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F 000 INITIAL COMMENTS . F 000

The following commbn abbreviations are used
throughout this document: :

DCN- Director of Nursing é
i RN - Registered Nurse : : |
l.PN - Licensed Practical Nurse {
CNA- Certified Nurse Alde i
MDS- Minimum Data Set : !
CAA- Care Area Assessment
MAR- Medication Administration Record i

Less commonly used abbreviations will be
annotated in each deficiency | The facility will continue to ensure
F 178 ; 483.10(n) RESIDENT SELF-ADMINISTER FAT6" that residents who are determined
58=D DRUGS IF DEEMED SAFE : ; unsafe for self-administration of
¢ An individual resident may self-administer drugs if | . medications will not give their own
| the interdisciplinary team, as defined by : | medications.

| §483.20(d)(2)(i), has determined that this 1. Anew x_nedication administration
i i : evaluation was completed for

! practice is safe. i .
i : i Resident #14 on 03/15/2013
i | (copy attached) and the results

[

| This REQUIREMENT is not met as evidenced will be provided to ali licensed

i by: : staff members who provide care
- Based on medical record review and staff . : for this resident.

 interview, the facility failed to ensure residents

i whe ware delermined unsafe for : t 2. The Albuterol inhaler was

 self-administration of medications did not give
| their own medication for 1 of 2 sampls residents
fwho self-administered (#14), The findings were. 1

removed from the possession of
Resident #14 on 03/01/2013. As
the resident is emotionally
attached fo this device, he has
retained an inhaler that is empty
and does not contain any
medication.

eview of the medical record for resident #14
howed sfhe had diagnoses that included heart
: failure, chronic obstructive pulmonary disease

: and dementia. Review of the active medication
st for the resident showed sfhe was ordered

- Albuterol inhater, 2 puffs, every 4 hours as
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‘ '3, All residents who have been
F 176 Continued From page 1 - F178; evaluated as unsafe to self-
needed for shortness of breath. Interview with RN | administer medications will be :
#1 on 2/27/13 al 10 AM revealed the resident ; monitored by nursing staff to :
self-administered an Albuterol inhaler which sthe | ensure they do not have
carried with himfher. The RN then verified the ! ; independent access Lo any
medication was not menitored (o determine how | : medications, ;
oftan the resident self-medicated. In-addition, ! ;‘ :
interview with LPN #1 revealed before she i 4. All staff will be educated by the j
administered any additional medication for : Director of Nursing at staft
shortness of breath, the resident was asked when ! : meetings regarding the care of ,
s/he had last used the inhater. Interview with the : residents who are deemed as ;
pharmacist on 2/27/13 al 2:30 PM revealed the ; unsafe to self-administer :
resident was not supposed e have an Albuterol :‘ medications :
inhaler for self-administration because sthe : '
overused {he medication. Review of the | .
medication administration evaiuaficn last daled : incgé’;gf_y‘:;ﬁpggtlz’?:;: (e(g?o
311112 showed the resident could not manage monitor all residents wili) )
his/her own medication independently. Furthes, | o for solfadming 10 are ¢
the resident required nursing staff to administer | ! unsafe for seli-adminisiration o
medications. : | medications, and 1;116 results of
F 253 1 483.15(h)(2) HOUSEKEEPING & t!1|$ u’n(?m‘l’c?ruzg will 1.)6 reported.
86=D | MAINTENANCE SERVICES i to the facility’s Quality
i Imprevement/Performance
The facility must provige housekeeping and i Improvement (QI/P1)
1 maintenance services necessary to maintain a Cominittee on a quarterly basis
| santtary, ordetly, and comfortable interior. g until resolved.
6. The Director of Nursing will 044032013
: This REQUIREMENT is not met ag evidenced monitor. 1 A
by :
. Basad on observation and staff interview, the ¥ 253 - The facility will continue to ensure
: facility failed to assure adequate housekeeping in that housekeeping and maintenance
- the facility laundry room. The findings wers: services are provided to maintain a
_ sanitary, orderly and comfortable
Qbservation on 2/27/13 at 9 AM revealed a interim)f 4
significant accumulation of lint and dirt on the air e o i
“vent located on the wall over one of thres h 122‘1;‘; igsv:;:ai:;ghg;aundty
washing machines in the laandry reom. The alr 03705/2013
vent was approximately 2 feet by 4 feet. Interview | : ‘
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F 253 | Continued From page 2
fwith the faundry supervieor at the tima of the
! observation confirmed the findings and verified
i the vent nesdad fo be cleaned.
279 | 483,20(d), 483.20(k)(1) DEVELOP
§8sF COMPREHENSIVE GARE PLANS

Afacility must use the results of the assessment
i to develop, review and revise the resident's
comprehensive plan of care.

s The facility must develop a comprehansive cara
- plan for each resident that Includes measurable
 objectives and timetables to meet a resident's

: medical, nursing, and mental and psychosocial
‘nesds that are identified in the comprehansive

: assessment.

! to be furnished to attain or maintain the resident's
| highest practicable physicat, mental, and

: psychosoclal well-being as required under

| §4B3.25; and any gervices that would otherwise
 be required under §483.25 but are not provided

t due fo the resident's exercise of rights under

: §483.10, including the right to refuse freatment

i under §483,10(2)(4).

This REQUIREMENT is not met as evidenced
Chy!
' Based on medical record review, observation

comprehensive care plan to include measurable
. goals and interventions to meet resident needs

“for & of 13 sample residents (4, #11, #14, #15,
47, The findings were:

T4, Observation on 2/27/13 at +1:45 AM showed

i

| The care plan inust descrive the services that are |

|
i
|
|
!

F279

and staff Interview, the facility failed to developa

Cleaning of the laundry room |
wall vent will be added to the |
preventive mainienance :
: program to generate an
; gutomatic work order for
i cleaning this vent on at Jeast a i
quarterly basts and more often :
as needed and reported by the
Laundry Manager.

