT will be -
crviced on policy 600 083, Medicition Error. This will be
erified by way of in in-service attendance Jog. (ACNO)

LR Er L
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assessment and reassessment was o determine

| the type and kind of care the patient required

| inilially; also to determine the follow-up and

| response to that carg, and frequent evaluations
for changes in paltent status and needs in arder

| 10 change the plan of care.

| Review of the "Interdeparimental Relationships"
policy, approved February 2017, revealed
Nursing Services should idenlify patients who

| potentially needed a referral to some other

| agency or nursing facility after discharge,
complete documentation as necessary for each
referral, and notify Social Services when needs
were identified. Further review of the policy
revealed nursing staff should notify the dietilian of
the need to consult on patients, and were
required to coordinate the interdisciplinary plan of
care with medical stafi.

Review of the facility's policy, "Diets/Meals,”

approved August 2018, revealed the purpose of

the policy was to ensure limely and efficient
| provision of food and nourishment to patients.
The policy did not address when a Registerad
Dietitian would be consulied. Interview with the
Registered Dietitian (RD) on 01/29/19 at 1:30 PM
revealed he had a contract with the facility to
provide services and should be consulied o
assess any patient with a pressure ulcer/iwound,
| lube feeding, or a diagnosis of Diabetes.

1. Patient #7's medical record revealed the
factlity admitted the palient on 01/06/19 with
| diagnoses of Cellulilis to the right lower extremity
and early sepsis. The patienl was also admitted
with a Stage 2 pressure sore to hisfher right
buttock.
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Review of Patient #7's admission orders dated
01/06/19 at 1:26 PM, revealed the palient's deep
vein lhrombosis (DVT/blood clot) prophylaxis,
which consisted of a Lovenaox (blood thinner)
injection forty (40) mg twice daily. Physician
orders daled 01/06/19 also reveated staff were
required 1o document the following regarding the
patient's Stage 2 prassure sore: the location,
size, stage, depth, wound edges, any necrosis,
amaount of drainage, and condition of the
surrounding tissue. A diefary consultation was
also ordered when the patient was admitted on
01/06/19.

Further review of Patient #7's medical record
revealed staff did not administer Lovenox to the
patient until 01/07/19 at 11:30 AM, approximately
twenty-two (22) hours afier the medication was
ardered. |n addilion, there was no documented
evidence that staff assessed the patienl's
pressure ulcer or consulted a dielilian as required
by the patienl's physician orders.

Interview with Registered Nurse (RN) #2 on
01/24/19 at 2:30 PM and RN #4 on 01/2419 at
12:40 PM revealed Lovenox was not available at
the facility "at one time" but they could not recall
the timeframe or if medication availability was a
factor in Patient #4 not gelling medication timely,

Interview with the Registered Dietitian (RD) on
01/29/19 at 1:30 PM revealed he was nat
contacted io assess Patient #7. He stated staff
should consult him to assess any patient who had
a wound/pressure sore, However, the (acility had
only requesled a consultation for one patient
during the approximately eight months that he
had been conlracted wilh the facifity.
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| 2. Review of Patient #4's record revealed the
patient was admitted to the facility on 01/22/19
with diagnoses of Acute Congestive Heart Failure
{CHF), Generalized Wezkness, and Diabetes.

2.a. Observation on 01/23/19 at 4:30 PM
revealed Patient #4 was silting in a chair ealing
dinner with family. Patient #4 was observed
eating vanilla ice cream. Patient #4's daughter

| stated the patient was on a "regular” diet, even
though the patient had a diagnosis of Diabetes,
The daughter showed the surveyar the printed
slip that accompanied the patient's meal from
Dietary Services wilh the patienl's name that read
"regular” diet.

Interview wilh Registered Nurse (RN) #2 on
01/23/19 at 4:40 PM revealed that Palient #4 was

| supposed io receive a no-added-salt and
no-concentrated-sweels diel. RN #2 slated,
however, that "it doesn't matter what diet is
ordered, every patient up here gets the same
food every meal." RN #2 staled he had not seen
any specialized diets on the trays ever.
Continued interview with Registered Nurse (RN)

| #2 on 01/27/19 at 5:00 PM and 01/29/19 at 5:.00

| PM revealed, "No one here gets a dief olher than
a regular diet, no matter what's ordered, or what
diagnoses they have, even diabetics.”

Interview with the Dietary Manager on 01/24/19 at
11:10 AM revealed she doubled checkad Patient
#4's diet order in the computer and the order was
entered into the computer "wrong.” The Dietary
Manager staled nursing staff had entered no
added salt diet; however, they had pul "no
concenlrated sweets” in the wrong section and
dietary staff did not see the order. Continued
interview with the Dietary Manager revealed that
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even thaugh "no concentraled sweels" was

| entered in the wrong place, dietary staff stilf

| should have seen the order or at least questioned
the order.

' 2.b. Further review of Patient #4's medical record

revealad the patient’s physician wrote an order on

01/22/19 for staff to notify him of the patient's

uring oulput over the next iwo (2) hours. RN #2

signed off the physician's order; however, there

| was no documented evidence that the RN

| monitored the patient's urine output two hours
afler admission or notified the physician of the
patient's urine outptt.

2.c. Continued review of Patient #4's physician
orders dated 01/23/19 at 8:15 AM revealed the
physician prescribed Potassium twenty (20)

* milliequivalents (meq) by mouth "now” and
discontinued the use of Intravenous (IV) Lasix {(a
diuretic medication that lowers potassium levels)
forty {40) milligrams. However, review of Patient
#4's Medication Administration Record (MAR)
revealed Potassium was not administered o the

. patient untit 5:17 PM on 01/23M19 (nine hours
after the "now" order). Further, staff administered
Lasix to the patient on 01/23/19 at 5:12 PM, even
though the medication had been discontinued.

Continued interview with RN #2 on 01/29/19 al
5:00 PM revealed he was unsure why he had nol
administered the patient's potassium "now" per
i lhe facilily palicy, or why he had not discontinued
the patient’s 1V Lasix. The RN also
acknowiedged he had not notified the patient's
physician of the palient's urine oulput as ordered.
RN #2 stated, "l just f.. ed thatup."

3. Review of Patienl #9's medical record

FORM CMS-2567(02-99) Provinus Vorsions Obsdlalo

Evend ID NS6G11

Facility 1D 100020

Signature: W_—

Date: 3’/'//7

If continuation sheel Page 88 of 135




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

PRINTED: 02/14/2019

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER COMPLETED
A BUILDING
c
180021 B.WING 01/30/2019
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
SOUTHEASTERN KY MEDICAL CENTER 530 RIVERVIEW AVENLE
T L
PINEVILLE, KY 40977
(X411D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE C°”‘:'E"°"
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
A 395| Continued From page 81 A 395

revealed the facility admitted the patient on
0116119 with diagnoses thal included venous
stasis disease (siow blood flow in the veins to the
legs) with cellulitis (infection} to both lower
extremilies. Review of Patient #9's admission
assessment revealed the patient had weeping
malodorous drainage from both lower extremilies
and the lags were "red with yeliow crusty buildup
to calf area bilaterally.”

According o the medical record, Palient #9
informed staff his/her condition had worsened
because hel/she had na running walter at home,
and had no fransportation to get to/ffrom
scheduled physician appointments or ta the
pharmacy lo get needed medications.

Further review of Patient #9's medical record
revealed on 01/16/19 at 5:30 PM a social
services consultation was requested. However,
further review revealed the facility discharged the
patient home on 01/23/18, and there was no
documented evidence that Adult Prolective
Services was ever conlacted regarding the
patient's inability o obiain medical care.

Further review of physician orders dated
01/2119, revealed Physician #5 ordered a "2 gm
sodium diet” (2 days prior to the patient's
discharge) for Patient #9. However, record
review revealed the special diet order was not
entered into 1he facility's computer system;
suhsequently, the Dietary Depariment did not
provide a two gram sodium diet and the patient
conlinued to receive a regular diet during the
remainder of the hospital stay.

There was no documented evidence that the
Registered Dietilian was consulted for Patient #9,
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and staff had not educated Patient #9 on the
newly ordered diet. The patient was discharged
home on 84/23/19 an a regular diet.

Interview with the Registered Dietitian (RD) on
01/29/19 at 1:30 PM revealed he should have
been asked to consult on Patient #9 to ensure the
patient was receiving appropriate nutrilion to heal
the patient's wounds.

Interview with the Dietary Manager on 01/24/19 at
11:10 AM revealed she was not a RD and even
though the facility had a contract with a RD, she
did not consult him related to inpatients' needs.
The Dietary Manager stated even if patients had
diet changes, pressure sores, or skin integrily
impairmenis, she did not consult the RD
“because he charges $140.00 an hour and wilh
the budgel we have to operale on, we can't afford
him."

Interview with Registered Nurse (RN} #2 on
01/27119 at 5:00 PM revealed he discharged
Patient #9 home on 01/23/19. He stated he had
not reviewed the patient’s record at the time of
discharge and was unaware that Social Services
had not been conlacted. RN #2 also slated he
was unaware lhat the palient did not have running
waler al home, or thal he/she had no
transportation to get to physician appaintments or
to obtain physician ordered medications. The RN
further stated he was naot aware Patient #9 had
an order for a two gram sodium diet during the
hospital stay. According to RN #2, "No one here
gets a diet other than a regular diet, no matter
what's ordered, or what diagnoses they have,
even diabelics."

Interview with the Assistant Chief Nursing Officer
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(CNO) on 01/29/19 at 11:00 AM revealed
| medications should be administered as ordered
and if physicians ordered social service
consullations or dist changes, those orders
should be followed. She also stated palients
| should be educated when special diets were
ordered in the facility, and when applicable, the
Registered Dietitian should be consulted. She
also slated patienis should be discharged home
| with diet instructions that had been ordered by the
physician.
A 489 | Condilion of Participation: Pharmaceutical Se A 489 The lack of consistent pharmaceutical supplics being 132009

CFR(s): 482.25

§482.25 Condition of Parlicipation:
Pharmaceulical Services.

The hospilal must have pharmaceutical services
that meet the needs of the patients.
| The institution must have a pharmacy directed by
a registered pharmacist or a drug
slorage area under competent superviston. The
. medical staff is responsible for
developing policies and procedures that minimize
drug errors. This funclion may
be delegated to the hospital's organized
. pharmaceutical service.
This CONDITION is not met as evidenced by:
Based on observation, interview, record review,
and review of facility policies, il was determined
the facility failed to ensure pharmaceutical
services were provided to meet the neads of
patients. Interviews and review of emails
revealed that effective 01/24/19, the facility did
not have a Pharmacy Distributor to supply
medicalions to the facility. According to the
email, the retail pharmacy was "turning over the
handling of cutstanding amounts to our legal

received was identilicd in the survey. T order 10 ensure
baduequate supplics a pharmacy budget of $300,000 has beeo

ent to the Camroller. This will be verilied by emad sent o
the Controller. (Controlier)

iThe supply of pharmaceutical supplics will be monjlored by
;lllL‘ QAPI plan which has been expanded to include
{'I’crccnmgc of medicntions requested cn Omni restock with
pere sesupply 10 send versus the sl number of medications
squested, The Director of Pharmacy will monitor amd

sport the compliance, und this will be verified by the
veekly QAT meeting minutes. {Director of Pharmicy)

I'he reporting and follow up on medication crrors was
identified in the survey findings, The Medication Error
Pulicy 600.085 has been in-serviced to reinforee the need to
report all incidents for foliow-up by the pharmacist, the Risk
Management commitee, the QAPI commitice wnd

MEC. This will be verified by the in-service attendinee Tog
{(ACNO)
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The Cardinal Wholesaler debt which hed been identilicd Yo6nie
: the findings as being the couse of drig supply issues 15 being.
A488| Continued From page 84 A489Ltddrcsscd, An initial payment was made on 2/7/2019 and
team and will no longer be able to service the nother payment will be made Lo have Cardingl release
account.” Observation, interview, and record ! rd(‘:rs The medications \\_’Il_ilch \\-crc_tdcnllﬁcd us not boing
iew revealed the facility failed lo have wailable were ordered on 22149, The Director of
rev - y -\ E‘Imrmacy will oversec the restocking of the Omnicels
medications that were required by the facility's vhich occurs bwice n day via the restack reports that
farmulary; including antibiotics, intravenous fluids, automatically print in the inpatient pharmacy. The
and medicafions required for emergencies ?vni!aliailil)'] of" mc]diumigrg wil_l e \'r:lriﬁcdm;‘lllh\:.rc:::‘iglls‘ 4
R f ’ oles ‘ehiony - ch 15 anae
inciuding Verapamil {used to treat high blood o 8 ry - which is aftache
pressure, chest pain, and heart arrhythmia), '
Epinephrine {(used (o treat life threatening allergic The facitity had so institutiona) plan or annual operating 272272009
reactions and cardiac arrest), and Sodium ‘;'l'dSCI :%'tlt' to ml) L'll"'t‘"lli"ﬁ Gdl?“-‘mmg lliuﬂ"l bring l:"thl‘L'L'
: : ie instituional plan, including amual operating budpe
Bicarbonate (used in emergencies forlcardiac it included all anticipted income, expenses, and cuital
arest and metabolic acidasis). In addition, the expenditurcs for i three-year period was mude. This plan
facility only had one (1) dose of Activase (used to l A5 presented 1o MEC on 2720719 and sent 10 newly seatvid
treat blood clots in patients having heart attacks govering board on 222/19 for review and approval 'I'hi.t.'. is
and strokes). Interviews revealed the facility was :g:::f;lnllﬁ:]“a‘:hw board minutes. See Attached minutes
unsure how they were going lo obtain
medications for use at the facility.
A 490 | Standard-level Tag for Pharmaceutical Service A 490 The Inck of consistent phunmaceutical supplics being 152019
CFR(s): 482.25 ITCCCWCIJ was identified tn the survey, Inorder 1o ensure
’ ' adequate supplics 8 pharmacy hudget of $300,000 has been
yemt lo the Controller. This will be verified by emuil sent o
Standard-level Tag for the Controller. (Controller}
i ) e The supply of pharmaceutical supplics will be manitored by 3209
§;82°25 COI’:IdIIIOI'l of‘Parhcipallon. the QAP plan which has been expanded to inciude
Pharmaceutical Services. "Percentage of medications requested on Omni restock with
zero resupply to send versus the total number of medications
The hospital must have pharmaceutical services requested, The Director of Pharmacy will monitor and
that meet the needs of the rupm:t the ct:mplmm.c. and this wlll' he vcnﬁu:!'hy the .
patients weekly QAPH meenng minuies. (Director of rmaey)
This STANDARD is not met as evidenced by: Fhe reporting and follow up on medicalion errors was 32
Based on observation, interview, record review, lidentified in the survey findings, The Medication Error
and review offacity poiices, i was determined o Gi008 s ke Restl winors e i
the f'aCI!IIy failed to provide pharm'aceuttcal 'Managoment committee, the QAPL committee tnd
services lo meet the needs of patients consistent MEC. This will be verified by the in-service attendance log
wilth the types of patients the facility serves. (ACNO)
Interviews and review of emails revealed thal ’
effective 01/24/19, the facility did not have a
Pharmacy Distributor ta supply medications to the
facility. According to the email, the distributor
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[The Cardinal Wholesaler debl which ltnd been identilied in 362019
i . 1he findings as being the cause of drug supply issucs is being.
A 480/ Conlinued From page 85 A 4go':u!drcssud Aninitial payirent was made on 2/7/2019 and
was "turning over the handling of outstanding another payment will be made to have Cardinal release
amounts to our legal team and will no longer be nrdclrsl.,lﬂw mcdi(;:mizns \\'luchf were :dc;uiﬁcd us r;m being
; w : avnilable were ordered on 2721419, The Director o
:"ble lo service the account.” Observation, _ :I'Imrmncy will oversee 1he restocking of the Omnicells
interview, and recerd review revealed the facility Sehich oceurs twice a day via the restoek reports that
failed to have medications that were required by }aummmically priat in the inpaticnt pharmacy, The
Ihe facility's formulary, including antibialics, availubility of medications will b verified by ]Ilc‘rcccipls
intravenous fluids, and medications required for lrom the wholesaler and Omni inventory - which is attached,
. P : {CED)
emergencies. In addition, observation and
interview revealed the facilily's Verapamil and [The CEC was found 10 not b in compliance with 21202019 and
Epinephrine (drugs used in emergencies) expired b\'CfSt‘t‘i“g the rﬂcilll}’. The CEO will n_\'crsg'c lhf.'-difl.‘CiOf mlgning
| on 01/31/18, and the facility only had one of phatmacy to ensure that e pharmacist will review the
Acti ' " " paticnt medication lists to look for medications that were nol
c“.vase {used to treal bload clots in patl’enls availakle will accur on a prospective basis. The list of these
having heart atlacks and strokes). Interviews medications will be taken to the P&T Committes for
revealed the facility was unsure how they were cvaluation to deteomine the need to add w the formulary or
| going to obtain medications for use at the facility fivr 1 therapeutic substitwtion, (Newly appoinied CEQ)Y
. . 'The supply of pharmaceutical supplies was identified inthe | 27152019
In addition, Cardizem ER (medication used to survey findings. The Ditector of Pharmacy will compite the
i treat high blood pressure, abnormal heart list of hackordered medications wlni(_:h will be forwarded 10
rhythms, and chest pain) was on the facility's the charge/supervisor nurse for posting on cach of the
e ' how the facility failed t nurisng units and in the cmerpency room. This will be
r:j. i e_ CIED / at'e N verfied by print-outs  The backordered medseation lists will
the medication was available. Patient #8 had an he presented 1o the P&T committee for discussion end
order for Cardizem ER; however, the facility failed planning of alternate solutions This will be venficd by the
| to administer the medication because it was not P& T committee winutes. (Direetor of Pharmacy)
available. In addition, Patient #8 had orders for
| Renvela (phosphate binding drug for patients with
| chronic kidney disease) and Biotin {water-soluble
B vitamin}; however, the medicalions were not on
the formulary and the medicalions, or a
substitute, were not administered lo the patient.
Patient #4 had physician orders to receive
Victoza (an injectable diabetic medication) 6
rilligrams {mg)/1 milliliter {ml} with the ordered
dose of 1.2 mg lo be administerad daily.
| Interview with staff revealed the medication was
not available; however, the facility failed to
recognize that the patient was not getling any
| type of insulin. Subsequently, Victoza was not
acquired for Patient #4 and a substitution was not
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made to ensure the patient received insulin
coverage for high blood sugar levels.

