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Each resident's drug regimen must be free from This plan of correction is the
unnecessary drugs. An unnecessary drug is any facility’ dible alleoation of
drug when used in excessive dose (including acili y § credible e!ga
duplicate therapy); or for excessive duration; or compliance. Preparation and .
without adequate monitoring; or without adequate execution of this plan of correction
indications for its use; or in the presence of does not constitute admission or
adverse consequences which indicate the dose agreement by the provider of truth of
should be reduced or discontinued; or any th lusi t forth in th
combinations of the reasons above. ¢ conciusions se' 0 R 1n the
statement of deficiencies. The plan
Based on a comprehensive assessment of a of correction is prepared because it is
resident, the facility must ensure that residents required by the provision of federal
who have not used antipsychotic drugs are not and state law.
given these drugs unless antipsychotic drug ’
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic F329
drugs receive gradual dose reductions, and The DON will complete evaluations g
behavioral interventions, unless clinically for the observed medications for 127 07
contraindicated, in an effort to discontinue these " )
drugs. Resident #17 and Resident #8
(Ambien).
Physician will be given the
evaluations and request form fo
This REQUIREMENT is not met as evidenced cither continue current doses, Ja-17-07
by decrease doses, change frequency
Based on medical record review and staff and/or discontinue medications and
interview, the facility failed to ensure the drug reason for decisions for Resident #17
regimen was free of unnecessary medications for and Resident #8
2 (#8, #17) of 7 sample residents. The findings esident #6.
were;
The DON will complete an
a. Review of the medical record for resident #17 evaluation of Residents’ medications
showed a physician's order dated 5/28/07 for il lete resulis given
Ambien ( a hypnotic medication) 5 mg to be given will be completed and results g
every evening. According to the November and
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Any d:(;%é’ncy statement ending with an asterisk (*) denotesa deficiency which the institution may be excused from correcting providing it is determined that
eguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the:findings-statedsaboye are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above find g-dn _"DT&CI% G|

cofrection are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approi}e
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December 2007 medication administration
records (MARSs) the medication was given as
ordered. Further review showed there was no
evidence in the medical record that a dose
reduction was aftempted since being started on
the medication. in addition, there was no
contraindication for a dose reduction, or an
evaluation to show why the medication was
needed,

b. Review of the medical record for resident # 8
showed a Physician's order dated 2/21/07 for
Ambien 10 mg to be given nightly. Review of the
November and December 2007 MARSs revealed
the resident received the medication as ordered.
Further record review showed there was no
evidence of any attempt to reduce the dose of the
medication in the 8 months s/he was receiving it.
in addition, there was no contraindication for a
dose reduction, or an evaluation to show why the
medication was needed.

c. Interview on 12/18/07 at 11:15 AM with the
director of nursing, the nursing home
adminisirator, the social worker and the nurse
consultant revealed they were unaware of any
attempts to reduce the dose of the hypnotics for
these residents.
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