£3. The Jaundry room will be

' inspected during quarterly
envirenmentat rounds
conducted by the Director of
Plant Operations and the

; Infection Control Pragtitioner,

and the results of these

inspections will be reporied to

the Environment of Care (FOC)

Comimittee with oversight by

the QI/PL Committee on a i

quarterly basis, g

The Director of Plant
Operations will monitor, 040312013

The facility will continue to ensure

: that comprehensive care plans are
-developed to in¢lude measurable

i goals and interventions to meet the i
‘regidents’ needs.

|

b
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resident #14 had loose dentures partially

protruding from his/her mouth, In addition, the

resident received oxygen through a nasal

canhuia, The foflowing concerns were identified:
a. Review of the 10/4/12 physician progress

nofe showed the resident was slumped overin a

chalr and hisfher lower piate was nearly out of

hisfher mouth, When arcused, the physlcian

observed the resident as sfhe "sucked it back into

 place." Review of the dental care plan last ;

updatad on 12/14/12 showed the residentwas |

dependent on the staff for care of histher L

! dentures. However, the plan did not include any

! Interventions related to the ioose dentures or

- what care needad to be provided.

© b, Review of the "Active Medications” list

. found on the alectronic madical record showed

i the resident had 3 different doses of Albuteroi

: {used for shorthess of breath) ordered to be given:

i @8 needed. In addition, sfhe also received Advalr

i 2 times daily, an inhaler used to reduce

{ exacerbations of chronic obstrustive pulmonary

: disease. Further, the resident had an order for

: Roxinal for dyspnea (air hunger) or pain, Review

‘ of the oxygen care pian lzst dated 12/14/12

- showed the resident received oxygen at 4 lilers

via nasal cannula and the resident recelved an

- inhaler or nebulizer. 1t did not show how :

frequently the resident’s oxygen saturations were |

to be monitored or al what level they were to be |

maintained. The care plan also did not show

specific inlerventions for shortness of breath and

when each type of medication or treatment

should be itnplemented.

1 2. Review of the medical record for resldent #11
i showed diagnoses o include dementla and
. cerebral vasoufar aceident with right sided

¥

f
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PROVIDER'S PLAN OF GORRECTION i
(EACH GORREQTIVE ACTION SHOULD BE i
CROBS-REFERENCED TO THE APPROPRIATE
DEFIGIENGY) i

! (X5
i COMPLETION
DATE

Resident #14 and his !
responsible party were
interviewed on 03/15/2013 and
agreed to further evaluation by
a dentist for possible denture
replacement, A demtal
appeintment was obtained and
scheduled for 03/21/2013 for
Resident #14. The Care Plan I
for Resident #14 will be
updated to reflect the resuits of E
that dental appointment and the 5
resident’s dental needs.

A physician’s order was

obtained on 03/07/2013

discontinuing the duplicative
Albutero! orders for Resident

#14. A new physician’s order s
was obiained on 03/15/2013 for !
Resident #14 to receive oxygen |
at four (4) lters per minute 1o
keep the resident’s oxygen
saturation greater than or equal
to 90%, and to check oxygen
saturations af least weekly and
as needed. The Care Plan for
Resident #14 will be updated 10
reflect this information,

The Care Plan of Resident #11
will be revised to address goals
and interventions for pain
management, care related 1o
dementia, and all other care
area needs,

1
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i weakness. Review of the 12/21/12 quarterly MDS
- assessmant showed the resident’s cognltive skiHs
were severely impafred, The 12/21/12 Quarteriy

Fo7el 4 The Care Plan of Resident /4
] will be revised to address goals i
and interventions regarding '

assistance with Activities of

Nursing Review for pain showed the resident was | Daily Living, (ADL's) oxygen,
taking medication for chronlc gout and peripheral | bowe! and bladder,
nauropathy and had Norco and Tylenol for : ; psychoactive medications,
breakthrough pain. The following concerns weng vision, hearing and

{dentified: : communication impairnent,

& Review of tHe care plan for paih last activities, and ali other care

revised on 12/13/12 only showed s/he received § area needs.

the pafn medications. it did not Include the [

resident's goal for pain management, hisfher 5. The Care Plan of Resident #]5
indfuators of pain or any non-pharmacolegical will be revised to address goals
inferventlons, | and interventions regarding

b. Review of the 6/208/12 admission MDS

i gare area assessment showed the resident

:  triggered for dementia and a care plan was {o be
! completed, Review of the care plan for ;

cognitive loss/dementia,
psychosoctal welltbeing, ADL
function including dressing and

Orlentation/Behaviors showed the reskdent was | ; undressing, daily hygiene,
confused about time and place but sthe was E ; assistance with bathing, and all :
Corisnied to people.” In addition, It showed the other care area needs. :
resident was aphasic.and had a difficult ime i ?
gommunlcating. The cars plan did not include any | i 6. The Care Plan of Resident #47
goals or interventions related to his/her dementia. | ; will be revised to address goals ‘
. . : and interventions for denture g
3. Review of tha medical record for resident #4 i care, toileting, and all other :
showed s/he had diagnoses including disbetes : care arca needs.
mellitus, ischemic hear disease, cnronic
obstructive pulmc;n_ary diseasa (CORPD} and was | 7. As each resident’s care plan
depandent on continuous oxygen therapy, The i comes due for its regular i
quarterty MDS assessment dated 12/4/12 arterly revi I'x T witl i
showed the resldent was moderately cognitively ! fuarterly revicw and with any :
Impalred and required extensive assistance with i change in condition, it will be
activities of dally living (ADL's). The MDS further ) revised to veflect goals and
showed the resident had a indwelling urinary j interventions for assisting siaff
catheler and required continuous oxygen therapy, - in providing care to the
Review of the CAA indicated the resident should ; resident,

I have care plans for assistance with ADL's,
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F 279t Continued From page § F 279; 8. The members of the
oxygen, bowel and biadder| psychoacﬁvs ‘ In.tel‘dlsc'lpllmai‘)‘f Care Plan team j
i medications, vislon, hearing and communication | will participate in the “What's ]
vimpairment, and activities. The following New from CMS and Effectively i
. concerns were identified: ; : Linking CAAs to the Care :
a. Review of the resident's care plan last . Planning Process” educational '
- updated on 11/28/12 showed care plans forthe - . telephone conference on
foliowmg, Dressing/Groeming, Dental, Range of : 03/2112013, sponsered by the
| Motion/Restorative, Transfersl}\mbulaﬂon : i S C
! Osygen, Psychotrepic medications, Psychosochal, | ' Office of Healtheare Licensing
Yd y P y ¢ and Surveys and Mountain Pacific

VIsnon Haaring, Communication, Bowel and :
i Bladder, Bathing, Dietary, Spiritual, and Activities, i
' Na concise interventions and no goals were Ilsted : o .

in the care plans. s ¢ _ 19, A Qlindicalor will be develope

Quality Health.

