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F , ' , ; a) “Acce] e Plan of Correction” means the _
Rules and Regulatians utilized for this survey are: | Geiontien e e e o 0 e e
conducted by the Survey Division's degignated
Rubs and Regulations for Program representative. The pkwn of correction shall be a
Adminigtration of Assisted Living Facilities, written docurment and shall provide:
'| Chiapter 12, sffective 12/12/2007 d iy respansible for the corvection?
‘ . I} What was done ta correct the problem?
. _ ) . ii) Who will moni itunti
Rules and Regulations for Licensure of Assisted doesmotxeoeaurt | e hesitunton
Living Facilities, Chapter 4, effective 06/28/2001 » VziAnt;llp[;mpl;iale date, not to exceed sixty (60) days
after the last day of survey, for the correction of
A complaint survey was conducted by Healthcare deficiencies.
Licensing and Surveys on 6/5/18, The survey was.
“prompted by complalint intake LC-18-031,
The fallowing ¢omimon abbreviations are used
throughout thé documaht:
{ CNA- Certified Nursing Asslstant
LPN - Licensed Practical Nursa
-Less commonly used abbraviations will be
‘annotated in each deficienay.
C , ‘ 55032
55052; Ch 12:Sec 7 (d)(iv)(A) Assisted Living Facility | 55082 | This plan of correction is not to be constrised as an
(A]_F) Care Services - : . admission of or ngreement with the findings
and conclusions in the Statement of Deficicreies. This
d . . fan of corrcetion is being submitted ag
-(d) Medications. fe i ; ini i
: e quired by the vegwation. The Adwministrator will
. ' . ) ensure al} correetive action in the following
(N)’ Medlication assistance, Plan of Correetion has been completed.
(A) The staff shall be responsible for '\ §5052 ~ Chapter 12 Sec 7 (d)(Iv)(4) Assistcd Lrvmg
providing nécesssry assistance to residents Vaciiey ALF Cort Services. (d)
; deemed capable of self-madicating, but are 16) Wha s respoutible or e corventin.
E g, .| () Whe is responsible for the correction;
. unable to do so because of a functional disability, The Administrator, RN aod Bealth Services
in taking oral medications. Non-icensed staff can’ Coordinator are responsible for alf corrective
B only assist with oral medications. Medication ?C)“;;h"t"‘“d o 55052
. . : : . i Atwas done to corvert the problem;
;  assistance may include: Residents 48, 422, 424, 426, 427,428,130, 33, 34,
i . . 35, #38, and #40 were reassessed
dlcat {) Reminding resident to take to engure the need for medication administration
s me CE OnS. ECrvices were met.
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PROVIDER'S PLAN OF CORRECTION

- (I Assisting with removal of cap;

(IV) ‘Assigting with the removal of a
medication from & container for residents with a
disability which prevents indepandsnice in this aat:

- (V) Observing the rasident take the
medication; and

(V) Docwnentation of observation.

This State Rule and Ragulahon is not met as
evidénced by:

Based on observation, medical record review,
and staff interview, the facmty falled to ensure
resldants who reqmred gisistance with

| medication administration received redlcation

from aicensed nurse for 6 of 6 residents

-reviewed (48, #22, #24, #28, #34, #35). The

findings were;

Chsarvation an 6/5/18 at 11:30 AM showed LPN
#1 was administering medications to residents
during fhie noon meel. Residents who received

‘medication included residents #8, #22, #24, #28,

#34, and #35. Intervisw with the LPN at this time
revealed 42 current rbsidents reqiired assistance
with fnedication administration. The fol!owmg
conterns were identified:

1. Review of the May 2018 MAR (medication
administration record) for resident #8 sowed the
administrator, who was not & nurse, gave 12
medications to the resident on the tmoming of
5/1/18, In addltion, the MAR showed the
administrator gave medications on 5/9/18, three

* | current residents in order to evalyate thelr

medication delivery aceuwsacy by the CINA for
the dates of 5/1/18 and 5/9/18. The RN has {nitiated
medication self-administration asscssments for all

wmedi¢ation management needs, Moving forward,
initial and ungomg assessnents will inclode a
documented review of the Resident’s ability to self-
manage medications and ensure approprinte
licensed staff are scheduled aceordingly.

