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s 000| Opening Comments S 000 The Nurse Manager, Director of
Clinical Services will ensure that
Rules and Reguiations utilized for this survey are: all residents weight and other
aramet i
Rules and Regulations for Program f meter orde.rs Wf'” be
Administration of Assisted Living Facilities, ollowed and th's will be
Chapter 12, effective 12/12/2007 accomplished by; 2.0
Rules and Regulations for Licensure of Assisted A. Resident number 2 is 2027 /ﬁ
Living Facilities, Chapter 4, effective 06/28/2001 deceased. Resident. . /”? -
A complaint survey was conducted by Healthcare .number 3 we have )
Licensing and surveys on 2/11/15 - 2/12/15. The implemented following for
survey was prompted by complaint intake resident 3, current, and
LIC-15-013. future residents.
55019 Ch 12 Sec 7 (2)(x) Assisted Living Faility (ALF) | Ssote | = Communicationand
Core se?\zcega)(x) ssisted Living Facility (ALF) education of a new “Vitals
Board” that we have for
(a) The assisted -Iiving facility core services daily weights and other
include the following: vital signs. The parameters
{x) Twenty-four (24} hour monitoring of each from the physician will
resident. posted on the board
_ o highlighted in red. If the
Z‘I;lilg,e?ltca;g bR;Ie and Regulation is not met as resident go outside of these
_ ' parameters the nurse will
Based on medical record review and staff be notified by any of the
intehrview, tl‘;e fat(:ji!?y faile;l/to asgfys?hresi;‘:ler_lt_s for nursing staff so that they
a change of condition and/or notify the physician . o
for 2 of 3 sample residents (#2, #3) with a change can comrn.umcate' It “f'th
of condition. The findings were: the physician. This will be
in practice and staff
1. Medical record review showed a physician's educated by March 27%,
order dated 1/28/14 to check the weight for 2015. This will be revi d
resident #2 daily. Further review of the order - SViewe
showed the physician was to be notified if the monthly in QA Nursing
resident's weight was greater than 180 pounds or meeting.
s/he had increased breathing or edema. Review
of the August 2014 treatment sheets revealed the
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85019 | Continued From page 1 55019
resident had weights greater than 180 pounds on c , b8 O
2 days and the physician was not notified. Review - The nurse manager W'”. be a-mﬁ
of the September 2014 treatment sheets showed evaluate and re-evaluating 3’
the resident had weights greater than 180 pounds all orders with change of
on 23 out of 30 days and there was no condition. This will be
documentation to indicate the physician was lished b .
notified. Interview with the director of nursing accomplished by auditing
(DON) and the executive director on 2/12/15 at - all orders for current
11:30 AM revealed they were unable to obtain any residents by March 27,
information from the physician to indicate the 2015
physician was notified of the daily weights that ' )
were greater than 180 pounds. D. The nurse manager will
assure, with any change of
2. Medical record review revealed resident #(3) condition that the physician
had an order dated 1/25/15 to be weighed daily of that resident will b
and to notify the physician if his/her weight flat resigent it be
increased by 2 pounds in 24 hours or 5 pounds in notified via fax and
one week, Further review showed the resident's telephone. All fax and
weight increased from 181 pounds on 1/29/15 to telephone conversati
184 pounds on 1/30/14 and the facility did not wil z o ations
notify the physician of the increase in weight. documented in the
Interview with the DON on 2/12/15 at 11:05 AM residents file.
confirmed the physician should have been E. We will be tracking these
notified of the weight gain per physician's orders. procedures by putting the
resident who ha h
$5051| Ch 12 Sec 7 (d)(iii)(A-D) Assisted Living Facilty | $5051 of conditi > 8 change
(ALF) Core Services ondition on 48 hour
alert charting.
(d) Medications. F. We will be puttingina
condensed i
(i) Self medication. nsed service plan of
all residents into a binder
(A) Residents able to self-medicate may for the nursing assistance
keep prescription medicati_ons in their room if to inform them of physician
deemed safe and appropriate by the RN. parameters.
(B) Residents may keep and use
over-the-counter medications in their room
without a written order by a physician unless
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the room, an assessment will be made of each
person and his ability to safely have medications
in the room. |f safety is a factor, the medication
shall be kept in a locked container.

(D) The facility will work with the resident
to develop a means to mutually resoclve any
problems relating to self-medication.

This State Rule and Regulation is not met as
evidenced by;

Based on medical record review, staff interview,
and review of the list of residents who were
self-administering medications, the facility failed
to ensure 1 of 3 sample residents (#1) was safe
with this practice. The findings were:

1. On 21115 at 4:40 PM the director of nursing
(DON) provided a list of residents who
self-administered medications. Review of the list
confirmed resident #1 was self-administering.
Medical record review showed resident #1 had a
self-administration of medication assessment
completed on 11/18/14 that indicated the resident
needed assistance to correctly read aloud
instructions, state what time medications were to
be taken, state the dosage, correctly open the
container, and correctly measure the amount to
be administered. The assessment indicated the
resident was unable to safely self-administer
medications.

2. Interview with the DON and RN #1 on 2/12/15
at 10:05 AM confirmed the resident was deemed
unsafe to self-administer medications. Further
interview at that time revealed RN #1 assisted the
resident with unpacking on 11/18/14 and
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550561 | Continued From page 2 55051
deemed inappropriate by the RN. The Clinical Director and Nurse ol
. 4
(C) |f more than one resident resides in Manager have done completed :3}9‘1)“

a self-administration screen on
resident 1. Proper
documentation has been placed
in resident 1 chart. An
assessment on all the self-
medication residents in the
community by using the
Edgewood form, “Medication
Self Administration Screen”,
this will be reported to the
Executive Director by March
271 2015,

A.  We will continue to monitor
these, self-administrators,
on a monthly basis and
review their needs in our
monthly QA nurse meeting.

B. This form will be utilized on
all new residents that want
to self-medicate in the
future,
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conducted another self-administration
assessment and deemed the resident was safe to
self-administer medications and allowed the
resident to retain medications in her possession
for self-administration; however, an assessment
sheet was not completed at that time.

3. Review of the medical record failed to show the
resident had been assessed by an RN and
deemed safe to self-administer medications.

S50561

C.

We will be performing
monthly chart audits on all
residents that self-
administer medications,
and providing a list along
with education on how the
resident is self-medicating
of to the nursing staff. This
information will be brought
to our monthly QA meeting
with the nurse staff.

We will be putting in a
condensed service plan of
all residents into a binder
for the nursing assistance
to inform them of physician
parameters of self-
medication. This wil
continually be updated with
change of condition and
reviewed accuracy in the
maonthly QA nurse meeting,

If there is a change of
condition with resident that
is self-medicating a new,
Medication Self-
Administration Screen, a
new Service plan, and ALF
102 form will be completed
and communicated to the
hursing staff.

Dot
3Janf 15
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