;4. Review of the care plan for resident #15 last ‘
: reviewed on 12/13/12 showed & variely of areas |
- that Includad ADL needs, psychosoctal, vislon,

: pain, oxygen, communication, and activities,

' These areas included facts about the residentor

prablems for this resident; however, there were

"no goals ar interventions documented to assist

staff in providing care to the resident. Review of

- tha 9117712 GAA notes for cognitive

lossidementia ang psychosocial well being

| showed a care plan was o be developed, _
| Additionally, the 9/18/12 ADL functicn CAA note .
i showed the residant had an increased risk of :
| dependence on others and did not use the call | i
{light, The resident "will wave someone over if |

I
H
i

L b, Interview with the MDS coordinator an to monitor residents’ Care Plans to
£2/28/13 at 9:40 AM revealed sihe was responsible | ensure they include measurable
 for developing and updating resident care plans. - i goals and interventions (o meet
- The interview further revealed "If thera is ne the residents’ needs, and the

{ resotution for a problem, [we} really don't have | results will be reported to the

interventlons or goals for that problem,” The MDS | QU/PI Commitice on a quarterly

* coordinator further revaaled the care plan, basis.
“"Focuses on problems that require a resolution,
: utherwrse the care plan Is cumbersome.” ' 10. The Directar of Nursing will

i monifor,

d

1
!
|
I
[
!

04/03/2013
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i [s/he) needs help getting up from a chairto use

i the toilet for example." A decigion not to care plan |

i was made for this area. Howevar, the 1211312 |

! care plan addressed ADL needs such as™l do |

i nead help with dressing and undressing. 1 also

‘naed help to complete my dally hygiene...please

" help me with bathing.” There was no

: documentation to show what care was to be
pravided by staff or what the resident's

- references were related to bathing.

i 5. Review of the 12/27/12 CAAs for resident #47
{ showed the areas including communication, ADL
: function, urinary incentinencefindwelling catheter,
falls, dental care, pressure ulcers, and
! psychotropic drug use were assessed. With the
exception of falls, there was a decision made to
not care plan for these areas. Review of the
resident care plan showed it was last reviewed an
12120412, Although the decision not to care plan
was made, these araas were shown on the care
pian as facts about the resident such as "l have
upper and lower dentures, They fit and work fing"
or *| ask staff to help me with toileting on 2 reutine
schedule throughout the day and night.” These
; resident neads were Idantified, however, there
were no goals or interventions documented to
" assist staff in providing the care to the resident.
F 281 { 483.20(k){(3)(i} SERVICES PROVIDED MEET
$5=p | PROFESSIONAL STANDARDS

The services provided or arranged hy the faclilly
:must meet professional standards of guality.

"This REQUIREMENT is not met as evidenced
Dy
Based on medical record reviaw, cbservation

oA ID ! SUMMARY STATEMENT OF DEFICIENCIES Yo e
PREFX |  (EACH DEFICIENCY MUST BE PRECEDED BY PULL ¢ PREFIX {EACH CORRECTIVE ACTION SHOULD'BE  # GOMPLETION
TAG | REGULATORYORLSG IDENTIFYING INFORMATION) ©TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
: DEFICIENCY)
F 278! Continued From page 6 F 279

F 281" The facility will continue to ensure

i
1

. that the services provided or
. arranged by the facility meet
* professional standards of quality,
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fibriflation, Review of the Resident INR
: (international normallzation ratlic)/Warfarin
i {anticoagulant) Flow Sheet showed a weekly

" of the physician's orders did not show the daily
_dose to be given, only a weekly dose. Raview of
" the electronic aclive madication. list for warfarin

- showed the daily dose to be givert,

| resident #10 received warfarin 2 mg, Review of
1 the INR Warfarin Flow Sheet showed an orde; for |

2. An observation on 2/25/13 at 5:33 PM showed ‘\

: dose of the medication warfarin but did not show !
- the daity dose to be administered. Further review !

1
i
1
1
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A | REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 281 | Gontinued From page 7 281 The process used by the
! and staff inferview, the facliity failed to ensure the Registered Pharmacist to
: daily dose of warfarin was verified by nursing with complete the Resident ;
; @ physiclan's orcer for 1 of 13 sample residenls INR/Warfarin Flow Sheets will ’
(#14} and 1 non-sample resident {#10) observed be revised to include the daily ]
1o have recelved warfarin during the medication dose of warfarin Lo be !
i pass. The findings were. administered to equal the '
) ) weekiy dose as ordered.
i Aceording to Perry, Potter and Elkin. Nursing i Y
H g 1 i v . [l
mterventilcns and Chn;calhsml}s &th ediftucn Itis 12, The Registered Pharmacist will
Tedioaion you dive 1 the patentwih e | woview and reviso the warfar
. patient's arders. I the medicatlcn order is go\‘\g ds?clc;s;gor‘ R;sxﬁen{; #10,
incamplete, incorrect, or inappropriate or if there esigent 514, and all other
- Is & discrepancy between the written order and : residents receiving warfarin
what is on the MAR, consult the i therapy.(eopins.cnclosed)
prescribers."Further, "When a medicatlcn fs é o _ ;
- propared in a dose other than Is the dose ' ] The _I.')n'ecwr of Pharmacy will i
" ordered, the chance of errors increase.. high-risk | ! monitor the warfarin flow
! medications such as insulin or warfarin i sheets on a monthly basis and
(Coumadin)” need. the calcutation of the dose : i report the results of monitoring
checked by a sgcam;llm-j.rse. The foliowing to the QI/P1 Commitiee on a
. CONGAING Were identified; quarterly basis.
: 1. Raview of the medical record for resident #14 The Di . y ;
i ; ! & Director of Pharmacy will :
showed s/he had diaghoses tc include atrial armacy 10400312013

be responsible for compliance,
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| DEFICIENCY)

(XD | SUMMARY STATEMENT OF DEFICIENCIES Il FROVIDER'S PLAR OF GORRECTION T w
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F 281 Continued From page 8 L Fasii
. & weekly dose of the medication but did not :
Linclude the daily dose. Review of the electronic
{ active maedication list showed the daily deses to = :
' b given was; 3 mg on Sunday, Tuescay,

- Wednesday, Fridey and Salurday, 2 mg to be :

: given on Monday and Thursday. According fo the

‘ electronle medication list, the resident was
admlnistered ihe appropriate warfarin dose.