The findings include:

Review of the facility policy titied "Formulary
| System" dated July 2017, revealed the Pharmacy
| Department would provide a formulary of
approved drugs assessed on the basis of need,
effectiveness, risk, and cost to assure that
medications were readily available for use within
the hospital, The policy stated that physicians
| could also order medications that did not appear
on the formulary. According to the policy, the
| pharmacist or pharmacy technician would attempt
to obtain the item and would consult with the
physician if the medication was uncbtainable or if
its procurement would be delayed. If these
events occurred, the pharmacist would contact
the physician for a "discontinue” or "substitute”
order. The policy further revealed the Pharmacist
"must communicate medication shortages, if they
| were to occur, to medical and nursing staff.”
Then the medical staff, through the Pharmacy
and Therapeutics (P&T) Commitlee, were
required to establish a formulary of medications
for use within the hospital based con the
shortages. According to the policy, the formulary
| would be reviewed at least quarterly within the
hospital.

1.a. Review of Patient #4's record revealed {he
| patient was admitted to the facility on 01/22/1¢
| with Acute Congestive Heart Failure {CHF) and
Generalized Weakness. Review of the record
also revealed the patient's physician had ordered
Victoza 1.2 mg, lo be administerad daily at 9AM.

However, review of Patient #4's medication
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administration record revealed the patienl’s 9:.00
AM dose of Victoza for 01/23/19 was not
administered.

Review of the facility's formulary revealed Victoza
was not listed on the formulary; however, other
brands of insulin were available.

Interview with Registered Nurse (RN) #2 on
01/23/19 at 4:40 PM revealed he had not
adminisiered Palient #4's Victoza medication
because il was not available at the facilily. RN #2
stated, "We've baltled having medicalions that we
need for a long time. Some things we can't
provide to the patients, especially insulin pens.
They won'l buy them here, they're too expensive |
guess.”

Interview with Patient #4's wile on 01/23/119 at

5:00 PM revealed the patient was frequently

admitted to the facility including iwo (2)

admissions "last month” in December 2018, She

stated, "They don't have a lot of medications here

that [the palients] are ordered o receive. | try lo

remember to bring the needed medicalions, but

sometimes | forget." She stated if she forgot the

medications, the palient "just has 1o go without

them while we're here.” !

There was no documented evidence that the
pharmacist or iechnician attempted to obtain
Victoza for the patient or contacted the patient 's
physician {or a substitution for the medication in
accordance with the facility's policy.

1.b. Review of Palient #8's medical record
revealed the facility admitied the patient on
01/22/19 with diagnoses of Acute
Cerebrovascular Accident (CVA/stroke), Gld CVA,
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and a recent fall with Concussion, Phosphatemia

{presence of phosphate in the blood), Chronic

Kidney Disease Stage 4, and a surgical history of
| a left nephrectomy (removal of a kidney).

Further review of Patient #8's record revealed the
| patient was not oriented to persan or place, and
! {he patient was confined to bed.

Review of Patient #8's physician orders dated
| 01/21/19 revealed orders to administer Cardizem
ER one hundred eighty (180) milligrams (mg)
twice daily, Renvela sixteen hundred (1800) mg
three (3} imes a days, and Biotin one thousand
(1000) mg daily.

Review of the facility's formulary revealed
Cardizem 60 g, 90 mg, and 120 mg tablets
were listed as being available lo administer at the

' facility. Further review revealed Renvela and
Biotin were nol listed.

However, a review of Resident #8's Medicalion

Administration Record {MAR) revealed Cardizem

was not administered on 01/21/19 at 9:00 PM or

on 01/22119 at 9:00 AM as ordered, Further

review revealed Renvela and Biotin were not

administerad on 01/22/19 at 9:00 AM as ordered.

Staff had documented that the medications were

"omitted because the medication was absent

' from the unil." The MAR also slaled Biotin was

"not on the formulary pafient will need to bring

| own." There was no evidence the facility

| altempted to obtain Renvela and Biotin

| medications or nofified the patient’s physician that
the medications were not available.

| Palient #8 was Iransferred from the facility on
01/22/19 and was unable to be intarviewed.

A 480
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Interview with Registered Nurse (RN) #3 on
01/22/19 at 8:20 PM revealed she cared for
Patienl #8 during the night shift (6 PM-6 AM) on
01/22/19, the night the palient was admitted. She
stated the patient had physician crders for
Cardizem; however, the medication was not
available to be administered. According to RN
#3. medication availability was a concem at times
and she stated, "If the patients don't bring their
home medications with them, they're not able to
remain on them, or we have to substitute
medications that they're not used 1o taking.”

Continued interview with RN #3 on 01/22/19 at
8:20 PM revealed nursing staff wera not aware
the facilily was unable to provide patients with
Cardizem ER, sixty (80) mg or ninely (30) mg.
She stated "that would have been useful
information.”

Interview with Physician #3 on 01/24/19 at 1:50
PM revealed he admitted patients to the facility
and had not been notified that the facility was
unable to provide Cardizem ER 60 mg or 90 mg
lo patients in the facility. According to Physician
#3, the facility should have notified him of the
inability to provide the medication so he could
prescribe medicalions accordingly.

Interview with Pharmacist #1 on 01/23/19 at 2:45
PM revealed "in the beginning of December” she
removed all 60 mg and 90 mg Cardizem ER
tablets from the facility because they were
outdaled. She stated there was a nationwide
shortage af the medicalion and she was unable to
obtain replacement medication, but had not
notified physicians or licensed staff that the
medication was nol available at the facility.
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Pharmacist #1 stated if physician ordered

! medicalions were not available, nursing staff was

| responsible for contacting the patient's physician

| for a subslitute. The pharmacist stated she had

| conducled record reviews of inpatients at the

| facility and had not identified thal palients were
not receiving medications as ordered, due 10 the

| unavailability of medications. Howaver, she then
staled nursing staff were not documenting why
medications had been cmitled, but no attempls
had been made to identify why palients had not

| recelved their ordered medications, She stated
she had difficulty placing orders for medication
with the current pharmacy vendor at times

| because the facility had consistently failed to

, make required paymenls on oulistanding debt,

| which tolaled approximately half a million dollars.
Pharmacist #1 also stated the Pharmacy and
Therapeutics Committee was required io meet

| quarterly, o discuss medication concerns in the

| facility, however, the Committee had not met

| since July 2018, a period of six (6) months.

Review of the facility's Phammacy and
Therapeutics Committee Meeting Minutes
revealed the Committee had not met since

| 07/18/18. Review of the 04/10/18 minutes
revealed twenty-eight medicalions/Intravenous
{IV) Solutions were listed as "drug shortages.”

were drug shortages or what actions the facility
took to obtain the medications/substitutes.
| Review of the 07/18/18 minutes revealed drug
shortages were "unable to determine due o lack
| of drug orders being placed.”

I 2. Observation of medications available in the
Surgery Department on 01/23/19 at 11:00 AM
revealed the following medications were not

There was no documentation regarding why there
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A 490 Continued From page 81

| avaitable: Lidocaing {local anesthetic) 1%, 30
milliliter (ml) vials (par was for 8 vials); Diprivan
(short-acling sedative used during surgical
procedures; also used to sedate patients
mechanically ventilated) 10 mg/ml, 50 mi vial {par
vias 35 vials); Diprivan 10 mg/ml, 100 mi vial (par
vsas 20 vials}; Ampicillin (anfibiotic) 2 gm vial {par
is 2); Atropine Sulfate (emergency drug for ne or
law heart rate) 1 mg/ml, 1 ml vial {paris 4);

. Bupivacaine/Ept .25% (local anesthetic) 30 ml vial

| {par is 10); Ancef {(antibiolic) 1 gm (par is 6);

| Genlamicin {anlibiotic) 80 mg/50 ml IV

| (intravenous) (par is 4); or Isovue (contrast used

" in CT scans) 300 (50 ml vial) {par is 6). In

| addition, the facility surgery depariment only had

| eight vials of Lidocaine 1% 10 mg/mi vial {par is
28 vials).

Interview with Cerlified Registered Nurse
Anesthetist (CRNA) #1 on 01/30/19 at 3.00 PM

| revealed the facility did not have the medications
she preferred to use when anesthetizing palients.

| 3. Interview with the Director of Pharmacy
(Pharmacist #1) on 01/23/19 al 2:45 PM revealed
the facility pharmacy hours were from 7:.00 AM to
3:30 PM. The Director of Pharmacy stated that if
a new patient was admitted or a new medication

- was ordered afler hours, staff were required to

| obtain the rmedication from the Omnicell
(specialized medication dispensing cabinet). The

| pharmacis! stated she stocked the Omnicells with

| medications before she left for the day.

| According to the Pharmacisl, every Omnicell

| might not have every medication that was
required, but the Omnicell in the Emergency
Department had most of the medication that was

| available to the facility. Continued interview

| revealed she would come to the facility ifneeded

A 490
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but stated she could not recall the last time she
had been called back into the facility for that
reason.

Observalion of facility medications in the Omnicell
medication supply cabinet on 3 South (Medical
Surgical Unit) on 01/25/19 at 12:30 PM revealed
forty (40) medications were not available for
administration after the pharmacy closed at 3:30
PM. Some of the medications that were not
available included: Acetaminophen 325 mg
(brand name Tylenol) (par level of 5); Amitriptyline
50 mg (antidepressant) {par level of 5 tablets);
Diltiazem 100 mg injectable, 60 mg, 90mg or 120
mg tablets {brand name Cardizem treats high
blood pressure/chest pain, heart arrhythmias);
Levemir Insulin 100 units/1ML 10ML vial; Novolin
R 100 units/1ML 10ML; Ondansetron Oral
Disintegraling lablets {Zofran used to treat
nausea) (par level of 10 tablets); Phenytoin 25
mg/1 ml 4 ml suspension {Dilantin used lo treat
and prevent seizures) (par level of §); Sodium
Bicarb B8.4% 50 ML syringe {used in emergencies
for cardiac arrest and melabolic acidosis) (par
level of 4 syringes); or Sodium Chloride 0.9%
Flush 10 ML (used to fiush intravenous (IV) lines)
{par level of 100 syringes).

Review of the Omnisupply on the Behavioral
Health Unit dated 01/25/19 at 12:30 PM revealed
eight medications were nol available and on 3
West (Medical Surgical Unit) three medications
were not available.

Interviews with RN #7 on 01/24/19 at 3:10 PM,
RN #4 on 01/24/19 at 5:20 PM, RN #3 on
01/22/19 at 8:20 PM, RN #2 on 01/24/19 at 1:50
PM, and with RN #11 on 01/29/19 at 6:45 PM
revealed they never knew if the facility had
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physician ordered medications available. The
RNs stated when a medication was ordered, they
had to "hunt" in every Omnicell in the facility to
locale the medication, if they could find {he
medication at all. The RNs stated "hunling" for
medications often caused a delay in treatment.

Interview with Physician #5 on 01/29/19 at 4:30
PM revealed he pracliced Internal Medicine at the
facility and had for his enlire medical carser.
Physician #5 stated that when the pharmacy
notified him of some thelr inability to obtain
medications due to their financial circumstances,
he instructed his patients to bring their
medications from home, Physician #5
acknowledged this was not the standard of
practice for an acute care facifity. Conlinued
interview with Physician #5 revealed that he was
not aware that the facility did not have Cardizem
(a medication used lo treat high blood pressure
and chest pain). Physician #5 stated that he
expected a phone call from the pharmacist telling
him that certain medications were not available
50 he could make an informed decision about
how best to proceed with care/prescribing
medication,

4. Review of an email from Pharmacist #1 {o the
Chief Financial Officer (CFQ) dated 01/18/19 at
2:03 PM revealad the pharmacist requesied a
pharmacy order that totaled $22,145.09 and
stated "that still isn't encugh of some things to
last more than a week. When an order hasn't
been received for 4 and 5 weeks this is the
result-we have to have product 1o put back on the
shelves.” Al 2:08 PM, on 01/18/19, the CFO
responded to Pharmacist #1 that he had given
the Chief Executive Officer (CEQ)/owner346,000
to wire to the Pharmacy Distribuler.
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However, review of an email from Pharmacist #1
to the Pharmacy Distributor's Advisor/Creditor
daled 01/24/19 at 1:06 PM, revealed the she
needed a narcotic order reinstated and released
and needed two retail orders to be released.,

However, review of the Pharmacy Distributor's
response dated 01/24/19 at 1:55 PM o
Pharmacist #1 and to facility staff that included
the pharmacist, the Chief Nursing Officer {CNOQ),
and the CFO revealed the vendor would only
release the orders if the facility wired $8,378.83 to
cover an overdraft (bounced check), pius the cost
of the new orders, According to the email, the
Pharmacy Distributor would no longer release any
more medications to the facility. The email
staled, "Please be advised that these will be the
last orders we wili be able to release, After loday,
we will be turning over the handling of
outstanding amounis ta our legal team and will no
longer be able to service the account.” Further
review revealed the CFO forwarded the response
to the CEC and copied the CNO and Assistant
CNQ and stated, "One of the drugs we have on
order with [the pharmacy distributor] is ene of the
drugs the state surveyor has asked if we have in
slock. If we can't get this, we are likely to geta
J-tag immediate jeopardy.”

