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Correction date

The following deficiency relates to the
investigation of complaint #89654. (See Code of
Federal Regulations (42CFR) Part 483, Subpart
B-C).

F 757 | Drug Regimen is Free from Unnecessary Drugs F 757
ss=G | CFR(s): 483.45(d)(1)-(6)

§483.45(d) Unnecessary Drugs-General.

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used-

§483.45(d)(1) In excessive dose (including
duplicate drug therapy); or

§483.45(d)(2) For excessive duration; or
§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for its
use; or

§483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or

§483.45(d)(6) Any combinations of the reasons
stated in paragraphs (d)(1) through (5) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on clinical record review and staff
interview, the facility failed to monitor Prothrombin
Time and International Ratio (PT/INR) levels for 1
of 3 sampled (Resident #5) on Coumadin (blood

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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thinner). Resident #5 re-admit to the facility on
1/13/20 and received Coumadin. On 2/28/20, the
physician debrided Resident #5's wound which
bled profusely and resulted in hospitalization.
The staff failed to identify no lab orders to monitor
the Coumadin and failed to notify the physician to
clarify the orders. The facility reported a census
of 69.

Findings include:

1. Resident #5 admitted to the facility on 12/24/19
and had diagnoses of Guillain-Barre Syndrome,
pulmonary embolism and chronic obstructive
pulmonary disease.

The Minimum Data Set (MDS) assessment dated
1/20/20, documented the resident required
extensive assistance with transferring, dressing,
bathing and toileting and did not ambulate.

Nurse notes dated 12/24/19, documented the
resident entered the facility at 12:29 p.m.,

Progress notes dated 12/25/19, documented the
resident complained of chest pain and was sent
to the hospital at 1:05 p.m. The resident was
readmitted to the facility on 1/13/20 after being
hospitalized.

Physician orders dated 1/6/20, directed staff to
administer Coumadin 10 milligram (mg) one
tablet every day related to personal history of
pulmonary embolism. Documentation in the
Medication Administration Record (MAR)
revealed staff administered the Coumadin as
ordered beginning 1/14/20 - 2/17/20.

The plan of care identified a focus area of
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anticoagulant therapy. The plan directed staff to
implement the following interventions:

a. administer anticoagulant medication as
ordered by physician. Monitor for side effects and
effectiveness every shift.

b. Daily skin inspection. Report abnormalities to
the nurse.

c. Labs as ordered. Report abnormal lab results
to the physician.

d. Monitor/document/report as needed, adverse
reactions of anticoagulant therapy.

Facility policy updated September 2019, indicated
"Resident's on Coumadin therapy will be
monitored for therapeutic dosing." The facility
procedure indicated "All residents on Coumadin
therapy will have pertinent labs drawn per MD
orders. All abnormal labs will be reported to MD
promptly. New orders regarding dosage
adjustment and further lab draws will be followed
up on promptly."

Nurse notes dated 2/18/20 at 11:55 p.m.,
documented the first shift nurse reported the
wound doctor came and did a wound
debridement on the resident. The resident was
taking Coumadin and was having episodes of
heavy bleeding. The In- house physician ordered
a stat INR (International normalized ratio) and
Vitamin K administration. The wound doctor was
able to stop the bleeding but not for long due to
the resident moving. The wound doctor stayed
around and monitored the resident until
approximately 10:30 p.m., when the in house
physician ordered the resident be sent out. The

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
165436 B. WING 03/04/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
800 EAST RUSHOLME STREET
ACCORDIUS HEALTH AT ST MARY, LLC
DAVENPORT, IA 52803
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
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)
F 757 | Continued From page 2 F 757

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: MWLW 11

Facility ID: 1A0913

If continuation sheet Page 3 of 5




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

PRINTED: 03/12/2020
FORM APPROVED
OMB NO. 0938-0391

resident's blood pressure was low, reading 70/60.
Medics arrive at 11:00 p.m. and transported the
resident.

The Emergency Department Physician note
documented the resident presented with
increasing gluteal bleeding after wound
debridement earlier. The resident was chronically
on Coumadin and the INR was found to be
greater than 9. The bleeding was unable to be
stopped and thus the resident was transferred to
the emergency room. While in the emergency
room the bleeding could not be controlled
effectively and the resident was given FFP (fresh
frozen plasma) as well as vitamin K via IV
(intravenous). The resident's hemoglobin was
found to be much lower than it had been
previously in the 7 range, where the residents
baseline was in the 12-13 range.

Clinical record review revealed the resident's INR
was 2.1 when readmitted to the facility on
1/13/20. Clinical record review revealed no further
INR's were completed until 2/18/20. There was

no physician order for an INR until 2/18/20 when
it was 9.0.

During interview on 3/3/20 at 4:02 p.m., the
director of nursing confirmed an INR had not
been ordered for the resident until 2/18/20.

During interview on 3/3/20 at 3:10 p.m., the
physician stated he visited the resident every
week and reviewed the resident's wounds. On
2/1820 the buttock wound had eschar separating
and started bleeding on its own and was debrided
and kept bleeding. The physician did not have
supplies available as he would if at the hospital.
The physician stated he asked if the resident was
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on Coumadin and when saw the bleeding ordered
a stat INR. The physician stated if a resident
does not come with an order for an INR the
physician on the next visit will order one or the
Nurse Practitioner will see and write orders. The
physician confirmed an INR was not ordered until
the stat one on 2/18/20.

During interview on 3/4/20 at 12:34 p.m., the
Nurse Practitioner (NP) stated the resident was
admitted on 1/13/20 and the physician wrote
admit orders. The NP addresses acute incidents.
If debriding a wound the physician should know if
the resident is on Coumadin and what the INR
was. She would have checked on the INR if doing
any procedure. The NP stated protocol in the
nursing home is to check the INR every 4-6
weeks. The NP never saw the wound until the
physician asked her about the bleeding, however
she thought it was usual after a debridement. The
NP ordered an INR after seeing the bleeding and
it was 9 and the resident needed to be sent out.
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