3 Interview with RN #1 on 2/27/13 at 10 AM :
 revealed the daily dose of warfarin came from the

i pharmacy and was found on the MAR. She :
i checked for the correct dose by adding the dally
| doses to ensure they squaled the weeldy dose of

! the medication orderad. Further, she stated her
: practice was to total the doses from Sunday
 through Saturday. i

-4, Inferview with the pharmacist on 2/27/13 at . !
- 2:30 PM revealed the pharmacy determined the | :
- daily doses of warfatin and piaced the daily dose |

: on the electronic MAR. In addition, he stated the

- start of the weekly dose was dependent on when !

 the blood work was drawn for the INR. The start

i dale of the hew dose couid be any day of the : :
i week, Tha pharmacist then verified there was no ! !
 written physician order for the daily dose tobe .

| glven, only the weekly dose. |

: 8, Interview with the DON on 2/28/13 a1 8:16 AM |
' acknowledged she was unaware the nurses did |
- net recelve written physician erders for the daily
i doses of warfatin. Further, she expected daily
doses to be wiitten for the medication, : :
F 323 483.25(h) FREE OF ACCIDENT - F323
55=) HAZARDSISUPERVISION/DEVICES

" The facility must ensure that the residant
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PROVIDER'S PLAN OF CORRECTION

i
{

i

I environment remalns as free of agoldent hazards

1 &% Is possible; and edch resident recelves
i adeguate supervision and assistznce devices to
! prevent accidents.

!

This REQUIREMENT is not mat as evidenced
by:
Based on observation, staff interview, and

madical record review, the facility faled to ensure -

resident safely andfor supervision for 1 resident
{#1) of the facility who was allowed to smoke.
Review of a facility-resident contract and latter of
policy violation showed the facility was aware the
residen! was nol safe to smoke; however, alloewed
the unsafe practice {0 continue. Therefore, this
resulted in an immediate jeopardy for this
resident. The findings were!

Review of the 1/9/13 physician progress note
showed resident #1 was admifted on 4/10/11 and
had diagnoses which insluded end-stage COPD
{chronic obstructive pulmonary disease). The
physician also noted the rasidant continued to
smoke "about four clgarettes a day. [8/he] is
edmonished not to smoke when [s/he] has
[histher] oxygen on" Review of the resident care
ptan showed a problem identified was "risk of
injury while using oxygen and smoking." The

‘ review dates documanted wilh this care plan
Twore: 4/6/12, AMB/12, 75112, 10/4/12, and most
i eurrently 1/3/13. The goal was for the resident 1o
» have no injuries related to smoking. The

i documented interventions showed "educate and
‘remind [resident] of risks end safely precautions
| quarterly at minimum." The care ptan showed no

i
!
{
i

The facility will continue to
ensure that the resident
environment remains as fiee of
accident hazards as is possible,
and each resident receives
adequate supervision and
assistive devices to prevent
accidents,

I

e

Resident #1 is no longer
using cigareites, lighters, or
matches, and is using a
battery-operated electronic
cigarette.

Resident #1 has been advised
1o notify staff prior to leaving
the building, and staff will
monitor the resident’s safety
outside through use of the
facility's security camera.

A wheelchair management
assessment (copw-anelesed’
was conducted for Resident
#1 on 02/27/2013 which
refiects that the resident is
able to independently
manage & wheelchair,

A Morse Fall Scale
assessment (sopy-enclosed)+
was conducted on Resident
{11 on 03/15/2013 which
reflects that the resident is at
low risk for Tallg.

Xam | SUMMARY STATEMENT OF DEFICIENCIES g o . I
PREFIX | (EAGH BEFICIENCY MUST BE PRECEDED BY FLILL PREFIX  § (EACH CORRECTIVE ACTION BHOULD BE I CoMPLE
TAG ! REGULATORY GH LG IDENTIFYING INFORMATION) i TAG CROBS-REFERENGED TO THE APPROPRIATE TE
: i : DEFICIENGY)
; i :
F 323 Continued From page 9 F 323

i
|
1
t

i
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F 323 Continued From page 11 Faga 5. The Care Plan for Resident #1 j

was revised on 02/27/2013 to

“pthar risks including possible death from injury, X
reflect that resident no longer

" accident, or illness.”

© ¢ Review of a letter to the resident dafed smokes, uses a batlery- ]

1 6/26/12 from the facility showed on 6/21/12the | | operated electronic cigarette, is

‘ resident had been found smaoking in histher room g reminded to advise the staff

¢ in the facility. The letter described the violation to i before leaving the building,

! the smoking policy and advised the resident that ' and will be monitored by

I*Any further occurrences...will result in immediate n security camera when outside

" removal of all smoking materials from your the building.

f possassion, and possible further action fo

i discharge you from the facility.” © 6. Staff was educated on

: d. Interview with the DON on 2/26/13 at 3115 : 02/27/2013, 02/28/2013, and

| PM verified she was aware the resident went 03/2012013 regarding the care

. outside and smoked multiple times dally. The . plan for Resident #1 refated to
DON further revealed the resident had signed lhe : non- smoking, and how to

release and the facility falt that this was ckay and .
they did not provide staff to supervise the resident
because it would take stafl away from ather o , "
residents. However, the DON agknow!edged this 7. The an 1_1mufneunllr fs?gbl)‘i and
was an unsafe practice because the resident did .Su,ri’f rvision .91_? d ‘;? e? 8
not always turn off the oxygen when smoking and ! wi be' monitore through
serious injury could result, She further verified the | quarterly environmental
- resident did not keep his/her own smoking i rounds conducted by the
materials, they were kepi at the nurses' desk and | Director of Nursing, Plant
the resident had to ask for them, ] Operations Director and g
: e. Interview with CNA#1 on 2/26/13 at 2140 | Infection Control Practitioner, i
“PM, RN #2 on 2/25/18 at 4:45 PM, and the i and any areas of concem
_administrator on 2/2601.3 at 4 PM, all revealed it ; addressed immediarely.
was commonly known the resident smoked daily

ensure the resident’s safety,

withoul supervision, and at times did so with : ! 8. The results of environmental
: his/her oxygen in use. Furthermoere, they ali three : rounds will be reported o the
‘verified the plan of care was to allow the rasident . Environment of Cate
to do so at histher awi risk. Committee with oversight by
. - the QI/P1 Committee on a
On 2126113 at 4 PM, the administrator was quarterly basis.