Review of an email rom Pharmacist #1 to the
CEOQ, CFO, and CNQ dated 01/25/19 at B:38 AM
revealed the facility’s Vasopressin (used in
cardiac arrest, shock, etc.) "expires in a couple of
crash carts on 01/31/19. We have none in the
pharmacy to replace this with. | have asked for
this and the Aclivase to be ordered since
12/10/18. We need the 2nd Activase o be in the
hospital to prevent any possible ER diversions
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| due to lack of drug. $13,218.70 (Vasopressin +

Activase).” The email further stated, "My narcotic
order (from 1/18/19) was deleled due fo the
payment issues we have, | have no Demerol
25mg/mil in the pharmacy and only 13 vials in the
haspital. | have less than 100 tabs of Norco
7.5/325mg in the pharmacy.” According lo the
email, "Verapamil and Epinephrine need to be
replaced on the crash carts beforg 1/31/19. |
have none in the pharmacy to replace with...The
fretaill pharmacy vendor] nole must be addressed
and all halds off the accounts no later than
Tuesday of next week to give me time to gel
these outdating drugs in and replaced.
[Pharmacy Distributer's Advisor/Creditor] has

| indicated that he is no longer going to

communicaie with us and Is turning the account
over to legal. | don't know what this means for

getting these and fulure orders released.”

| Further review revealed the CEOQ responded and

slaled, "So when we paid them 542,000 last week
| thought we ardered a bunch of things...Alter this
order how long will things last?" Pharmacist #1
responded with an email on 01/25/18 at 9:56 AM
that stated ihe narcotic order was not released
because the money was applied to the facility's
deht. The email iurther stated, “"The order did not
contain the Activase or the Vasopressin that are
needed (The $13K). These were not included on

! the last order due lo the high cost. | wouldn't be
| sending an otder this quick but we need the items

that are ouldaled and narcotic arders...| hope you

| understand that this is not normal operating

procedure lor any pharmacy in this country.
Pharmacy drug orders are sent daily everywhere

| else but at this facility and this was how we

operated up until finances prevented this. My

| concern also s that [Fharmacy Distributor] is my
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only source of several drugs. | can’t get them
from anywhere else and [the distributor] has
again cut us off and frozen the accounts.”

Review of the list of medications that Pharmacist
#1 requested to be ordered on 01/25/18 at 12:30
PM revealed the following medications were not
available at the facility: Acyclovir (antiviral) 5%
ointment (par is two 5 gm tubes; Amiloride (used
with other meds to treat high blood pressure,
swelling due to heart failure or cirrhosis of the
liver) HCL 5 mg tablets (par is 100 tablets},
Amitriptyline (lreals depression) HCL 50 mg
tablets (par is 100 tablets); Amoxicillin (antibiotic)
250 mg/5 mi {(par is 100 ml); Amoxicillin
(antibiotic)/Potclavulanate 62.5 mg/5 ml (par is75
ml); Azithromycin {(antibiotic) 200 mg/5 mi (par is
30 ml); Epoetin Alfa-Epbx (ireats low red blood
cells) 40,000 U/mt (par is four 1 ml doses);
Levofloxacin (antibiotic) 250 mg/S0 mi (par is 24
bags}, 500 mg/100 ml bags (par is 24 bags), or
750 mg/150 mi (par is 24 bags): or Moxifloxacin
(antibiotic) HCL/0.8 % NACL 400 mg/250 ml (par
is 12 bags). According to the email, the facility
could not obtain Levofloxacin or Moxifloxacin
from anywhere but the Pharmacy Disiributor and
slated, "have to have."

Furiher review of the list of medications needed
by the pharmacist included the following
medications thal were nol avallable at the facilily
Sodium Chloride 0.9% Irrigation {par is 12 1000
ml bags); Meperidine (Brand Name Demerol,
pain medication) HCL 25 mg/ml (par is 25},
Cyanoccbalamin {Vitamin 812) 1000 meg/ml (par
is 25 doses); or Melhylprednisolone Acetate
(steroid) 40 mg/1 ml (par is 25 doses). According
lo the emall, the facility only had 27 Sodium
Bicarbonale (used in emergencies for cardiac

A 480
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arrest and metabolic acidosis) 1 milliequivalent
(meqg)/ml {par is 10 doses). The email stated the
medication was "used on crash cars can'l run
out,”

An interview was attemnpted with the

Advisor/Creditar of the Pharmacy Distributor on

01/29/19 at 12:12 PM. A message was left to

relurn the stale agency's call. However, as of the f
exil date, 01/30/19, the vendor had not returned

the stale agency's call.

Interview with the Director of Pharmacy on
01/29/19 at 11.00 AM revealed that she had sent
an email lo the CEOQ and the Pharmacy
Distributor about needed medications, and the
distributor referred her to their legal depariment,
According to the Director of Pharmacy, thefacility
had no ability {o obtain any more medications for
the facility. She stated that to sign up with
another Pharmacy Distributor would take eight {8)
weeks or more. The pharmacist staled the
CEQ's plan to obiain medication since the
distributor will na longer supply the facility, was to
"borrow" medication from a facility he was
attempting to purchase on 02/01/18 in Missouri;
however, the pharmacist queslioned the legalities
of this "scheme.”

Interview with a Former Governing Body Member
on 01/30/19 at 2:07 PM revealed she was na
longer employed by the facility's corporation and
no fonger functioned as a governing body
member as of "last week." The Farmer Member
stated that she had been aware while functioning
as a governing body member that the {acilitly was
having problems meeting financial obligations
including obtaining medications. The Former
Member stated that she knew the facility was on
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a payment plan with the Pharmacy Distributor, but
was unaware thal the pharmacy had stated they
were going to stop supplying the facility with
medication. The Former Member stated that
communication about the facility was always

| concerning financas. The Former Member stated
| she had heen aware that if needed supplies could

not be obtained because of financial constraints,
the CEQ would contact the supplier and Iry to
work out a deal. The Former Member stated

! when she was functioning as a governing body

member, she was never informed that the facility
was unable to obtain medications needed for
patients,

Interview on G1/31/19 at 2:38 PM with the Chief
Executive Officer {CEO) and Owner of the facility
revealed he was aware of concerns with ablaining

| medications at the facility. The CEO stated that
. the facility did have an outstanding balance owed
| to the Pharmacy Distributor, but stated the facility

had paid down the debt considerably. The CEO
stated the facility had a financial agreement with
the dislributor to pay on the outslanding debt
while confinuing lo receive medications.
However, the CEQ stated that just recently the
pharmacy distributor had refused to send
medications to the facility and as of 01/24/19, the
facility was unable to oblain medication from the
pharmacy distributor, The CEO stated this was
not the first time the pharmacy dislributor had
refused to supply medications to the facility, but
as soon as a payment was made, they began
supplying medications again. Tha CEQ staled he
was hapeful that the situation could be “worked
out ASAP (as soon as possible).” The CEO went
on to state thal the corporation owned three other
facilities, and if a patient was admitted to the
facility and their ordered medication was not in

A 490
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stock, the facility could "hopelfuily” borrow the

state (one localed approximately 300 miles from
the facility and the other located approximately
500 rmiles from the facility). The CEO staled that
he was currenily checking to see if "borrowing”
medications and "transporting them over slate
lines" was permitted.

A799| DISCHARGE PLANNING
CFR(s): 482.43

The hospital must have in effect a discharge
| planning process that applies to all patients. The
hospital's policies and procedures must be
! specified in writing.
This CONDITION is nat met as evidenced by:
Based on interview, record review, and review of
. facility policy, it was determined that the facility
failed to have an efiective discharge planning
| process for one (1) of twelve (12) patients
(Patient #8). On 01/16/19 at 5:30 PM, a social
services consultation was requested for Patiend
#9 because the patient did not have running
water at home and did not have transporialion
| toffrom appointments or the pharmacy. However,
the facility failed to conduct a social services
consultation and discharged Palient #9 home on
| 01/23M19.

medication from a sister facility located in another

A 790 The facitity hod ao institational plan or anmal operating
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312019

udget due to no elfective Goveming Hoard being in place
he institutional plan. including annual operating budgel
1hnt included all anticipated income, expenses, and capital
gexpenditures for a thrce-year period was miade, This plan
Wwas prescnted 10 MEC on 220419 and sent 1o newly seated
*'nvcming hoard on 2122719 lor review and approvsl This is
{\-criﬁcd by attiched board minules: See Attached minules
II(‘nnlrnllc:r)
[The facility did noy have an effective system lor ensuring 20182019
socinl services was consulted, A reflex was attached to
‘uestions in flowehart pertaining to social services, When
nursing stafl chuose answers 1o questions, it sendls on
eleetronic trigger Lo social services depanment and stall.
Licensed oursing stafl will be in-serviced on policy 200.206
Nursing Discharge Mlanning, and policy 700,701, Discharge
Planning by Case Management.  This will he verificd by the
in-service attendsinee log, Med/Surg and the ED will
continue to keep a paper log of the refermals. The stall will
be in-serviced on this process. This will be verified by way
of an in-service altendance tog. Chan audits, including
tmely medication administmation. medication omissions,
change in condition documentation, consent for Ireaiment,
.lnmrilionallsucinl services consults, monitoring and
following up on medications will be performed daily by
nursing stalT w ensure complinnee. Chart audit towls are
collecied by ACNO who will repont results ol the chart
audits will he reported w QAPE weekly so i needed
ymmediate actrons are taken (Cnse Monngement Director)
The CEO wats found o nat b in complianee with 3209
averseemg all deparments o ensure a good working
yelationship throughout the Gcitity, CEQ will vversee
depariment managers and verify afl hospital st will be an-
serviced on 700 708, Interdepantmental Relationships
Department by depanment updates will be discussed
’wcckly Managers meeting o promote interdepormental
cobesiveness. The Admmistrative Assistunt will adhd this
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A799 |

A 837| TRANSFER OR REFERRAL
CFR(s): 482.43(d}

The hospital must transfer or refer patients, along
with necessary medicat information, to
appropriate facllilies, agencies, or ocutpatient
services, as needed, for follow-up or ancillary
care.

| This STANDARD is not met as evidenced by;
Based on interview, record review, and review of

AT99 ‘mecting to the meeling calendar. The Admimsirative

Assistam will report on the schedule and atendance
compliance (o the QAP cemmittee, (CEO}

New indicators were added w QAP progeam relived (o the
ocial services consultations and discharge consultations 10
monitor the procedures or processes that we have put in
place to ensure thit the plan is eNective. This witl be
werified by the QAP mecting minutes, (Discharge Planaer)

Muonthls

AB37

The facslity had no institutionad plan or aneual vperaling 32m9
wdget due to no effective Governing Boand being in place
[The institutional plan, including annual operating budget
1hat included afl anticipated income, expenses, and capital
sxpenditures for o three-year perfod was made. This plan
_\vns presented to MEC on 2720/19 and sent 1o newly seated
governing board on 2722419 (or review and approval. This is
veeilied by atached board minmes. See Attached mmutes
{Cantroller)
[ﬂ:c Facility did nuot huve an effective system lor ensuring
social services was consulted A reflex was attached to
‘yuestions in Nowchart peraining to social sepvices, When
ursing stafT choose snswers 10 guestions, it sends an
electronic trigper W sacial services department and stafT,
_icensed nursing stafT will be in-serviced on policy 200 206
ursing Discharge Planning, and policy 700 701, Discharge
Hanning by Case Management. This will be verified by the:
n-service atiendance log. Med/Sure and the ED will
continue (o keep a paper log of the referrals. The siaff will
¢ in-serviced on this process. This will be verified by way
of an in-service attendance fog. Chart audits, incluing
timely medication administeation, medication omissions,
th:\ngc in condition documeniation, consent for treatment,
wiritional/soeial services consults, monitoring and
following up on medieations will be performed duily by
hussing stail 1 cnsure compliance  Chant audit teals are
:olleeted by ACND who will report results of the chart
!:!lldils will he reponied 10 QAP weekly so if needed
immedinte nctions are Wiken (Case Management Dircetor)

yrame
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facility policy, it was determined that the facllity
failed to ensure one (1) of twelve (12) patients

| {Patient #8) was referred to appropriate agencies

! for follow-up. On 01/16/19 at 5:30 PM, a social
services consultation was requested for Patient
#9 because the palient did not have running

| water al hame and did not have transportation

| to/from appointments or the pharmacy. However,
the facility falled to conduct a social services

| consullalion and discharged Patient #9 home on
01/2319,

The findings include:

| Review of the Discharge Planning policy dated

[ August 2018, revealed discharge planning as well
as discharge teaching should focus on current

| needs and anticipated needs based on the
reason for hospitalization.

| Review of the “Interdepartmental Relationships”
policy, approved February 2017, revealed
Nursing Services should identify patients who
potentially needed a referral to some other
agency or nursing facility after discharge,
complete documentation as necessary for each
referral, and notify Sacial Services when needs
were identified.

Review of Palient #9's medical record revealed

| the facility admilled the patient on 01/16/19 with
diagnoses that included venous slasis disease
(stow blood flow in the veins to the legs) with
Cellulitis (infection) to both lower extremities.
Review of Palient #9's admission assessment

| revealed the patient had weeping malodorous

| drainage from both lower extremities and the legs

| were “red with yellow crusty buildup to calf area
bilaterally.”