The adminkstrator, and all unlicensed staff will be {ne
serviced on the State Regulations of

Level t liceusing regarding the rules for medication
aggistance and wedicetion administration fo prevent
Any recurrence of this deficiency.

The Herlth Services Coordinatar (HSC) position will -
be filled by a licensed nurse, The HSC position
description hins been updated to include the
vesponsibility of ¢bsuring ndequnte licensed staff are
nvailable for medicution administration. The
community has scheduled implementation of an
elec(ronic medication software (EVMIAR). This
saftware requires login securlty aceess which ean be
moritored remotcly.

Once implemented the Health Services Coovdinatoy
and RN will monitor medicstion dispensing to ensure
appropriate liconsed staff wre scheduled.

(iti) Who will monitor to cnsure that the siteation
docs not reoccnr, The RN will complete ongoing
audits of the EMAR system for effectlveness of the
corrective action. The RN will ensure vesidents
receive the appropriate medication assistaice or
medication administration as deemed from current
medication munagement assessment.

(;(4) m SUMMARY STATEMENT OF DEFICIENGIES D Y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE .
TAG REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROBRIATE © DATE.

DEFlClENcY) .
56052 Continued From page 1 86082 | contimued from prge | ;
Thelr Medication Administration Records (MARs)
, () Removing medication: containgrs - were reviewed by the RN ind
from storage completed on 6/22/18, The review included
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madications were administerad on the afternoon "”'; [‘\"“i"""‘;“l';“*“‘v “fcd“':d RN ‘;:“ :‘“iw resident
- | shift and 4 medicatiins at bedtime. These  Medication Celivery schedules weekly to snsure
s ?neu’ Catlongncluitele%nt?'eatment for Pa:dnsun ‘s } | appropriasely licensed staff are assigned where
Y needed,
4 diseass, selzures, depression, diabetes, biood
pmssure an antipsychotic, and a narc;otnc for . {iv) An appropriate date, not to exceed sixty (60) days
paln ) after
2. Review of the May 2018 MAR for resident #22  This will be completed by 7.31.2018.

shawed the administratol gave 13 medications to
the resident on the mornhing of 5/1/18. in addition,

on 5/9/18 ten medicalions were shown as given
by the administrator ofi e, afternoon shift and 2 .
medications at bedtime. ‘These medications
included treatinent for bldod pressure, anxiety,
chronis- putmonary obstructive diseass, and a8
narcotic for pain.

3. Review of the May 2018 MAR for residefit #24
showed the administrator gave 7 medications to
the resident on the morning of 5/1/18 and 6
medications on the afternoon Shitt of 5/9/18.
These madications Included medications for
bload pressure a narcofic for pain, and & heart

| medication which raquitéd a pulse to be taken -
‘before admmlatratlon

| 4. Raview of the May 2018 VAR for résident #28
showed the administrator gave 5 madications on
the morhing of 5/1/18 &fid 8 medications on the
aftérnoon shift of 5/9/18. These tedications
inclided an antxpsychotic and af apticoagulant.

A 5. Raviaw of the May 2018 MAR for residsnt #34
c | showed the administrator ave 6 medications on
| the mothing of 5/1/18. In addition, on 5/9/18 two
N | medications were shown.as glven by the
administrator on the afterncon shift and 4
; medication at bediime. These medications
inclided a narcotic for pain and &n
antidepressant.
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8. Review.of the May 3018 MAR for restdent #35

‘showed the adiinisirator gave 8 madications on

the morning of 5/1/18. 1n addttioh on 5/9/18 thrae
medications werg showh as given:by the
admilnistrator on the' dfternoon skit, and 2

1 madications at bedtifrie. One of the.

med[cationsltraatments administered on 5[1 118

-was 8 fdam drassing used for wotind care.

"7 Intervrew w th the adminlstrator on 6/5/18 at

being the édmlmstratcr of me fammy On:6/1/48

+ . | the'nurse seheduled:for.the day, whe a o show, | '

no call" apd when the sdminigtrator wag fiot able

o find & nurse t6 tover the &hift she passed the

médications. In additioh; ské stated &k anly
passed the medicat«ons on B/1/18 sind denied
pasging miedicadtions.on 5/9/18, She thought
perhapd she had falled to log oltof the’ system.

- and the hurse on duity- admlnistered the

medncatmns under her inttials,
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