-notified of the immediate jsopardy. The nursing
_facility's action plan included immediale changes
{o Include:
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\

F 323! Continued From page 12

' a. An assessment of the resident's smeking
and safety completed 2/26/13.

‘ b. Agreement by the resident to immediately
stop smoking, with all smoking materials
removed from the resident on 2/26/13,

¢, The resident's family was advised and

smoking materials invelving ignition source such
as matches of lightars,

- option to use a battery operated electronic
, Gigarette,
i g The facility staff wers educated on the new
i practicefcare plan for the resident related to
- smoking.
f. The facility policy and procedure that

- or on the grounds is and will be strictly followed.

The action plan was acceptad on 2/27/13 at
10:17 AM, and the immediate jeopardy was
remaved on 2127113 at 12:30 PM. However,
deficient practice remianed at a scope and
severity of D (No actual harm with potential for
more lhan minimal harm this is not Immediate
jeopardy).

F 328 483.25() DRUG REGIMEN IS FREE FROM

gg=F UNNECESSARY DRUGS

Each resident's drug regimen musi be free from
unnecessary drugs. An unnecessary drug is any
drug when used n excessive dose {including
duplicate therapy); ¢f for excessive duration; or

“indications fof Its use; or in the presance of
“adverse consesuences which indicate the dose
“should be reduced or discontinued; or any

" combinations of the reasons above.

without adeguate monitoring; or without adequate ;

agreed to not provide the resident with any future .

d. The resident was offered and accepted the -

“ smoking is not permitted anywhere in the building

F 323

Fa29!
|

9. The Director of Nursing will
monitor.

The facility will continue to ensure

that each resident’s drug regimen is

free from unnecessary drugs and

that appropriate assessments are

conducted for the use of PRN (as
hegded) medications.

}
i
!
t
i
i

| 032012013
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Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have nol used antipsychetic drugs are not
i given these drugs unless anlipsychotic drug
i therapy is necessary to freat a spamﬂo condition -

as diagnosed and documentad in the clinical j
record; and residents who usa anlipsychotic :
I'drugs recsive gradual dose reductions, and
: behavioral inlerventions, unless clinically
: contraindicaled, in an effort to discontinue these
- gdrugs.

| This REQUIREMENT iz not met as evidenced
| by:

| Based on observation, medical record review !

| T and slaff interview, the faclity failed to parform
| initial and follow-up assesamants for prn (as

| i needed) medications for 6 of 13 sampie residents ;
| (81,44, #11, #14, #15, #30). In addilion, the
faclﬂty fmled to ensure duplicaie medication
! therapy was not provided for 1 of 13 sample

{ residents {#14). The findings were:

1 Medical record review showed resident #30
: was admitted to the facility on 9/14/11 with
3 diagnoses that included Alzhelmer's dementia, |
- and lumbar dise disease with chronic back pain,
* The MDS quarterly assessment dated 12/17/12
_showed the resldent was moderately cognitively
-irmpaired and had, "vocal compiaints of pain." The
: CAA showed the resident triggered for pain
‘ related to lumbar disc disease and took pen
: medications for occasional pain. The resident's

1

1
i
i
1
|
1
i
|

(X410 : SUMMARY STATEMENT OF GEFICIENCIES ! ] PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX § (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGH
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
H GEFICIENGY}
F 329 Continued From page 13 Fazg: 1. The pain management regimen

will be reviewed for Resident
#30 and pain assessiments
anplemented for three (3)
times per day for the use of
pain medications. Pain
assessments will be conducted
prior to and 30-45 minutes
after adminisiration of PRN
{(as needed) pain medications,
A comfort scale pain
assessment will be used for
Resident #30 due to her
dementia diagnosis.

Resident #4 will receive a
respiratory agsessment prior to
and after administration of
PRN (as needed) nebulizer
treatments.

The pain management regimen
will be reviewed for Resident
#15. Perenclosedcopy-of-the--
CTseapof 062013 and-the-
Sall-fottow=upnoteof—
014742043 pleasemote that—
{hete-were-no-fFastured-rihs.
sustained-by-thisresident..
Pain Assessments will be
conducted on Resident #135 at
least daily and upon use of
PRN (as needed) pain
medications,
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| the medical record showed no follow-up
| evaluation was done to assess the effectiveness
: of the Tylencl gliven for the residenl's headache.
b. Review of the resident's MAR showed the

- daily from 1/21/13 through 1/25/13. A review of
‘the resident's medical record further showed the
 last pain assessment was done on 1/20113 and
. there was no documenlation why Tylenol was
tgiven prn.
i G Interview with RN #3 on 2/27/13 at 4:30 F'M

i svery time a pri medication wes given for pain.
i on the secured unit with residents that were

;;pam The RN denigd using a pain scale to assess ;
s pain staling, *| know my residents, and when [

: document their pain 1 dogument thelr symptoms

" such as guarding.”

; #4 was admitled to the facility on 3/8/11 with

: diagnoses including ischemic heart disease and
_chronic ohstructive putmonary disease (COFD).
{ Review of the medical record showed a

: physiclan's order dated 1/24/12 for Duoneb

: 2. Review of the medical record showed resident

. resident bad received Tylenol 325 mg prn at least

’ i revealed pain assessments were not documented ;
: The interview addltionally revealed RN #3 worked

: cognltively impalrad ang unable to verbalize thair

1

!
i
i
!