(clmionship throughout the facility. CLEO will oversee
department managers and verify all haspitat stafT will be -
erviced on 700 78, Interdepanmenta) Relationshups
fl)cpanmcnl by department updates will be discussed at
i\\'cckly Manngers meetiog 1o promoie interdepartmental
cohesiveness, The Administrative Assisunt will add i
meeting to the mecting calendar. The Admimistrative
Assistant will report on the schednle and atiendance
comphanee 1o the QAPI commitice. (CLO)

Tor patient £9, the Gaweility lacked an effective system m
which social services was consulied. CNO 10 ensure and
verify that licensed nursing staff are following policies and
will be in-serviced on policy 200.606 Nursing Discharge,
policy 700.701 Discharge Planning. A rellex was attiched 1o
questions in Nowchan pertzining (o socisl senvices. When
nursing staif choose answers 1o questions. it sends an
clectranic tngeer to sucial services depantment and stail
Chart audits, including tisely medication adnnnistralion,
inedication omissions, chunge in condition documentation,
consent for treatment, nutritional/socinl services consulls,
monitoring and following up on medications will be
performed daily by nursing staff’ 1o ensure compliance
Chart audit toals are collected by ACNQ who will report
resulis of the chart aedits will be reported 1o QAPE weekly
w0 it needed immedinle actions are wken, The CEO will
’Iovurscc and verify that the siafT is in-serviced on tie revised
polices that have been approved by MEC and the new
Governing Board  (CNOHR Director/RIY

Lcw indicators were added 1o QAPI program relaed 1o the
ocial services consuliations and discharge consultations t
fnnnimr the procedures or processes it we have pul in
place 1o ensure that the plan is effective. This will be
Yerified by the weekly QAPE mecting minutes. (Discharge
*lanner)
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According to the medical record, Patient #9
informed staff hisfher condition had worsened
because he/she had no nunning waler at home,
and had no transpartation to get to/from
scheduled physician appointments or to/from the
pharmacy to get needed medications.

Further review of Patient #9's medical record
revealed on 01/16/19 at 5:30 PM a social
services consullation was requested. The facility
discharged the patient home on 01/23/18, and
there was no documented evidence that Adult
Protective Services was ever contacled regarding
the patien’s inability 1o obtain medical care.

Interview with Registered Nurse (RN) #2 on
01/27/19 at 5:00 PM revealed he discharged
Patient #2 home on 01/23/19. He stated he had
nol reviewed the patient's record at the time of
discharge and was unaware that Social Services
had not been contacted. RN #2 also stated he
was unaware that the patient did not have running
water at home, or that he/she had no
transporiation to get to physician appoiniments or
1o oblain physician ordered medications.

Interview with the Assistant Chief Nursing Officer
(CNO) on 01/29/18 at 11:00 AM revealed if social
services consullations were racommended, the
consuitation should be completed.

A 940 SURGICAL SERVICES
CFR(s): 482.51

If the hospital provides surgical services, the
services must be well organized and provided in
accordance with acceptable slandards of
practice. If outpatient surgical services are
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offered the services must be consistent in quality
with inpatient care in accordance with the
complexity of services offered.

This CONDITION is not met as evidenced by:
Based on interviews, record reviews, review of a
facility policy, and review of a facility investigalion,
it was determined the facility failed to ensure
well-organized surgical services were provided in
accordance with acceptable standards of
practice.

Observations and interviews with staif revealed
the facility failed to maintain surgical equipmentin
working order, failed to have formulary
medications available for sedation and
emergencies, and failed to ensure
cleaner/disinfectant used to clean/sanitize
surgical instruments and operating rooms was
not expired.

In addition, on 08/16/18, Patienl #1 was admitied
for abdominal pain and signed a consent to have
an Esophagogastroduodenoscopy (EGD) (a
pracedure to examine the stomach and upper
portion of the small intesline). However, review
of the "Operating Room Nurses Note" and a
facility investigation revealed the facility
attempted to perform a colonoscopy (a procedure
to examine the colon from the rectum) and
perfarmed a sigmoidoscopy (examined the inner
part of the reclum and lower colon) without the
patien{'s consent.

I'he institutional plan, including annual operating budget
that included all anticipated incomie, expenses, and capitl
L‘xpcudilurcs foe a three-year peniod was made. This plan
s presented W MEC on 220419 and sent 1o newly seated
Boveming board on 2/22/19 for review and approval. This is
~erilied by attached board minutes. See Attached minutes
{Controfler)

The facility had finled 1o maintain surgical equipment in
working order. A mmintenance contract, with DC Services
£272019) is in place to service Sieris equipment/nutoclaves
illnckup equipment is readily availuble This will be verilied
by a daily momtenance log ol Steris and mutoclove
equipment. Al cquipment bas heen verified hy either by
DC Scrvices. MedTech, or PMID services and is vp to date
as of 22014 (Surpery Chargte Nurse)

"he facstity was found w not be in complianee because the
CEQ did not ¢nsure the conduct of the facility was in
;complumcc As aresult, the facility did not ensure the sialT
avere Tolkowing proper procedure in obiaining the proper
informed consent for paticnt #1 on 8/16/18. To prevent this
issue fram renecurring, the CEO will oversee the CNO who
will ensure the Surgery Charge Norse, surgical stadf and
physicians are in-serviced an the Infonned Consent palicy,
700,223, nnd pelicy 700,003 on Veritication of Cormect Site.
Correct Procedure and Correct Patient for Invasive ar
Surgicnl Procedures. This will be verified by the in-service
Emcm!am:c log. A new QAPI performance indicator has
een added to the weekly QAP] process w momtor this
measure. The OR circulater uses the surgery checklist oot
10 verify the informed consent hias been completed prior 1o
the procedure. The OR Charge Nurse will also review the
checkhist that was completed by the circulistor prior to

rocedure, and if any problems tdentified, they will be
corrected prior 1o provedure being completed, logging
;rusulls to report 1o QAP weekly. This will be verilied by
}itc in-service nulendance log. (CEOY

1The fack of consistent pharmaceutical supplics being
reccived was identificd inthe survey  In order o ensure
hdequate supplivs a pharmcy budgel of SS00.000 has teen

ent to the Controller  This will be verificd by ennait sent 1o
The Controller. {Controller)

I'he Cardinal Wholesaler debt which had been identilicd in

he findings as being the cause of drug supply issucs is bonge

addressed  An initisl pavoent was made v 272019 and
Linother payment will e made 1o have Cardinal relense
orders.  The medications which were idemtilied as not being
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A940 Continued From page 102 A 940 hudget due to no effective Governing Nourd being in place
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A 951 5PERATING ROOM POLICIES
CFR(s): 482.51(b)

Surgical services must be consistent with needs
and resources. Policies goveming surgical care

vaifable were ardered on 221719 The Ditcetor of
Pharmacy will vversee the restocking ot the Omnicells
which oceurs twice a day vin the restock reports that
atomatically print in the inpatient phanmacy, The
hvailnhilil) of medications will be verified by the receipts
Teom the wholesaler and Omini inventory < which is aunched
{CED)
iMaterial supply issues were identifted in the survey 2222019
findings The relationship witl the muterind supply vendors
45 corrected. Moterial supply orders are being ordered
aveekly, There are no issues with placing orders and
ceeiving orders, Due to a lack of communication the
facility staff was not atways calling the materials
anagement dept und asking for supplies 1o be restoched
shen supplies has been depleated. Now a materials cherk
makes inventory supply rounds on week days for each unit
1 supplies nre needed they are replenished from the
mventory in the stock room. Stock room supplics ac
eplaced now throngh weekly orders 10 our maicrarals
upply vendor, (CEO)

Diversey was contacted on 17242019 regarding
manufneiurer date and expiration date of Virex Th by the
I fousckeeping Supervisor via phone. Diversey responded (Rl Tk
avith an ematl stating that “the date on the product was the
anufictured date, not the expiration date and if Diversey
uls an expiration date on their products, the number is
proceeded with EXP. The products in guestion were
manufuctured 31472018 and bave a shell life of 3 years
Ih'hc Surgery stall’ hos been in-servieed on policy 900.001
Expired matenials. This eon be verified by the in-service
attendance Jog. (Hoosekeeping Direclor/Surgery Churge

A 951 Nyrsey

[The fiserlity had ne institutional plan or annual eperating

budget due to no effective Governing Board being in pluce

fFhe institutional plaz, including el operating budgel 2
that included all antictpated income, expenses, and capital
expenditures for o three-year period was made. This plan

wiss presented 10 MEC on 220719 and sent 1o newly scated
I,gm'cmiug board on 2722119 Tor review amd approval. This is
wvenfied by attached board minties. See Attached minules
{Controlier)

LEv]
1

i

(R

'The facility had failed 10 mointain surgical cquipment in

working order. A maintenance comract.with 1XC Services

(272019} 15 in place 1o service Steris cquipment/autoclaves, 22812019
Buckup equipment is readily available. This wall be verihied

by a daily maintenance tog ol Steris and autocluve

cguipmient. All equipment has been verified by cither by

DC Services, MedTech, or PMID services and is wp to date

a5 ol 372019, (Surgery Charge Nurse)
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must be designed te assure the achievement and
maintenance of high standards of medical
praclice and patient care.

This STANDARD is nol met as evidenced by:
Based on observalion, interview, record review,
and review of facility policies it was determined
the facility failed to provide surgical services
consistent with needs and resources and
designed to ensure the achievement and
maintenance of high standards of medical
practice and palient care. Observations and
interviews with staff revealed the facility failed to
maintain surgical equipment in working order,
failed to have formulary medications available for
sedation and emergencies, and failed to ensure
cleaner/disinfectant used to clean/sanitize
surgical instruments and ogeraling rooms was
not expired.

The findings include;

Review of the facilily policy litled, "Reporting
Equipment Failures or Malfunctions,” revised
January 2018, revealed all known or suspected
equipment failures or malfunctions would be
reporied to the Facility's Management
Department. Continued review of the policy
revealed if the aquipment was needed for the
immedizie care of a patient, atlempls would be
made to find an allernate fype of equipment,
borrow equipment from another facility, or obtain
equipment from a rental company or loaner from
the equipment supplier. Furiher review of the
policy revealed if the palient was undergoing a
praocedure, the physician would make the
deciston to terminate, reschedule, or transfer the
patient to another facility.
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Ll‘hc luck of consisient phannacentical supphes being 21512010
A 951| Continued From page 103 A 951 Tece ed was identificd in the survey. In order o ensure

bidequate supplies a pharmacy budget of 300,000 has been
sent Lo the Controller. This will be venificd by emuil sent 1o
the Controller. {Controller)
The Cardingl Wholesaler debt which had been tdentilied in o201y
the lindings #s being the cause of drug supply issucs &5 being
;nddn:ssud. An initial payment was made on 2/7/2019 and
another pavenent will be made to have Cardingl release
vrders.  The medications which were idemtified as not heing
avinlable were ordered on 272119 The Director of
Pharmacy will oversee the restocking of the Omnicells
which aeeurs twice o day vio the restock eeports that
autamatically print in the inpatient pharmacy. The
watlabihity of medications will be verified by the eeceipts
[l'rum the whotesaler and Omni snventory - which is muached
(CEO)
Material supply issves were identified in U survey 2022:2019
{indings. The relutionship with the material supply vendors
is correcied. Material supply orders are being ordered
l\\-ccl.ly There are no issues with placing orders and
receiving orders. Due to a lack of communteation the
Icility stadT was not adways calling the mawrials
management dept and asking tor supplies to be restocked
shuen supphes has been depleated, Now a materials clerk
makes invenlory supply rounds on week days lor ench unit

[ supplies ure needed they are reptenished from the

mventory in the stock room, Stock room supplies are
eplaced now through weekly orders 10 our matermals
Lupply vendor. (CEQ)

r\ll employees and providers will e in-serviced on “Clhain 3G
g!' Command™ Policy 200,107, In-service will be ininated
D723/2019 This will be verified by the in-service attendance

tIng. {ACNQD)
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| 1. Review of the Operating Room Schedule for
Facllity #1 dated 01/17/19 revealed Patient #6
was scheduled for a Colonoscopy with Physician
| #3.

Interview with the Peri-Operative Charge Nurse
on 01/22/18 at 4:30 PM revealed in the past
surgeries and procedures had fo be cancelled
due lo equipment not being in good repair or
working order. The Charge Nurse staled that
Physician #3 had to reschedule Patient #6's
colonoscopy because the Steris Machine was
broken and the facility had na capability to clean
the scope used for a colonoscopy. The Charge
Nurse stated that due to the facility having an
ouistanding debt with the vendor, the vendor
would not repair the machine until the facility
pre-paid for their services.

Interview with Physician #3 on 01/24/19 at 1:50
PM revealed he was the Direclor of Surgica)
Services at the facility. Physician #3 stated he
was scheduled to perform Patient #6's
colonascopy the day the Steris Machine was

| "down."” Physician #3 stated he was not aware
that had the facility had the funds, the machine
could have been repaired in enough time to
perform the colonoscopy for Patient #6.
Physician #3 stated he instructed the facility to
have the patient go to another facility whera he
had privileges and could do the colonoscopy.
Continued interview revealed that he was aware
of the facility's financial issues, and stated it
impeded the ability lo provide quality services at
times. Physician #3 used the example of the
Sleris Machine, He stated most facilities would
have it repaired prior to procedures being
affected. However, at this facility, because of
maney problems, the vendor will not come unless
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DI\'CISE)‘ was comtucted on 1242619 reganding 12412019
[ : manulincturer date and expiration date of Virex Th by the
A 951| Continued From page 104 A 951: y

Housekeeping Supervisor via phone, Diversey responded
avith an emanl sting that “the date on the product was the
manufactsred date, not the expiration date and if Diversey
puts an expiration date on their products, the numbher is
procecided with EXP ™ The products in question were
mandctured 5/14/2018 and have u shelf life ol 3 vears
jThe Surgery stff hus been in-serviced on policy 900.001
Txpined matertals  This can be verificd by the in-service
attendance log. (ITousekeeping Director/Surgery Charge
Nurse)
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A 951| Continued From page 105
the facility pays upfront, resulting in a wait time.

Interview with Maintenance Technician #2 on
01/23/118 at 2:00 PM revealed lhe Steris Machine
was "oul” last week and could not be repaired
because the facility owed the vendor "a lot of
money." He stated the vendor was contacted but
refused to come without payment in advance.
The Maintenance Technician siated he was not
qualified lo repair the machine.

Review of the medical record for Patient #6 from
Facility #3 revealed Facility #3 admilled Patient
#8 on 01/17/19 with a complaint of rectal
bleeding. Physician #3 performed a Colonoscopy
on Palient #6 without issue and the patient was
discharged home the same day.

2. Cbservalion of medications available in the
Surgery Department on 01/23/19 at 10:15 AM
revealed the following medications were not
available: Lidocaine (local anesthetic) 1%, 30
milliliter (ml) vials {par was for B vials); Diprivan
(short acting sedative used during surgical
procedures; also used lo sedate patients
mechanically ventilated) 10 milligrams/milliliter
{mg/mi), 50 ml vial {par was 35 vials}; Diprivan 10
mg/ml, 100 mi vial {par was 20 vials};, Ampicillin
{antibiotic) 2 gm vial (par is 2); Atropine Sulfate

! {emergency drug for no or low heart rate) 1
mg/ml, 1 mlvial (par is 4); Bupivacaine/Epi .25%

| ({local anesthetic) 30 ml vial {par is 10); Ancef
(antibiotic) 1 gm, (par is 8): Gentamicin

| (antibiotic) 80 mg/50 ml IV (intravenous) (par is
4); or Isovue (contrast used in CT scans) 300 (50
mi vial) {par is 6). In addition, the facility surgery
department only had eight vials of Lidocaine 1%

| 10 mg/ml vial (par was 28 vials).