D | SUMMARY STATEMENT OF DEFICIENCIES Poom ] PROVIDER'S PLAN-OF CORRECTION Loy
PREFIX | (EACH QEFICIENGY MUST BE PRECEDED BY FULL P PREFIX (EAGH CORRECTIVE ACTION SHOULD BE : COMPLETICH
TAG | REGULATORY OR LSC (DENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
; ‘ : DEFIGIENCY) :
i 4. A sleep assessment will be
F 329} Continued From page 14 F829;  conducted on Resident #1 to -
| care plan up-dated 12/13/12 showed the residant i evaluate the use of Ativan for
i was at risk for pain. A review of the resident's ) insomnia, and other options
| MAR showed a physician's order dated 6/13/12 ; attempted based on the results
i for Tylenol 326 mg (miligrams) one caplet every i pfthe assessment. When the
;L Qﬁtﬁ]friz dprn The following concemns were PRN {\tivan is Llmd’ its
| a. Observation of a medioation pass on , | cffectiveness willbe
2/25(13 at 12:00 PM showed RN #2 gave the ! . documented in the resident’s
resident Tyleno! 326 mg. The nurse informed the L medical record. :
resident the Tylencl was for his/her headache. . . .
The resident's pain was not assessed. Review of | ; 5. The drug regimen of resident ;

#14 was reviewed, and on i
03/07/12013 the attending i
physician discontinued the
orders for ProAir and PRN
DuoNeb, leaving one
scheduled DuoNeb nebulizer
treatment {wice per day, and
one order for Albuterol PRN,
Pre and post-therapy
respiratory assessments wil] be
conducted for use of PRN
nebulizer treatments for
Resident #14, and the resident
will be assessed for pain four :
(4) times per day. !

A pain management review
was conducted on Resident
#11, and pain assessments
were arranged for twice per
day, in addition to assessments
prior to and after
administration of PRN pain
medication.
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F 329 Continued From page 15 F320] 7. The staff will be educated
I'2.510.5 mg/am! (millliters) via nebulizer treatment ! regarding the use of numerical,
! {breathing treatment) every 4 hours as naeded, visual and comfort scales for {
{ The following concerns were Identified: g assessment of all residents
g a. Review of the MAR showed fhe resident with pain, conducting pain
! received Duoneb nebulizer treatments on ‘ assessments for use of PRN
P 21223, 272313 and 224713, Further review of i ioali
! the MAR and medicat records showed no pain mf:dufamns’ and- .
[ documentation why tha Duoneb was given to the 5 mgdrdmg! the need for pro and
i resident i ; 1?051 respiratory assessme[lﬁs
| b Interview with LPN#1 on 2/27/13 at 10:10 for the use of PRN breathing
| AM revealed sihe was responsibie for giving pm treatments.
 medications including nebullzer freatments, ' } o
 Interview further revealed nursing does not .8, The use of PRN medications
 perform lung assessments prior Lo administering - will be monitored by the Staff
: nebulizer freatments or after the treatments are @ : Development Registered
scompleted. LPN #1 stated lung assessments ‘ . Nurse to ensure that
! should be done prior to administering prm appropriate assessments are
| nebulizer treatments and after the treatments are . . conducted for the use of PRN :
 completed. medications. The results of
i 3. Review of the 1/16/13 nurses' noles showed | ]t.l:fot:.:g{? ?g ]t:f egr\\f;‘;gizgﬁ on
 resident #16 was assessed for a falf on 171613 | Lg *f Committee witl
- with complaints of pain to the sternum. At that i atety Commitiee Witk i
i time the resident rated the pain as 10 ona 11010 | oversight by the QP !
{scale with 10 baing the worst pain. Raview of 3 | Committes on a quarterly
F1MTM3 fall follow-up note showed the resident ' basis. g
“was being treated for three fractured ribs, Review ' '
; of the January 2013 MAR showed the resident 19, The Director of Nursing will 04/03/2013
i had orders dated 1/17/13 for hydrocodone/APAP : monitor to-gnsure compliance,
: 61500 mg 1 or 2 tablets every 4 hours as neadad
 for pain, Continued review showed the resident
i was administerad the PRN paf medication once
ton 1718/13 and 1/19/13, four imes on 172013
: and once on 1/30/13. Raview of this MAR, and
the nurses notes failed to show any ;
; documentation of a pair assassment prior to t
i administering these doses of medleation or any : g
: indication of its effectivenass. Interview with RN g i
! !
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F 328 Confinued From page 18 ;

t#4 on 212713 at 11:30 AM verlied pain
: agaessments were not done each time apm
i medication was given.

- 4, Review of the 12/17/12 physician's progress

{ note for resident #1 showed sthe had "difficutty

t getting and staying asleep.” In the note, the

! physician documented Ativan 0.5 mg as needed

- &t bedtime was beihg used "ogoasionally” to treat |

_the sleep problem. Review of the February 2013

. MAR showed the resident received the PRN
Alivan 16 times from 2/1/13 to 2/26/13. Review of ;

-this MAR and the February 2013 nursing notes

‘ falled to show any assessment of the Insomnia or

- documentation of what other options may have

. been tried prior to the administration ¢f these

| PRN doses. In addition, there was no

: documentation to show if the medication was

: effective. !

i

. 5 Review of the histery and physical dated i
: $/10713 for resident #14 showed sfhe had
i diagnoses lo include chronic obstructive :
{ pulmanary disease {COPD), chronic atrial
fibrilation and dementia, Raview of the efectronic
; medicafion list showed the resldent received the
| following medications for hisfher shortness of i
| breath and COPD: Albuterol Sulfate 2 actuations
i (puffs) every 4 hours as needed {prn), Albuterol
! Sulfate 2.8 mg Inhaler every 2 hours prn and

! Albuterolfipratropium 3 mlinhaler avery 6 hours
i ptn. In addition, the resident recelved Advair

i {maintenance therapy for alrflow obstruction} 2
: times dally and Roxinal {morphine sulfate) far

: shorlness of breath or paln 2-4 mg every 2 hours !
:prn, Review of the medication administration :
| history showed the resident received doses of all

F 329
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F 329 | Continued From page 17 . Fa2e

| the pm medications in February 2013, The . ;
following concerns were identified. ! :
a, Review of the nurses' notes for January i {
and February 2013 showed the resident received | ?
a nebulizer treatmant for shortness of breath, : -
There was no dosumentation to show an i
assessment was completed before the
medication was administered to include pulse
rate and lung sounds, Further, lung sounds were
; not assessed afier the nebulizer treatment o
! datermine if the medication was effective,

b. interview with LPN #1 on 2/27113 at 10:15
| AM revealed she determined which Albuterol
t dose to administer based on whether the
| ! previous dose given was effective. Further, she

“did not assess the resident's lungs before or after
- reatment.
c. Interview with the pharmacist on 2/27/13 at
2:30 PM revealed the resident should notbaon 3
| different Albuterol trastments for orn use. He | :
! stated It was a duplication of therapy. Further, he i {
t acknowledged the 3 different doses of Albuterol |
fwere migsed during the monthly raview of { ;
: medications. : !

- B, Review of the 12/21/12 nursing review for pain |
- showad resident #11 took allopurinel and '
: gabapentin for chronic gout and peripheral
i neuropathy, I additien, the resident took Norco i
- and Tylenol for breakihrough palh as neaded,

* Review of the electronic medication list showed ;
: the resident was ordered :
' acetaminophen/hydrocodone 5/325 mg (Norco) 1

- tablet every 4 hours as needed for pain. Review

: of the medication administration history showed

i the resident recelved Norgo 2 times In February

. 2013. Review of the nurses' notes did not indicate :

{ the Tocation and intensity of the pain prior to :
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DEFIGIENGY)

: The facility must -

F 329 : Continued From page 18
“adminlstration of the Norco or effectiveness of the:
- medication after it was given. Interview with RN
41 on 227113 at 10 AM revealsd she dig not
: always complete pain assessments, she staled
: sha could tell when the resident was hurting,

7. Interview with the DON on 2/28/13 at 8:15 AM
s slated her expectation for pain medication and
| breathing treatinents was that the nursing staff
: assess residents before and after thelr

| administratlon. Furiher, she stated with the

! implementation of the electronic medical racord,
; assessiments were nof completed as frequently
: as they were with paper charts.

: 8. Raview of the facility's policy and procedure
itled, "Pain Management” dated 599 showed the
 followlng; "...3. The patient will be instructed on |
i using the self-reparting measurement scale,
: Numerical pain scale of 0-10: 0= no pain, 5 is
- moderate pain, 10 Is worst possible paln. in the
“mvent that a patient is unable to self report [pain]
! using the numerical scale a visual scale will be
j used [Wong-Baker Faces Pain Scale]. 4. Check
i success of intervantion for oral medication in one
Ihour, 5, Record pain intensity and responses 1o
| interventions on tha MAR-Fain Assessment
| sheet....7. Evaluate the patient's pain to
! circumstances of onset, duration, location,
tintensity, quality, relieving and aggravating
“factors. 8. Review with the patient at each MDS
‘ assessment and before discharge the
L interventions used and their sfficiency.”

F 3711 483,35() FOOD PROCURE,

gs+E - STORE/PREPARE/SERVE - SANITARY

(1) Procure food from sources approved or

F 3201

F371: The facility will continue to
i ensure that areas where food is
i stored, prepared, distributed and
¢ served are maintained in a
! sanitary manner.
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F 371 Continued From pags 18
‘ considered satisfactory by Federal, State or local |
s authoriliss; and
£ {2) Store, prepare, distribute and serve food
s under sanitary conditions

! This REQUIREMENT s not met as evidenced
“by: !
Based on observation, staff interview and review
. of the cleaning schedute, the fagitity failed to ‘
. ensure 2 of § kitchens {main and activity

: kilchens) were maintained in & sanitary manner.
‘ The findings. were;

" 1. Observation of lhe main kitchen on 2/25(13 at
10:15 AM showed the hood vents in the haking

- area and also In the maln cook area of the

- Klichen were not clean. Both of {hese hood venls

» yad visible build-up of dust and grease. In E

~addition, the two convection ovens in the main
cook area had thick accumutations of burned on
food inside the ovens. Review of the cleaning
schedule showed the hood vents were last
cleaned In the baking area oh 1/6/13, and the
cook's ovens and hood vanis were shown to have

- been done on 1/3/13. Interview with the directer

s of nulition services on 2/26/13 at 830 AM
verified these ilems needed more freguent

- cleaning. According to Food Code 2068, ULS,

; Public Health Service: 4-601,11"...(C)

: Nonfood-contact surfaces of equipment shall be

i kepl free of an accumulation of dust, dirt, food |

 residue, and other debris." {

n
E’

;' 2. Obsearvation on 227713 at 10 AM showed the

i

1. The hood vents and convection
ovens in the main kitchen were :
cleaned an 02/26/2013, :

The refrigerator and microwave
aves in the activity kitchen were
cleaned on 02/27/2013,

A cleaning schedule was developed
for the ovens and hood in the main

kitchen, and for the activity kitchen
to ensure the appliances are cleaned

on a regular basiscfCopeenslosed)

The sanitation of all kitchens will
be monitored though quarterly
environmental rounds conducted by
the Director of Nursing, Plant
Operations Director, and Infection
Confrol Practitioner and the results
reported to the Environment of Care
(EQC) Committee with oversight
by the QI/P] Committee on a
guarterly basis.

i
The Director of Nursing and

Director of Nutrition Services will
maonitor.

- 04/03/2013
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F 371 Continued From page 20
L activity kitehen, which was available for residents
; and staff, had food equipment in need of :
i cleaning. The outside of the refrigerator door was
: soiled with @ brownish substance. In addition, the -
- Inferior of the microwave oven was soilled with
« splatters of food. Interview with the activity
i director on 2027113 at 11:50 AM verified there was .
: no cleaning schedule for the kitchen. She stated
; the staff used the kitchen maostly; however, it was
t also used for the residents. According o Feod
: Code 2009, U5, Public Health Servics: 4-601.41 .
"..(B) The food-contact surfaces of coaking
s equiprent and pans shall be kept free of
L encrusted grease deposits and other soil !
t accumulations. {C). Nenfood-contact surfaces of
| equipment shall be kept free of an accumudation |
| of dust, dirt, food residue, and other debris “ i
F 4111 483.56(z) ROUTINE/EMERGENCY DENTAL 1‘
) : SERVICES IN SNFS

I The facility must assist residents in obtaining
s routing and 24-hour emergency dental care,

¢ A facillty must provide or obtain from an cuiside

i rasource, in accordance with §483.75(h) of this

- part, routing and emergency dentsl services to

s meet the needs of each resident; may charge a

' Medicare resident an additionat amount for

-routine and emaergency dental services; must if

- pecessary, assist the resident in making ;
appointments; and by arranging for transpaortagon

1o and from the dentist's office; and prompfly refar
residents with lost or damaged dentures tc a
dantist,

i This REQUIREMENT is not ret as evidenced
1 by.

F3m

F411:

The facility will continue to assist
i residents in obtaining routine and

. 24-hour emergency dental care to
I meet their needs.