A 951
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A 851/ Continued From page 106

Interview with Registered Nurse (RN} #13 on
01/30M19 at 1:50 PM revealed staff had to leave
the Operating Room at times to obtain needed
supplies to continue surgeries. Continued
interview with RN #13 revealed the facility also
had to cancel surgeries due to malfunctioning
equipment or not having the appropriate supplies
on hand,

Interview with Cerlified Registered Nurse
Anesthetist (CRNA) #1 on 01/30/19 at 3:00 PM
revealed the facility did not have the medications
she preferred to use when anesthetizing patients.
She stated the last time she was at the facllity
approximately one month ago, the facility had "a
big vial” of Diprivan, which was "wasteful" as
most of the medication had to be thrown away
because it was not used on the patient,

Interview with the Chief Financial Officer (CFO)
on 01/28/19 at 6:00 PM revealed he managed the
facility's finances and was in conlact with the
Chief Executive Officer frequently regarding the
financial situation of the facility. The CFO stated
the Pharmacy Distributor would no longer provide
medications to the facility due to an outslanding
debt of 5500,000 and would only speak to the
facility through the distributor's attorney.
According to the CFO, the facility had no plans on
paying the Pharmacy Distributor and it would take
approximately eight (8) weeks to obtain another
Pharmacy Vendor. The CFO stated the CEQ's
plan was lo attempt to borrow medication from a
"sister” facility that the CEO was attempting to
purchase in Missouri,

3. Observalion during tour on 01/23/19 at 10:50
AM of the sterile processing area revealed three
(3) botlles of the Virex T8 (an all-purpose,

A 951
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A 951| Continued From page 107

hospital-grade cleaner, sanitizer, and disinfectant)
available for use for cleaning surgical instruments
prior to being slerilized. Two (2) botlles expired
on 05/14/18 and one baltle expired on 08/10/18.
Further observation of three (3) Virex TB botlles
in storage revealed they also expirad on
05/14118,

Observation in central supply on 01/23/19 at
10:55 PM revealed fourteen (14) bottles of Envy
Disinfectant Cleaner with an expiration date of
06/14/18.

Interview with the manufacturer of Virex TB and
Envy on 01/23/19 at 11,35 AM revealed the date
that was stamped on the bottlas was the
expiration dale of the product. The manufacturer
staled it was not recommended lo be used in a
health care setting past the expiration date.

interviews wilh Sterile Processing Technician #1
on 01/23M19 at 10:55 AM and with Sterile
Processing Technician #2 on 01/23/19 at 11:00
AM revealed they were unaware the Virex TB
boltles were expired. Continued interviews
revealed they had to "hide” cleaner from the rest
of the facility in order to keap from running out.
The technicians siated they thought the Virex T8
solulion came from a facility in anolher siate that
had closed. Further interviews ravealed the
technicians ran ouf of biological indicators (an
indicalor is placed in each item to be sterilized
and it provides infarmation on whether necessary
conditions were mel to provide a level of
confidence in the process) in December 2018
and were nol able to sterilize any instruments for
approximately a week. The technicians stated
they were fearful it would happen again.

A 851
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Intesview with the Director of Housekeeping on
01/23/19 at 11:10 AM revealed Virex TB andEnvy
| cleaners were also used to disinfect the
| Operating Room, Emergency Department, and all
! patieni care areas. The Direclor was unaware
| the cleaner was expired.

| Interview with the Chief Nursing Officer (CNQ)on
01/23/19 at 2:30 PM revealed at times the facility

| orders supplies but the supplies were shipped to

| another state, to another facility owned by the
CEQ (Chief Executive Officer). Continued
interview revealed the CEQ had also instructed
staff lo obtain supplies from a facility in another
state that had "been closed for a while.” The

- CNO stated the disinfectants probably came from

| that facility and that is why they were expired.

Interview with Physician #9 on 01/30/19 at 11:00
AM revealed he |eft Southeastern KY Medical
Center in Oclober 2018 because he feit
centinuing to provide care in the facility was
*endangering the lives of my patients” because
there was not adequate equipment or supplies in
the facility. He stated he had scheduled two
patienis for laparoscopic cholecystectomies
{removal of the gali bladder) in "mid October" but
was nolified that the facility was unable {o sterilize
instruments. He stated he had to call the call the
patients and tell them that he was unable to do
their surgery as scheduled. Further interview with
Physician #9 revealed availability of supplies was
| also a concern at the facility. He stated that there
had been times during surgical procedures when
| staff had lo leave the Operating Room to go
search the hospital for sterile gauze or tape
because the facility was unable {o keep the
rooms adequately stocked. Physician #2 also
stated medication availabiity was a concemn. He
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stated he was constantly forced to change
anlibiotic orders because they were not available,
which caused a delay in patient's antibiotic
treatment. Physician #9 sialed he had a patient
who presented to the ED with a2 "completely
blocked colon,” which required emergency
surgery, and a critically low white blood count
(WBC) of 0.8. He stated that without his
knowledgs, the hospital had stopped stockingthe
medication the patient needed to "stimulate the
bone marrow” to produce maore blood cells. He
stated "lhey had lo go searching to area hospitals
until they were able to obtain the needed
medication, which wasn't provided to the patient
until 1ate in the night.” According to Physician #8,
he was "unsure how a surgical department was
functioning without propofol [Diprivan]” because
the medication was frequentiy used in the
surgical selting.

AB55| INFORMED CONSENT
CFR(s): 482.51(b}{2}

A properly executed Informed consent form for
the operation must be in the patient's chart before
surgery, excepl in emergencies.

This STANDARD is not met as evidenced by:
Based on interviews, record reviews, review of a
facility policy, and review of a facility investigation,
it was determined the facility failed to execule an
informed consent for one (1) of twelve (12)
samplad patients {Palient #1) prior to a procedure
in the surgery depariment.

On 08/16/18, Palient #1 was admilled for
abdominal pain and signed a consent {o have an
Esophagogastroduodenoscopy (EGD) (a
pracedure lo examine the stomach and upper

AD55 nll'hc facility failed 10 execute an informed consent for one of
weive sumple paticats {patient #1) in the surgery
l‘lcpnnmcm To prevent this issue from re-pecurring, the
CEO will oversee the CNOQ who will ensure the Surgery

Chagpe Nurse, surgreal stall and physicians are in-serviced

bon the Informed Consent policy. 700,223, and policy

701003 on Verilication of Correel Site, Correct Procedure

and Correct Patient for Invasive or Surgical Procedures, it

Surgicul Checklist and Site Verilication Checklist  This

vill be verified by the in-service attendance log, A peer
eview wis conducted by the chicf of surgery und chiel ol

Stafl on 22819 and now (he checklist is completed prior

the procedure and surgical site verification eriteria is also

completed prior to the procedure, checklist attached, A new

;pcrfurmunl:c indicator has been added 10 the QAPL

ldushbonrd ‘Through chan reviews, data will be collected 10

verify informed conscnts, The surgery charge nurse wilt

Teport this 10 QAPEH weekly. This will be verilied by the in-

service atiendance log, (CEO)
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porlion of the small intestine). However, review
of the "Operating Room Nurses Nole" and a
facility investigation revealed the facility
attempted to perform a colonoscopy {a procedure
to examine the colon from the rectum) and
performed a sigmoidoscopy {examined the inner
part of the reclum and lower colon) without the
patient's consent.

The findings include:

Review of the facility policy titled, "Verification of
Caorrect Sile, Correct Procedure and Correct
Patient for Invasive or Surgical Procedures,”
approved June 2017, revealed the facility must
complete the following steps before every
invasive or surgical procedure: confirmation of
the correct procedure and patient shall occur in
pre-procedure/pre-operative area, involving the
patient whenever possible and completing a "time
out" for all cases. Continued review of the policy
revealed time ouls would be performed before ali
surgical or invasive procedures. Further review
of the policy revealed the facility defined a "time
out” as the pause in patient care aclivily
conducted by the surgical leam immedialely
befare starting the procedure to conduct a final
assessment that the correct patient, site,
positioning, and procedure are identified and that
all relevant documents, related information, and
necessary equipment are available. According o
the policy, time ouls will cause all olher activities
to be suspended; will be initiated by a designaled
Registered Nurse circulator; will invalve all
members of the surgical ileam; and will address
the correct patient, correct sidefsite marked,
consent form present and accurale; agreement
on the procedure to be dene; correct patient
position; and reconcile problems if theresponses
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among team members differ.

Review of Patient #1's medical record revealed
the facility admitted the patient on 08/16/18.
Review of Patient #1's Hislory and Physical
{M&P) dated 08/15/18 and updated on 08/16/18
at 12:00 PM, revealed Patient #1's chief
complaint was "[Shoriness of Breath), Hepatitis
C, Vomiling and Abdominal Pain," There was no
documented Impression/Diagnosis or plan.

Review of the "pre-admission order sheel” dated
08/16/18 revealed Patiant #1 was diagnosed with
Abdominal Pain and the pre-surgical orders were:
Pre-op medications as instructed by the
surgeon's office and prep as indicated for
colonoscopy. However, review of an Informed
Consent form reveated Patient #1 consented for
an EGD on 08/16/18 at 11:55 AM, not a
colenoscopy. (n addition, Physician #1 signed the
informed consent form for an EGD on 08/16/18 at
12.00 PM,

Review of Patient #1's "Pre Anesihesia
Assessmenl." dated 0B/16/18 at 12:16 PM
revealed the “proposed procedure” was an EGD.
Review of the "Anesthesia Record,” dated
08/16/18, also revealed the patient was having an
EGD, According to the Anesthesia Record,
anesthesia was initiated for Patient #1 an
08/16/18 at 12:56 PM for an EGD and a "Time
Qut" was conducted at 12:57 PM. The record
revealed aneslhesia was stopped at 1:04 PM and
the patient was taken to the Post-Anasthesia
Care Unit (PACU).

Review of the Comprehensive Surgical Checklist
dated 08/16/18 for Palient #1 revealed staff
documented that the RN confirmed with the
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patient the patient's identity, the procedure, and
the consent, Staff also documented a time out
was conducted and confirmation of the patient's
identity, procedure, and consent was conducted.

Review of the "Operaling Room Nurses Note"
dated 08/16/18 also stated Patient #1 was

consent. However, conlinued review of the nole
revealed Patient #1 was taken in the OR room at
12:56 PM and an "Active Time Ouf” was
conducted at 12:57 PM and the procedure
"Flexible Sigmoidoscopy” was verified, not an
EGD, the only procedure to which the patient
consented.

Review of a facility "Variance Report
lnvestigation” daled 08/16/18 revealed Patien! #1
was taken inte the Operating Room and a
colonoscopy was attempled. Due {0 “poor prep,”
a flex sigmoldoscopy was done and Patient #1
vas transported o PACU, The Investigation
slated that Physician #1 spoke with Patient #1's
family member and informed them the patiant
had a "poor prep.” The family informed Physician
#1 ihat the palient was scheduled for an EGD,
net a colonoscopy. According to the
investigation, Physician #1 brought the patient's
record to staff who reviewed the patient’'s medical
record and upon review aof the surgical consent,
history and physical, and physician orders, il was
determined the attempted colonoscopy was
"performed in error.” According to the
investigation, the RN "believes” he initiated the
lime out procedure and stated the procedure was
supposed to be an EGD; however, the room had
been set up with equipment for a colonoscopy
and "with no objections from any team members
an attempted colonoscopy was performed.” The

identified by name, birthdate, chart, and operative

AND PLAN OF CORRECTION IDENTIFICATION NUMBER TS COMPLETED
(&5
180021 B WING 0113012019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, 5TATE, ZIP CODE
SOUTHEASTERN KY MEDICAL CENTER SSORMERVIEWAVENUE
PINEVILLE, KY 40977
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION %8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CCMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
A 955| Conlinued From page 112 A 955

FORM CI45-2507{02-99) Provious Versions Ohsolale

Event ID: NS6G 11

Facility D 100020

Date: %L.// 7

Signature; I} \\___f

If continuation sheet Page 122 of 135




PRINTED 02/14/2019
DEPARTMENT OF HEALTHAND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-03H1
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA X2y MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING COMPLETED
c
180021 8 WING 01/30/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE Z2IP CODE
850 RIVERVIEW AVENLIE
PINEVILLE, KY 40977

{X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 5] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)

SOUTHEASTERN KY MEDICAL CENTER

A 9557 Continued From page 113 A 955

investigation ravealed the OR technician stated
ihat the time out was conducted; however, staff
slated the palient was supposed to have a
colonoscopy. The CRNA initially stated the RN
conducted the time out and stated the procedure
was supposed to be a colonoscopy, then the
CRNA changed her mind and said it was
supposed to be an EGD. Further review of the
invesligation revealed all staff involved stated a
"time oul” was conducted, but they made
conflicting stalements about which procedure was
announced. Further review revealed the OR |
room was set up for a colonoscopy. The [
investigation slated Patient #1 was then taken

back to the OR suite and an EGD was performed

without incident.

Interview with Peri-Operative Charge Nurse on
01/2419 at 3.55 PM revealed she was notified of
the incident with Patisnt #1 on 08/16/18. She
stated she notified Administration and began an
immediate investigation, The Charge Nurse
stated that the OR room was prepped for a
colonoscopy, not for an EGD. She further stated
thal sha interviewed the circulating nurse, the lwo
surgery lechnicians (CST) that were prasenl in
the OR, and the Cenlified Regisiered Nurse
Anesthetist (CRNA), who stated a "time oul” was
conducled. The Circulating Nurse and CRNA
staled lhey announced an EGD; however, neither
stopped Physician #1 from performing the
colenoscopy. According to the Charge Nurse,
she re-educated staff regarding the time out
process; however, Physician #1 refused to
discuss the incident and the Director of Surgery
refused to re-educate Physician #1. Further
interview revealed that Physician #1 continued to
perform procedures at the facility until he left in
December 2018.
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| Interviews were attempted with Physician #1 and
the Director of Surgical Services; however, both
were Unable {o be reached and no longer worked
| {or the facility.
A1100 i EMERGENCY SERVICES A1100 ]'I)c Macitity lailed to mecet the Lmergency ncm!s n!‘ paticnts 222209
CFR(s): 482.5 pwilh acceplable standurds of practice. The CEQ failed
(s} .35 provide oversight for the facility, The facitity Muiled o
integrate the ED with other depaniments ol the Tacility. The
The hospital must meel the emergency needs of facitity fuiled (o ensure poliey procedures goveming medreal
| patients in accordance with acceptable standards are in the KD where o responsibility of the medical staff
f ti he facality faled to huve a functioing governing board
| of praclice. Lind did not canvene per policy. The hospital staff and
!pru\idcrs will be in-serviced on policy 700,709, MedSurg-
This CONDITION is not met as evidenced by: Ecupc of Care, pohiey 700.3135 ER Scope of Care, pohicy
Based on observation, interview, record review 200 401 Scope of Care (Facihity). This will be verified by
| i 0 o ' L 1he insservice nitendance log. MEC Tias requested the
review of fa'_:'my policies/ proc.ed.ures, am_’ review {;mcndancc of the ED Medical Dircctor ot their meetings
of the American Heart Associalion/American MEC reviewed and approved these policies, the ED Medical
| Stroke Association Guidelines, it was determined Director was present for the MEC meeting an 220/19. Peer
the facility failed to meel the emergency needs of review of two EI charts was requested by MEC of ED
atients in accordance with acceptable siandards antract company and the results were presented and
p . - . l iscussed inthe 220019 MEC mecting. The new Governmg
| of practice. The facility failed to ensure the oard appointed a new CEQ an 2/22/19 wha will provide
| Emergency Depariment was integrated with other oversight o ensure guality vare is being provided. This may
| departments of the facility to ensure the facility be venfied by board minutes. (CEO/Controller)
co.:‘“d lml_'nedlaiely i SO SR Tl e facility had no institutional plon or annual eperatmg
of its pa.l'e"l care resources to assess and render udgel due to no efective Governing Board being in place | 21222019
appropriate care for emergency patients, and The institwtional plan, including annuat operating budget
failed to ensure the policies and procedures that included all anticipated incame. expenses, and captial
i i i i expenditures for a three-vear period was made, This plan
e JalEl T e tr' € \ was presented to MEC on 2/20/19 and sent to newly seated
Emergency Depariment were a continuing governing baard on 2/22/19 fur review and approval This is
responsibility of the medical staff. verified by attached board mintites. See Atached minutes
{Cantroller)
Patient #12 presented to the Emergency
Department (ED) on 12/04/18, in ful!l cardiac
| arrest. On two different occasions, Patient #12
required multiple doses of Epinephrine (a
medication to slimulate the hearl} in an effort to
sustain the patient's life. However, the facility
failed to have enough medication {o treat the
patient, and medication had to be supplied to the
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{The factlity fatled 10 have a fanctioning telementry mumtor 2 222019
: Jocated ot the nursing station and siafl wene unable o
A1100) Cantinued From page 115 Al wohmnilm a ptient’s cardine stats unjess they were present in
facility by the Emergency Medical Services (EMS) e patient's room: The T30 did not have functional pulse
thal had transported the patient 1o the ED. ! \il_l:c‘ljcrs.:)r have I'limclim:lal hlit:llu:?:;nl ":har]:;s C":“m"“r
. s imiled casting supphes and out dated casting supplics. o
Observation of ihe facility's ED on 01/30/19 at correet this issue The selationship with the matenial supply
5-q0 PM fe"emed lou! (4) ampules of . vendors is currected, Materiad supply orders are being
Epinephrine were available for an aduli patient Lnrdcn.-d weekly, There are no issues with placing arders and
and four (4) ampules of Epinephrine for a fr.'cglwing‘, orrrdcrs Due :uu Inckttlmf cmlnmmucu_litlln the
P : (Factlity stafl was nat nlways catling the materials
pe(‘:llalrlc p - HD\‘:]E\{E r, all eight ampules of management dept and asking for supplics to be restocked
Epinephrine had expiration dates of 01/31/19, the Svhen supplies has been depleated. Now a materials clerk
next day, and the facility had no available mukes inventory supply rounds on week days for each unit
Epinephring lo replace the medication and could ;!I'supplics'nn: needed they are replenished from the
not purchase any medication because thelr retail iventory in the stock n.mm. Stack room suppllf.s ac
. e seplaced now through weekly orders tw our materasls
VEI"IC:‘IDI' stopped relteasmg medication to the SLupply vendor. The relationship with the material supply
facility due to unpaid debt. :;'cndors is corrected. Material supply orders are bemg
ordered woekly, There are ro issues with placing vrders and
On 07/17/18, EMS was altempling to transfer a eeeving orders. Due to o lack of communiction the
tient lo the E sy e \ fuciluy stalT was not always calling the materials
patient to the ED who was exhibiting signs and management dept and asking for supplics (o be restocked
symptoms of an acute stroke. However, when when supplies has been depleated. Now o materiuls clerk
EMS contacled the ED fo inform them that they makes inventory supply rounds on week days for each unit
were en route ilh Ih patien,they were gl e el eyt el e e
gg’g"ed by Trl:: #11 ncIJ:I l?(:;rilrrl‘g the ‘?.a"em o the :placed now through weekly orders to our moteminls
ecause they would "kill this guy. upply vendor {CEO)
Subsequently, EMS contacted a transport
helicopter and the patient was flown to another The facility failed 10 ensure that the E1F was integrated with | 22272019

facility.

Further, the facility had an "Acute Stroke Practice
Slandard for Ihe Emergency Department” in
place with specific crileria and interventions for
the medical staff to follow and Implement when a
palient presented to the Emergency Departiment
{ED) with signs/symptams of a siroke. However,
the facility failed to implement the standard of
care on 11/12/18 at 10:35 AM, when Patienl #10
presented (o the ED wilh a "significantly elevaled
blood pressure” and exhibiting signs and
symptoms of a stroke. The facilily failed to
implement their Acute Siroke Practice Standard
for the Emergency Depanment; subsequently,
Palient #10 did not recelve medical imaging

utlier departments of the fcility. The hospital staff and
providers will be in-serviced en podicy 700.709, MedSurg-
iSeope of Care, policy 700.315 ER Scope of Care, policy
2000101 Scope of Care (Facility). This will be verilied by
the 1n-service attendance log. MUEC has requested the
bLitendance of the ED Medical Director at their meetings
MEC reviewed and approved these policics on 272019

Ireer review of two ElY charts was requested of ED contract
L.'nmpnn_\ and the results were presented amd discussed in the
D/20/19 MEC meeting . (CNO/Chiel of Stally
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been unable {o purchase the medication in the
past because the medication cost $10,000.
However, as of 01/24/19, the facility did not have
a retail pharmacy vendor from which to purchase
any medication.

Tours of ihe Emergency Depariment (ED) on
01/23/19 and 01/30/19 revealed the facility did not
have a functioning telemetry monitor (shows the
electrical activity of the heart) located at the
nursing station, and staff were unable to monitor
a patient's cardiac status unless they were
present in the patient's room. Further
observations revealed eight (8) of nine (9) rooms
in the ED did not have a {unctional pulse oximeter
{a device used lc measures the amount of
oxygen in lhe blood). Qbservations in the ED
also revealed none of the nine (9) ED rooms
contained a funclional bichazard “"sharps”
container. There were only two {2) bichazard
"sharps” containers located in the ED; one

STATEMENT QF DEFICIENCIES (%1} PROVIDER/SUPPLIERI/CLIA {X2) MULTIPLE CONSTRLICTION (%3) DATE SURVEY
AMND PLAN DF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
180021 i 01/30/2019
HNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
B50 RIVERVIEW AVENUE
SOUTHEASTERN KY MEDICAL CENTER
PINEVILLE, KY 40977
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COW"LETION
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DEFICIENCY)
Tl faciliny failed W implement acule stroke stendards X1/2019
therefore the stroke sce nssessment screering was not
A1100} Continued From page 116 Al 100'].'u:rl'umu.'t! on patient #10. The Tacility afso failed to
including a non-contrast head computed implement the standard of care in the EIY on patient 410
tomography (CT) scan until after being admitted Due o net adhering o the AHA Standards and NiL Stoke
h . Protocol the facility requested that the £D contract company
to the m'edlcal surgical floor and five (5) h,‘)_urs in-service their own physicians on the stroke protocol
after arrival o l‘he ED. In addilion, the facility llnscrvil:c logs and verification from in-service will be sent
failed 1o administer Patient #10 the siroke scale tnd placed in the employec files by 3/7/19. Air-Ivac
assessment screening to determine the extent of “ducators re-cditcated the cliniep! stall in the £D on 272519
. . . g ‘on the acule stroke practice standards. The ED departent
deficits besng.expenenced by the patient. On Mwilt be in-scrvice on policy 700321 Swroke Pohicy. The 1D
11712118 at 4-20_ PM, the resulls of a CT scan of iManager will monitor "Deor to MD” and "Doer to
the head for Patient #10 revealed the palient was [Mhrombolytics” as purt ol QAR process that meets weekly
experiencing an apparent evolving stroke. The This will ke verified by the QAP mecting minuies (CNO})
pag'.em was flransferred L C Rzl The facility was aware of previous employee stalcments 3nzmo
at 8:15 PM for trealment of an acute stroke. avhich reflected poorly on the ED depaniment and the
Ll'ncilil:.' The ED staff were re-educated by the B Manager
The facility failed 1o have more than one Tissue on the Mission Statement, the emplovee job descriptions and
Plasminogen Aclivator (tPA) (a medication the Policics and Procedures for the Emcrgeney Departiment
dmini d to dissol I Phis will be verified by the in-service nitendance log
a n_‘“msmre o dissolve b ?ad clols, name bra'nd (ACNO/Tumun Resources Director)
Activase), used to treat patients who were having |
a stroke. Interviews revealed the facility had The facility failed 10 have a functioning telementry monitor | 37172019

located ot the nursing station and staff were unable to
memitor 4 patient's cardize status unless they were presenl in
1he patient's room. The EI? Central Cardiac Monitor has
been repatred hy DTG, inttial payment submitted 2/1 172019
and Gnal payment was submitted on 21192019, Central
monitor hack in operation3f12019. Nursing staff has been
making patients rounds every 510 mimutes to visualize in
Tomn wonilor on palients who require ongoing candine
munitoring. 1F patient requires more Irequent mosilosing,
11 care s provided as DD is stafTed with cither 2 RNs or |
RN and | Paramedic 247 (ACNOICEQ)
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CFR(s): 482.55(a})(2}

[If emergency services are provided al the
hospital --]

{2) The services must be integrated with other
departments of the hospital.

This STANDARD is not met as evidenced by:
Based on observation, interview, and record
review, it was determined the facility {ailed o
ensure the Emergency Departiment was
integrated with other departments of the facility to
ensure the facility could immediately make
avallable the full exten! of ils patienl care
resources lo assess and render appropriate care
for emergency palients.

Patient #12 presented to the Emergency
Department (ED} on 12/04/18, in full cardiac
arrest, On two different occasions, Patient #12
required mulliple doses of Epinaphring (a
medication to stimulate the heart} in an effort to
susiain the patient’s life. However, the facility

‘otlier departments of the fucility. The hospital stufl’ wd
||1|1:)\.-i(.k:rs will be in-serviced on policy 700 109, MedSurp-
Scupe of Care, policy 700 315 ER Scope of Care, policy
EUU,-I(]] Scope of Care (Faciliy), This will he verified by
the in-service attendance Jog. MEC has requesticd the
attendance of the ED Medical Direetor al their mectings.
'MIEC reviewed and approved these polivies un 2£20019

PPeer revicw of two ED chants wos requested ol LD contract
company and the results were presented and discussed in the
2£20/19 MIC meeting . (CNOIChicel of Stalh

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A.BUILOING COMPLETED
180021 B WING 01/30/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZP CODE
B50 RIVERVIEW AVENUE
SOUTHEASTERN KY MEDICAL CENTER
PINEVILLE, KY 40977
(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (A5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, {EACH CCRRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRORRIATE BATE
DEFICIENCY)
il'hc facility Fuled 10 have enongh medication Lo el 362019
. patient in the ED. The medication was avuilable in five
A1100] Continued From page 117 A1100 Jagiional crash carts (25 syringes) located through-out the
container was located in the hailway and another focility which were not seeessed, and also in the mpatient
in the physician's charting raom Observations on pharmacy. Neither Administration nor the Pharmacy was
otificd that medication had been obtained from EMS,
01/30/19 revealeFl ED staff had to transport used therefore their supply was not replenished. The facility also
needles and devices through the hallway to get to finled to have more than one Activase on hand. The
a hiohazard container to disposea of the items. In Cardingl Wholesaler debt which had been identified in the
addition, observation of the casting roam on findings as being the causc of drug supply issues is being
. ; addressed. An initial payment was made on 272019 wnd
91{23“9 IR G reyea]ed it contained a nother payment will be made to have Cardinal release
limited number of stpplies necessary lo cast Lirders  The medications which were identified as not being
fractured bones of patienis presenting to the ED avaitable were ordered on 221719, The Diteeter of
in need of casling services. The ED's entire [Phurmacy will oversee the restocking of the Omnicells
q . which oceurs twice it day via the restock reports that
supply °.f casling lape vias EXp!red and the autematicatly print in the inpatient pharmacy. The
3pl?r°P"'a|Ie ISIZES were not available to treat availability of medications will be verificd by the receipts
various injures. from the wholesaler and Omni inventary « which is attuclhied
(CEO)
A1103) INTEGRATION OF EMERGENCY SERVICES A1103 the fucility friled to ensure that the BB wag integrated with | 3672019
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IThe fetlsty fled 1o have enough medication 10 treat a 3672019
. patieat n the ED. The medication was available in five
A1103| Conlinued From page 118 Al 103:nddiliunnl crush cons (25 svringes) located thronugh-out the
failed to have enough medication to treat the ‘facibily which were not accessed, and also m the inpatient
patient, and medication had ta be supplied to the harmacy. Nesther Administrtion nor the Pharmacy was
facility by the E Medical Servi EMS otificd that medication hud been obtained from EMS,
Ciiity By e Smergency '_3 ical Services ( ) 1herefore their supply was a0t replenished. The facility alsa
ihat had transported the patient o the ED. filed Lo lave more than one Activase on hand, The
nedinal Wholesaler debst whicl lud been identified in the
On 07/17118, EMS was allempting to transfer a ﬁ:giﬂﬁ " ";‘i",g ."3='=='“-‘= "fl"mg Sl'nglb' iszl{';s ;’; l*“;"'"ﬂi
; o : addressed. An initial payment was made on 2/7/200149 and
patient to the ED who was exhibiling signs and nother payment will be made to have Cardinal relense
symptoms of an acule stroke. However, when orders.  The medications which were identificd as not being
EMS contacled the ED to inform them that they available were ordered on 221219 The Dircetor of
were en route with the patient, they were Pharmacy will oversee the restocking of the Dmnicells
1 which occurs twice i day via the restock repons that
e E,D .brln.g L) p,,a“em LD automatically prnt in the inpatient pharmiacy. The
ngbecause they would “kill this guy. availability of medicatons will be veriticd hy the receipts
ubsequently, EMS contacted a transport from the wholesaler and Qunai mventory « which is attached
[Jptrees z
helicopter and the patient was flown to anolher (CED)
:.af:“:_;y' Liapi o) ‘.‘mh. Ll re.veamd L Jle =T The fasility Fuled to have o functioning telementry moniter 2222009
a'l? to have mEd'ca"Pn available used to treal Toemed at the nursing stutsen and stafl were unable
patients who were having a stroke. monitor a patient’s cardine sistus unless they were present in
the paticnt’s roomn. The ED did not have functiona) pulse
Tours of the Emergen men oximeters, or have functional biohazard "sharps container”,
01/23/19 and D“;%”;y Deplar:j L (EP) or.l Timited casting supplics and out dated casting supplies To
an revealed the facility did not correet this issue the relationshep with e matesial The
have a functioning telemetry monitor (shows the Felationship with the materiol supply vendors is ¢orreeted
electrical activity of the heart) located at the Material supply arders are being ordered weekly. There ane
nursing station, and staff were unable to monitor na issues with placing ordurs and cecenving orders. Due lea
a palient's cardi tat ! th lnck of communscation the facility stnll was not always
P . ac s E‘I LML Al culling the materials monagement dept and usking lor
present in the patlent's room, Further Lupptics 1o bre restocked when supplies has heen depleated
) . M )
observations revealed eight (8} of nine () rooms ow a materials clerk makes inventory supply munds on
in the ED did not have a functional pulse oximeter "‘*‘“!"" t_lnlys d“;" "““!"‘ . ”l-‘“i‘[""l';: e ";‘:’;“’I “‘“%'1"“'"
; replenished from the inventery in the stock room Stock
@ dewcle "::edb:o n(;l;aasoubres lhE‘!.amo'unl;uf ED oom supplics are rephaced now throgh weekly urders
oxygen In the blood). servalions In ine ur materials supply vendor, (CEQY
also revealed none of the nine (9) ED rooms
I'he facility faded 10 have o funclioning tclemetry monitor 3N2m9

contained a functional bichazard "sharps"”
container. There were only two (2) biohazard
“sharps" conlainers located in the ED, one
container was located in the hallway and another
in the physician's charling room. Qbservations on
01/30/19 revealed ED staff had to transport used
needles and devices through the haliway to get to
a biohazard container to dispose of the items. In
addition, sbservation of the casting raomon

focated i the nursing station and stlf were unable to
onilor 2 patient's cardiae status unless they were present in
the paticnt’s ruem. ‘The ED Central Caediae Monitor hus
hrccn repasred by DTG, initial payment submitted 271172019
land final payment was submitted on 21192019 Cepral
'munilur back i operntiond/ 1722019, Nursing staff has been
making piticnts rounds every 3- 11 nunutes w visudize in
tom monitor on patients who require ongoing canliac
monitormg 15 patient requires more frequent monitonng,
11 care is provided as ED is staffed with either 2 RNs or |
RN and t Paramedic 2447, (ACNO/CEQ)

QRN CMG-2507{02-99) Provious Versions Ohscicie

Event 1D NSEGIT

Focliy 1D 160020

el |
N -
Signaturel y

Date: ’5/”'- /' j

If continuation sheet Page 128 of 135




PRINTED 02/14/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
| |
|
. i
|
|
|
FORN CIS-256T(02.95) Pravzous Varsions Obsolete Event 1D NS5G1 Facilty I3 100020 It contingeation sheet Page 129 of 135

Signature: IW Date: 36" /’?