I8

Resident #14 and the
responsible party were
interviewed on 03/15/2013
and agreed to having a new
dental evaluation cenducted,
A dental appointment has
been scheduled for
03/21/2013 for evaluation of
Resident #14°s dentures,

A speech therapy consult will
be oblained to evaluate
Resident #14°s risk for
choking.
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a. Review of the 7/20/12 dental exam report |
completad by the dentist showed the resident's |
gums were In good condition, There was no E
further documentation related to the resident's |
loose dentures. ;

b, Review of the 10/4/12 progress notes
showed the physician observed the rasident i
sitting slumped over In the chair with his/her lower |

. plate nearly out. When the resident was aroused, |

sfhe "sucked" the denlures back Inand put them

“in place. Review of the 1203112 Quarterly ;

*Nutrition Assessment showed the resident was oh:

‘& mechanical soft dist and was having diffioulty |

“swallowing hisiher food. The document further

; stated his/her difficulty was related, in par, to the

 dentures constantly falling out. The resident's dlet :
was changed to softer foods.

¢. Intarview with the dietary clinician on

L0128/13 at 10:40 AM revealed the resicdent

refused lo remove hig/her dentures during meals. |

) | SUMMARY STATEMENT OF DEFICIENCIES . PROVIDER'S PLAN OF CORREGTION "
PREFIX | (BACH DEFICIENGY MUST DE PRECEDED BY FULL OPREFIX {EACH CORRECTIVE ACTION SHOULD BE | GOMPLETION

TAG | REGULATORY DR LSC IDENTIFYING NFORMATION) i faq ©  CROSS-REFERENGED TO THEAPPROPRIATE | DAE
j i DEFICIENCY) ;
a i ‘

F 411 ; Contined From page 21 L F411) 3. Resident #14 will be closely
{ Based on medical record review, observation monitored by nursing staff during |
i and staff Interview, the facility falied to ensure : meal times to ensure his safety. %
. dental services were provided to meet resident :
i needs for 1 of 1 sample residents (#14) with 4, Al residents will be screened at
Jimproperly fitting dentures, The findings were: : Jeast annually by a dentist 1o
. ; ensure dental necds are met, and
i Observation on 2/26/13 at 3:10 PMand on residents who have dental necds
1 202713 at 11:45 AM showed resident #14 had at other times will be promptly
loose dentures partially protruding from hisfher referred to a dentist for care
- mouth. The annual nursing review daled 711012 '
: showed the resident had bona loss of the fower ! e .
: jaw and hisfher dentures had littie to rest on, t 5. A Qlindicator will be devoloped
" Further, the note showed the resident had severe : to monitor the provision o_l‘ dental
. scoflosls causing him/her to lean 1o the left : services and the results will be
“rasulting in the dentures protruding out of his/her reported on a quarterly basis to
i mouth, and the resident was a risk for probiems the QI/P1 Comunittee.
twith eating. The following concerns wera ! :

identified; 6. The Social Worker will monitor. | 1m0
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: In addition, a speech consult was not
! recommended because the resident did not have:
| ‘a swallowing probiem but had difficulty chewing.
‘ She further stated the change in diat fexture
halped with reducing the resident's choking. f
i Interview with the DON on 2/28/13 at 8:16AM |
f  revealad she was aware the resident had looss.
 dentures and acknowledged s/he may need a
| i more through dental examinatian. In addition, she | i
 stated a risk assessment for choking had not
: been completed.
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(Xay i SUMMARY STATEMENT OF DEEIGIENCIES : n PROVIDER'S PILAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL : PREFIX ! {EACH CORRECTIVE ACTION SHOULD BE { COMPLETICH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) PotAg CROSS-REFERENCED TO THE APPROPRIATE | DATE
; i DEFICIENCY) §
i . i : H
F 411 Continued From page 22 | Fatl i
| !

F 4282 The facility will continue to ensure that

F 428, 483.60(c) DRU)S(:FF%?JMEN REVIEW, REPORT . the drug regimen of each resident is
§5=D 3 IRREGULAR, : i reviewed at least once a month by a
{ The drug regimen of sach resident must be + licensed pharmacist and that
- reviewed at least-once a month by & licensed | irregularities are reported (o the
i pharmacist, . attending physician and Director of
b Nursing, and acted upon, .
. The pharmacist must reporf any Irregularitias to 1, The drug regimen of Resident
i the attending physician, and the director of i #14 was reviewed and the
¢ nitrsing, and these reports must be acted upon, physician discontinued the :
. duplicate Albuterol treatments on
03/077/2043. See also Plan of i
I Correction for F329, |
| This REQUIREMENT is riot met as evicenced 2. Al residents drug regimens will |
by be reviewed al least once a
' Basec on medical record review and staff i month by a licensed pharmacist
Interview, the facility failed to ensure duplicate and ahy irregularities, including
drug therapy was igentified for 1 of 13 sampla ‘ duplicate therapy, will be
-residents (#14), The findings were: reported to the atiending
S , ! physician and Director of
. Raview of the history and physical dated 1/10/13 Nursing, and acted upon,
- showed resldent #14 had diagnoses to Include
- chronic obsluctive puimonary disease (COPD),
“chronic: atrial fibsitation and dementis. Review of
_the electronic medication fist showed the resident
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PREFIX [EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE © COMPLEYION
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DEFICIENCY) :
F 428 Continued From page 23 F428° 3 The licensed pharmacist will
received the following medications for hisfher é mp?l't resul!§ of the monthly drug
: shortness of breath and COPL: Albuterol Sulfate regimen reviews to the QUPT
; 2 actuations (puffs) every 4 hours a3 needed : . Committee on a quarterly basis. |
F(prn), Albutero! Sulfate 2.5 mg inhater every 2 : . , . :
"hours prn, and Albuterolipratropium 3 mil inhaler 4. The Phannacy Director \lel .
i gvery 6 hours prin. Review of the medication : monitor o ensure compliance. 0470372013
- adminislration history showed the resident 5
: recelved each of the prm medications in February -
F 2013, The following. concerns were identified: ‘
i a, Interview with LPN #1 on 2/27/13 at 1015 ;
I AM verified the resident had duplicate Albutsrol ‘
" medications that were administered. ) ;
¢, Interview with the pharmacist on 2/27/18 at .
P 2:30 PM revealed the resldent should notbe on 3 : !
different Albuterol treatments for prn use. He : :
; stated it was a duplication of therapy, Further, he | :
- acknowledged the 3 different deses of prn !
; Albuterol were missed: during past monthly
s reviews of medications.
1 i
‘ i
!
i
H
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