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

PRINTED: D2/14/2019
FORM APPROVED

OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION |X3) DATE SLRVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEBER A. BUILDING COMPLETED
c
180021 BEWING 01/30/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
SOUTHEASTERN KY MEDICAL CENTER S50 RIVERVIEW AVENLE
PINEVILLE, KY 40877
{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES (I3} PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED AY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE C°'~“"-*’-'£'°"
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAT
DEFICIENCY)
The Bactliyy was aware of previous employee sialements 312019
. which reflecied pootly on the ED depariment and the
A1103] Continued From page 119 Al 103;fmzil1l_\' The EDD stall were re-educated by the 1 Manaer
01/2319 at 9.45 AM revesled it conlained a on the Missicn Statement, the employee job descriptinns and
i i the Policies and Procedures for the Emergency Department
Iflmlled r:'ug‘ L OffsuPt? lle? necess?_ry '? ct:St ED [rlais will be venificd by the in-service attendance log
_racmr: f Onelje' ofpa ,en 5 QIE:SEEHDIPQ Ql' & (ACNO/ITuman Resources Director)
In need of casting services. 1] 5 gnlire
supply of casting tape was expired and the [The facility farled to have a funchioming wlementry moriter 3012019
appropriate sizes were nol available o treat located at 1I|c_nur_sing station amd stalT were unuble to .
: - nanitor a patient’s cirdiac status unless they were preseat im
various Injuries. he paticst’s coom. The £ Central Cardiac Monitor has
Teen repoared by DTG, initial payment submitted 2/11/2019
The findings include: amd inal payment was submitted on 271920019, Central
monttor hack i operation3/ 1722089 Nursing staft has been
; a T ’ : muking paticals rounds every 5-18 minuies to visunlize in
Rewew:'of “.m facility palicy titled, "Pracedure List roam monitor an patients who requtire ongoing cordiac
for ED," revised January 2019, revealed the momloring, 1f patient requires more frequent monitaring,
facilily would provide services including treatment 1-1 care 1s provided as ED) is stalfed with either 2 RNs or |
for cardiac and/or respiratory arrest; cardiac RN and | Paramedic 247, (ACNOICEQ)
esnunalend t_realmem of'arrhylhr?ias; The Radolopical Policy 300441 Scope of Services was 20227219
trealment of patients in respiratory distress; editedd 10 change on call teelinologist response time to be
treatment for acute stroke, including the within 15 minutes The policy will be taken 1o APl o
administration of thrembaolylics {(medications lo %\lf{f‘-lf ;md to llll;' G_(IJI‘«;ming Bn_nrddﬁ:f l‘l‘npm"?! '”;IL‘
i . g Teadwlogy stall will be in-serviced on this policy changes
Lt PO R LG RET T This will be verificd by the QAP] meeting misutes.
:actl.::es, ‘"eai:?ei'nt of lra:rlna ll?a“?lmsl; disast {Director of Radiology)
ypenensive Crsts, anaphylaclic snock, disaster
triage; treatment of acute myocardial infarctions EMS reported that during u code which began at 2002 and Mz
(heart atlack) including the administration of ended a1 2155 2 chest x-ray was not completed. The
Ivtics: and pediatri A Radiology department was onsile dunng the times of the
thrombolytics; and pediatric emergencies. conde and the x-ray was in act ordered at 2119 completed at
7137 This can be verilied hy e eMAR tme stamps
Review of the facility's policy, "Radiology Scope (CEO}
of Service," approved February 2017, revealed
the Radiclogy Depariment was a medical
specially that employed the use of an array of
imaging technologies to diagnose or freat patient
condilions. The policy stated that after normal
business hours, a lechnologist would be "on call
and responsible for all services provided in the
facility.
The policy slated "after hours” the "on call”
lechnologist was to be contacted by the hospital
nursing staif for any and all emergencias Ihat
required their services. The policy also stated
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DATE

A1103|

Continued From page 120

that the "on call” technologist would respond to
the facility within forty-five (45) minutes of being
conlacted by facility staff.

1. Review of Patient #12's medical record
revealed the patient arrived at the facility's ED on
12/04/18 at 8:02 PM. The record stated that
report received from EMS, who had transported
the patient to the facilily, revealed the patient had
altempted suicide, was unresponsive, and in full
cardiac arrest {uncanscious with no hearl function
or breathing} with cardio pulmonary resuscitation
(CPR) in progress upon arrival, Patienl #12 had
also been intubated (a lube placed in the
windpipe so oxygen could be delivered to the
lungs) by EMS en route to the factlity.

Continued review of Patient #12's medical record
revealed thal upon arrival to the facility Patient
#12 was assessed to have a weak carolid pulse
and lifesaving measures conlinued. Patient #12
was administered twenty-two (22) ampules of
Epinephrine from B:08 PM until 8:55 PM, at which
time it was determined that Patient #12 had a

| palpable pulse, and at 8:58 PM the patient was

placed on a mechanical ventilator (a machinethat
assists a palient to breathe). Review of physician
orders for Patien{ #12 dated 12/04/18 at 9:10 PM,
revealed the ED physician ordered Patient #12 to
have a chest x-ray obtained "STAT"
{immediately). However, review of Patient #12's
medical record revealed no evidence the chest
x-ray was oblained as ordered.

On 12/04/18 at 9:35 PM Patient #12 again wenl
into cardiac arrest, and CPR was resumed, and
eight (8) additional ampules of Epinephrine were
administerad to the patient between 9:35 PM and
8:55 PM, at which time Palient #12 was

A1103
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A1103| Continued From page 121 A1103
pronounced deceased.

[nterview with RN #13 on 01/30/18 at 2:30 PM

. revealed she was working when Fatient #12 was

trealed in the ED. The RN stated that she could
nol state ernphatically why Patient #12 did not get
the chest x-ray as orderad, but stated there was
no ane from the Radiclogy Depariment present in
the facility while Palient #12 was receiving
treatment. The RN also stated that the facility ran
out of epinephrine in the ED while trealing Patient
#12. RN #13 stated supplies in the ED had been
a problem for "some time." The RN stated that
EMS had to provide epinephrine to the facility
while Patienl #12 was being treated, but was
unable to say exactly how many ampules were
"borrowed" from EMS.

Interview with Paramedic #1 on 01/29/19 at 2:45
PM and with Emergency Medical Technician
(EMT) #2 on 01/29/19 at 3.00 PM revealed they
were the EMS personnel who fransported Palient
#12 to the ED on 12/04/18 and remained in the
ED assisting facility personnel until Patient #12

| was pronounced deceased. Paramedic #1 and

EMT #2 stated that the ED staff never performed
a chest x-ray on Patient #12. Continued inlerview

| with Paramedic #1 revealed that when ihey took

Patient #12 into the ED, they also took their
medication box into the facility. Paramedic #1
slated that they routinely take their medication
box into this facility with them, because it is
rautine for the ED neot to have the medication

| needed, and they often supply il to the facility.

Further interview confirmed that the facility ran
out of Epinephrine medicalion while trealing
Patient #12 and they used several ampules from
their medication supply. Although Paramedic #1
and EMT #2 were unable to recall exactiyhow
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many ampules of Epinephrine were supplied to
the facility, they stated they had supplied "the
majority” of Epinephrine administered to Patient
#12. EMT #1 stated the facility's ED was the only
one he had ever had to supply with medications
or equipment during his entire career.

Interview with the Director of Pharmacy on
01/29/19 at 11:00 AM revealed that as of
01/29/19, she was filling the facility's crash carts
(carts utilized for the transportation and
dispensing of emergency medication used in a
lifesaving situation) with the last of the facility's
"emergency medications” including Epinephrine,
and she did not have the abilily tc obtain any
maore due to the facility's financial situation.

Observation of the facility's ED on 01/30/119 at
5:00 PM revealed the ED had four (4) ampules of
Epinephring that could be administered to an
adult patient and four (4) ampules of Epinephrine
that could be administered to a pediatric patient.
However, all eight ampules of Epinephrine had
expiration dates of 01/31/19,

2. Review of an audio recording of an
Emergency Medical Services {(EMS} dispatch call
recorded on 07/17/18, between the facility's ED
and EMS Dispatch revealed the dispaich station
called the ED on 07/17/18, exact time unknown,
to communicale to the ED that EMS was enroule
to their facility with a patient who was believed to
be having an acute stroke. RN #11 is heard
answering the phone call and confirming that it
was the ED. The dispatcher proceeds to tell the
purse that EMS was en route to the facility with a
patient who appears to be having an acute
stroke, The Nurse then states, "If this is a stroke
symptom it needs to be flown, | mean we are just
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going to kill this guy, you know what I'm saying.
Just tell them it is critical that he gels reatment
immediately.” The dispatcher is then heard
communicating with the EMS crew who was
transporting the patient, and then stating to RN
#11,"Okay, I'll call the helicopler.” The nurse

Interview with the EMS Director on 01/29/19 at
2:45 PM revealed he was the paramedic on the

stroke patienl to the ED. The EMS Direclor
stated that al that time the ambulance
transporting the patient was approximately
sixieen (16) minutes from lhe facility. The

the helicopter 1o land and pick up the siroke

was located directly across the street from the
facility. The Director stated thal afier EMS

another sixleen minutes for the helicopter to
arrive {o transport the patient. In addition,

thirty (30) minutes long. Further interview with
the EMS Direclor revealed that EMS staff had
since been informed by the facility nursing siaff
ihat the facility did not have any Tissug
Plasminogen Aclivatar (tPA) (2 medication
adminislered to dissolve blood clois);
subsequently, the EMS Director stated any
patient believed to be having an acute stroke
would be transported to another acute care

alternative facility.

Interview with RN #11 on 01/29/19 at 6:45 PM

then replies, "thank you, dear," and the cali ends.

call when RN #11 instrucled EMS not to bring the

Director went on lo stale that the helipad used for

patient was the helipad utilized by the facility and

arrived at the helipad with the patient they waited

according 1o the EMS Direclor the flight from the
facility's helipad to the receiving hospilal localed
seventy-three (73) miles away was approximately

facility, despite the location or lime of travel to the
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revealed that she was working in the ED when
Dispatch called the facility informing them of the
incoming stroke patient. RN #11 stated the ED
physician working that night was the slaff
member who iniliated the conversation with her to
instruct EMS to "fly the patient oul" instead of
treating the patient in the £ED. The RN stated the
ED physician and she discussed the fact that the
facility did not have radiology services in the
facility from midnight until 7:00 AM, and &
Computerized Tomography (CT) technician would
have to be "called in,” and then it would lake an
hour for the results to be available, and by that
time, thae patient “would be dead," Continued
interview with RN #11 revealed working in the
facility's ED was like working in a “low rent
doctor's office.” RN #11 stated that the most
basic of laboratory studies were sent out to be
processed and nursing staff had to search all
over the building for medication, and then it may
or may not be found. The RN stated the ED did
not have even the "basic supplies,”

Interview with the Director of Pharmacy (DOP) on
01/23119 at 2:45 PM revealed the facility had only
one (1) dose of {PA medication available in the
facility. The DOP stated that due lo the cost of
the medication she could not oblain any more.
The DOP slated that the facility was in debt to the
pharmacy supplier for approximately one-half
million dollars, and they could not obtain any
medications without paying "up front” forthem.
She further indicated tPA medication cost
approximately ten thousand daollars and the
facility did not have funds available to purchase
the medication.

3. Tours of the Emergency Department (ED) on
01/23/19 at 9:45 AM and on 01/30/19 at 5:15 PM,
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revealed the facility had nine (9) ED rooms, twa
(2) of the rooms were dedicated for trauma
services and one (1) of the rooms was dedicated
for casting services. Continued observations on

was located at the nursing station; however, lhe
monitor was not operational and could not be
utilized to monitor patients who had presenied lo
the ED with suspected cardiac problems or
patients who were experiencing an acute
myacardial infarction (heart attack).

interviews on 01/30/19, at 5:20 PM with
Registered Nurse (RN} #9, at 5:45 PM with RN
#10, and at 2:30 PM with RN #13 revealed the
telemetry monilor at the nursing station had not
worked for "months." RN #13 stated there had
been occasions when two or three patients were
present in the ED who required cardiac
monitoring; hawever, the only way tocontinuously
monitor the patient's cardiac stalus was to stay in
the room with the patient and observe (he
bedside monitor. All the stalf interviewed stated it
was impossible to stay in the room with each
palient in the ED, and al times this had presented
siluations that placed the patients at risk for
critical changes in their condition not being
recognized timely and acted on immediately,

Further review of the ED rooms revealed eight (8)
of the nine (9) rooms did not have a working
pulse aximeter.

Further interviews on 01/30/19, at 5:20 PM with
Registered Nurse (RN} #9, at 5:45 PM with RN
#10, and at 2:30 PM with RN #13, revealed only
one room in the ED was equipped 1o provide
continuous puise oximetry maniloring for a
patient. The nurses stated that there were two

01/30/19 at 5:15 PM revealed a lelemetry monitor
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(2} "portable stations” that they ulilize for
obtaining patient vital signs, which also contained
disposable pulse oximelry equipment that was to
be used on one palient and then discarded.
However, the nurses stated that due lo a lack of
supplies in the ED and not having any additional
disposable pulse oximeter sensors available, the
staff ulilized the same disposable senor for every
patient in the ED. The staff were unable to say
how long the sensors had not been available, but
stated, "a while."

Continued observations of the ED ravealed none
of the nine (9) ED rooms contained a funclional
biohazard "sharps" conlainer. The only bichazard
“sharps” containers localed in the ED were in the
hallway and in the physician's charfing room.
Observations on 01/30/19 revealed ED staff had
to transpont used needles and devices through
the hallway to get to a biohazard container to
dispose of the items, crealing a substantial risk of
exposure of a bloodborne iliness or injury to
patients, staff, and visilors in the ED.

Continued interviews on 01/30/19, at 5:20 PM
with Registered Nurse (RN) #9, at 5:45 PM with
RN #10, and at 2:30 PM with RN #13 revealed
the "sharps containers” in the rooms had not
been functional for "a while." The staff stated
they had to utilize the large sharps container in
the hallway or the one in the physician's room.,
The staff interviewed staled they recognized this
practice to be a "serious” problem related 1o
infection control.

4. Observation of the casting room on 01/23/19
at 9:45 AM revealed il contained three (3} rolls of
1-inch casting tape each of which had an
expiration dale of QOctober 2015; nine (9) rolls of
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2-inch casling tape each of which had an
expiration date of December 2018; one (1) roll of
2.5-inch casling tape with an expiration date of
Oclober 2015; and one 6-inch roll of casting tape
with no expiration date present. Further review of |
the casting supplies revealed sixteen (16) casting
spenges were present, ane (1) with an expiration

dale of March 2017, seven (7) wilh an expiration

dale of June 2017, two (2) with an expiration dale

of October 2015, and six (8) with an expiration

date of December 2015,

Interview with the Casling Technician on 01/23719 |
at 10:00 AM revealed he was aware lhat the |
casting supplies had expired but stated they were

the only supplies available. The Casting

Technician stated that the one (1) roll of 6-inch

casling tape, which was used for large areas

such as legs, is an item that is frequently used,
because a fractured leg is a comman injury seen

in the ED. Continued interview with the casting
technician revealed that due to the casting

supplies "being so old" and out of date, it was

difficult at times lo make the castings stick orlhey

had to "make do" ulilizing inappropriately sized

tape to try and make a cast that would fit,

because the appropriate size casting tape was

not available,

Interviews on 01/30/19 at 6:15 PM with the Chief
Nursing Officer {CNQ) and the Assistant Chiet
Nursing Officer (ACNO) revealed they denied
having any knowledge of the facility having to
"borrow" medications and supplies from EMS to
operate the ED. However, continued interview
with the CNO and ACNO revealed that the EMS
Director had requested to meet with them
"sometime in the summer” of 2018, because of
concerns he had with the facility's ED. The CNO
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and ACNO stated during the meeling they were
informed by the Direcler of the phone call that
had transpired between the ED and EMS
Dispatch. The CNQ and ACNO stated an
investigation was initiated and they spoke with
RN #11 and the physician who was working in the
ED. According to the NCQ and ANCOQ it was
determined by RN #11 and the ED physician that
due to the facility not providing neurological
services, it would be belter for the patient {o be
flown to another facilily, and no changes were
made in the ED as a result of theinvestigation.
Continued interview with the CNO and ACNO
revealed they were aware thal the telemeiry
menilor was not working in the ED and they had
made the Chief Executive Officer (CEQ) and the
Chief Financial Officer (CFOQ) aware; hawever,no
action had been taken and the ED conlinued {o
not have a funclioning cardiac monitor al the
nurses’ station. Continued interviews revealed
the CNO and the ACNO were not aware of the
lack of pulse oximetry sensors not being available
in the ED. The CNO and ACNQC also staled the
facility had been out of bichazard sharps
containers for the ED rooms for "months.” The
CNO and ACNO stated that decisions on which
supplies were obtained were made ona
day-to-day basis and they try lo obtain the most
critical supplies first, bul due to the financial
condition of the facility, not all needed supplies
could be made avaitable.

EMERGENCY SERVICES POLICIES

CFR(s): 482.55(a}{3)

A1104

(If emergency services are provided at the
hospital --

{3) The policies and pracedures governing

A1103
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for the Emergency Department; subsequently,
Patient #10 did not receive medical imaging
including a non-conltrast head computed
temography (CT) scan until afier being admitted
to the medical surgical floor and five (5) hours
alter arrival to the ED. In addition, the facility
failed to administer Palient #10 the stroke scale
assessment screening lo determine the extent of
deficits being experienced by the patient. On
11712118 at 4:20 PM the resulls of a CT scan of

experiencing an apparent evolving infarct in the
right parietal area. The patient was transferred to
Facility #6 on 11/12/18 at 8:15 PM forireatment

the head for Patient #10 revealed the patient was

e Rudiolugreat policy 300421 Notification and Cullback
Procedure (or On Call Radialogical Technolegist was edited
1o chunge on cull technologist response thne tir a stroke
protocol 1o be within U5 minutes. This poliey will be laken
Yo QAP and 10 MEC und to the Governing Board for
approval. The Radiology staff will be in-service on this
pulicy changes. This will be verilied by the QAPI mecong
nunutes and in-seevice log. (Director of Radiotogy)
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Fise facility fnided 10 ensure that the ED was integrated with | 2222019
A1104 : ther depanments of the facslity. The hospitat staff and
Continued From page 129 Al 104¥r0wdm will be in-scrviced on policy 700,709, MedSurg-
medical care provided in the emergency service Ecupc of Carc, policy 700 315 ER Scope of Care, policy
or department are established by and are a 200 401 Scope of Care (Facilty) This will he verificd by
- ; g the in-service ottendance log. MEC has requested the
continuing responsibility of the medical staff . inucndaucc of the ED Medical Director at their moctings,
. MEC reviewed and approved these policies on 2/20/19.
This STANDARD is not mel as evidenced by: Peee review of two FD charts was requested of 1D conime
Based on interview, record review, review of company and the results were presented and discussed in the;
facility policies/procedures, and raview of the 20719 MEC mecting - (CNMCHiel o Staff)
Amem_:an Heart ASSOCia}iD"’Amarican Stroke The facility failed 1o implement ncute stroke standards ©3201
Association Guldelines, it was determined the herefore the stroke scale nssessment sereening was not ]
facility failed to ensure the policies and lpcrrurmcd on paticst #10. Duee 1o not adhearing o the AHA
procedures goveming medical care provided in Smm_jurds and NIH Stoke I_'mtuc-ol the _f:n.'lllt,v rcq.u_cﬁlcd that
th . |!In: ED contract company inservice their own physicians on
& Emergency DEPBI'FI'HEM were 85'3b|!5‘:h9d and he stroke peotocel, Inservice logs and venification from
evaluated on an ongoing basis. The facilily had linservice will be sent and placed in the cmployee files by
an "Acule Stroke Practice Standard for the H119. Air-Evac Educastors re-educated the clinical staifin
Emergency Depart u ; : the ED on 2125/19 on !hc acute stroke practice slundards
it -g g p m.em i.n pl:ce WI(I:l s::emﬁc [he ED depamment wall be insservice on policy 700 321
=L . interventions for the medtca staff to Stroke Policy. The £ Manager will monitor "Door to MD"
follow and implement when a patient presented lo and "Door to Thrombolvtics™ as pant of QAP process tha
the Emergency Department (ED) with :mcl:ls weekly, This will be verificd by the QAP mecling
signs/symptoms of a stroke. However, the facility minutes. {CNO) -
faited to implement the standard.of care on Re-inservice the Radiology Department regarding the stroke
11/12/18 at 10:35 AM, when Patient #10 alicy 700.321 Stroke Protocol. The Radiology Departmem
presented to the ED with a "significantly elevated Slanager keeps a daily log to monitor siroke protocols "(oar
blood pressure” and exhibiting signs and 10 CT vompleted® and *Door to CT repont™ as pan of the
- H QAPE process that mecets weekly, This will be verified by
?ymploms ora, stroke. The faclllty f_aﬂed to the QAP mecting minutes. (Director of Radiology)
implement their Acule Siroke Practice Standard 2212019
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The findings includs:

Review of the facility's policy, Acute Stroke
Practice Slandard for the Emergency Depariment
(ED}, undated, revealed when a patient presented
io the Emergency Department with a suspected
acute stroke, the use of a stroke sevarity scale
was recommended. In addition patients
exhibiting signs and symptoms of a stroke should
receive imaging including a nen-contrast head
computed tomography {CT) scan. The palicy
further stated that imaging should occur within
twenly (20) minutes of arival in the ED. The
policy further staled that imaging should occur
within twenty (20) minutes of arrival in the ED.

Further review of the facility's Acute Stroke
Practice Standard for the Emergency Depariment
revealed a National Institute of Health (NIH)
Stroke Scale was to be ulilized when a patient
presenied with signs/symptoms of a stroke for the
heaithcare provider lo objeclively quantify any
possible impairment caused by the stroke,

Review of the American Heart
Assaciation/American Siroke Association
Guidelines revealed time was critical when
experigncing a CVA and immediate treatment
could minimize the long-term effects of a stroke
and/or even prevent death. The guidelines listed
numbness and weakness especially afiecting one
side of the body, slurred speech, and confusion
as classic warning signs of a stroke. In addition
the guidelines classified a hyperensive crisis as a
severe increase in blood pressure that could lead
to a stroke, The guidelines also stated that a
systolic {lop number) of 180 millimeters of
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The Rudidogical policy 300 441 Scope of Services was 21222019
. edited to change on call technologist response Lime to by
A1104| Continued From page 130 A1104 within 135 minutes, The policy will be taken 10 QAP o
of an acute siroke, WMEC and to the Governing Board for approval. The

Radiology stall will be in-serviced on this pelicy
changes. This will be verified by the QAP meeting mimutes
and in=service Jog. (Director of Radiology)
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mercury (mm Ha) or higher or a diastolic {boltom
number) of 120 mm Hg or higher can damage
blood vessels,

Review of Patient #10's Emergency Department
medical record revealed the palient presented to
the ED on 11/12/18 at 10:35 AM, with severe
hypertension {an increased blood pressure), left
sided facial and arm heaviness and swelling of
the left side of the tongue. In addition review of a
History and Physical for Patient #10 dated
1112118, revealed Patient #10 also was
exhibiting slurred speech and was characterized
by familiar health care providers as not actling
normally. The patient was also assessed to have
a family history significant for stroke.

Further review of the medical record revealed
Patienl #10 was administered Clonidine 0.2 mg {a
medication lo lower blood pressure) by mouth at
11:01 AM and the patienl's blood pressure was
recorded as 240/140 (normal 120/80) at 11:08
AM, The patient was triaged as "urgent”
However, there was no evidence found 1o indicate
the facility initiated their own Stroke protocol by
conducted imaging of Resident #10 including a
non-contrast head (CT) scan within twenty {(20)
minutes of arriving lo the ED or administered the
stroke scale assessment as required.

Continued review of Patient #10's Emergency
Department medical record revealed the patient's
blood pressure was recorded as 252/146 at 11:27
AM and at 11:34 AM the patient was administered
Metoprolol & mg (a medication to lower blood
pressure) via Intravenous (IV) access. At 11:42
AM Patient #10's blood pressure was recorded as
238/142 and at 11:45 AM Ihe palient was again
administerad Metoprolol 5 mg via Intravenous

A1104
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(IV) access. At 12:20 PM the patient's blood
pressure was recorded as 230/142 and the
patient at that time was administered Hydralazine
{a medicalion to lower blood pressure) 20 mg via
IV. At 12:35 PM Patient #10's blood pressure
was recorded as 183/120. At 2:22 PM the
patient's blood pressure was recorded as
201/134 and al 2:56 PM the patieni was
administered Labetalol (& medication to lower
blood pressure) 5 mg via IV. Further review of
the patient's medical record revealed at 3:15 PM
the decision was made to admit the patient to the
medical surgical floor for management of
hyperiensive crisis, despite Patient #10 not
receiving medical imaging including a
non-conirast head (CT) scan within 20 minutes of
arriving to the £D or being administerad the
siroke scale assessmenl as required by the
facility's policies and procedures.

Further review of Patient #10's medical record
revealed the patient arrived at the medical
surgical unit on 11/12/18 at 3:30 PM, and at 3:41
PM the patient's blood pressure was documented
as 180/108. At 3:47 PM, the admitting physician
documented that a CT scan of the head would be
obtlained “just to be on the safe side."

Review of a Radiology Imaging Department
Repori for Patient #10 daled 11/12/18, revealed a
CT of the head was obtained on the palient at
3:42 PM and the documented reason for the scan
was “numbness of side head and tongue."
Further review of the report revealed the findings
of the head CT was "an apparent evolving infarct
in right parietal area.”

Continued review of Patient #10's medical record
revealed at 4:48 PM the results of Patient #10's

A1104|
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CT of the head was called (o the admitting
physician. Subsequently, at 6:15 PM, Patient #10
was transfemed to Facility #6 for treatment of an
acute stroke.

Interview with RN #8 on 01/28/19 at 6:00 P\,
reveled she was working in the ED on 11/12/18,
when Patient #10 presenied to the facility. RN #4
staled that the she was unaware why a CT scan
of the head was not ordered for Patient #10 in the
ED. The RN stated thal the physician was aware
that the patient’s blood pressure was elevated.
RN #4 stated she did nol perform the NIH stroke
scale assassment on Patient #10 because to the
bast of her recollection the patient was not
exhibiting slurred speech or having any
neurological deficits that she could recall, despite
contrary documentalion in Patient #10's medical
record.

Interview with Registered Nurse (RN) #4 on
01/29/19 at 12:45 PM revealed she provided care
to Patient #10 after being admitted 1o the medical
surgical floor. RN #4 stated she was familiar with
the patient because he/she was employed at the
facility. She slaled the patient was “thick
tongued” and the patienl's speech was nat
normal. RN #4 staled \he patient "wasn't acting
right" and Patient #10's biood pressure continued
lo be elevated aven after being administered "a
large amount of medications.” The RN stated
after she evaluzaled Patient #10, she idenlified
that a CT scan had nol been performed in the ED
which was routine protocol for the facility. RN #4
slated this was concerning "especially since we
were familiar with (him/her) and something wasn't
right." She slated she contacted the physician
and orders were obtained for a CT scan. RN #4
stated the CT scan confirmed the patientwas
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| having a stroke so an “immediate iransfer” was
| arranged,

Interview with Physician #5 on 01/29/19 at 4:30
PM revealed Patient #10 presented to the ED
with swelling of the tongue, slurred speech, and
high blood pressure. Physician #5 stated he felt
that Patient #10 was "clinically stable” other than
the patient's high blood pressure. Physician #6
staled when he examined Patient #10 the patient

i had already been admitied to the floor, afier
being "stabilized" in the ED, Physician #5 stated
he was informed by nursing staff that the patient
did not appear "narmal,” and a CT scan was

| ordered. Continued interview with Physician #5
revealed that as soon as the CT scan indicated
Patient #10 was having a stroke, he immediately
transferred Patient #10 to Facility #6.

Interview with the Chief of Staff (COS) on
01/28/19 a\ 5:.00 PM revealed the NIH stroke
scale assessment screening should have been
| administered to Palient #10 and a CT scan of the
head obtained immediately upon the patient
presenting to the ED. The COS also stated that
Patient #10 should have never been admitted to
the medical surgical floor in a hyperiensive crisis
due ta the lack of staff to care for a critically ill
patient, the facility not having adequate supplies,
nor the capability to provide the level of care that
Patient #10 required. Continued interview
| revealed the facility did not have a Cardiologist or
Neurologist on staff to consult regarding these
lypes of patients.
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