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A recertification survey was conducted by

Healthcare Licensing and Surveys from 10/29/18
o 1171118,

The following common abbreviations are used
throughout this dosument:

DON- . Director of Nursing
RN-  Registered Nurse

Less commonly used abbreviations will be
annotated in each deficisncy,

F 681 | Discharge Summary

$8=D | CFR(s): 483.21(c)(2)((H{iv)

§483.21(c)(2) Discharge Summary

When the facility anficipates discharge, a resident
must have a discharge summary that includes,
but is not limited to, the following:

(i) A recapitulation of the resident's stay that
includes, but is not iimited to, diagnoses, course
of ilnessAreatmant or therapy. and partinent lab,
radiology, and consultation results,

(i) Afinal summary of the resident's status to
include items In paragraph (b)(1) of §483.20, at
the time of the discharge thatlsavaﬂablefor
release to authorized persons and agencies, with
the consent of the resident or reskient's
representative,

(i) Reconciliation of al

medications with the resident's pos!-discharge
medications (both prescribed and
over-the-counter),

(iv) A post-discharge plan of care thatis
developed with the participation of the resident
and, with the resident's consent, the resident
represantative(s), which will assist the resident to

The facility will ensure the highest well-
being in regards to quolity of life and
quality of care. This will be accomplished
os outlined below:

F 861/ A) The facility’s “Your Discharge Plan of
Care/Instructions” was discontinued with
the facility’s transition to CERNER
electronic medical record. It has been
replaced by an electronic document titled
“Patient Discharge Summary” which is
Inclusive of recapitulation of stay. The
electronic document contains all the
required components of paragraph (b)
(1) of 483.20. This corrective action was
compieted on November 23, 2018,

B) An audit will be completed on all DC
Summaries prior to discharge for the next
two months to verify all required
compaonents of the DC summary including
recapitulation of stay and final summary to
include Items listed In paragraph (b} {1} of
483.20. The findings of the audit will be
reported at the December 2018 and
February 2019 quarterly QAPI meeting.
The Lead MDS/Care Cpordinator is
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adjust fo his or her new [ving environment. The
post-discharge plan of care must indicate where
the individual pians to resida, Imanmgomems
that have bean made for the ent's follow up
care and any post-discharge medical and
non-medical services

This REQUIREMENT s not met as evidenced
by:

Based on medical record review and staff
interview, the facility faled to ensure the
discharge summary contained alfl requirad kems
for 1 of 1 sampie residents (#46) who was
discharged. The findings were:

Review of the physician's discharge summary
showed resident #48 was discharged home on
8/16/18. The physician's discharge summary
included a recapitulation of the resident's stay,
but did not include a final summary of the
resident's status as required. Review of the "Your
Discharge Plan of Carefinstructions” form dated
8/16/18 showed it did not contain a final summary
of tha resident's status as required. There lacked
information on: cognition, communication, vision,
mocd/behavior pattamns, continance, physical
functioning, dental stetus, skin condition, and
activity pursuit. During an interview on 10/31/18 at
2:34 PM the DON stated the faciity was using the
"Your Discharge Pian of Carefinstructions® form
for the discharge summary and confimed # did
not contain ali the required information for the
final summary of the resident's status.

Pharmacy Srvca/Procadures/Pharmacist/Records
CFR(s): 483.45(a)(b}(1)H3)

§483.45 Pharmacy Services
The faclifty must provide routine and
drugs and biologicals to its residents, or obtain
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F755!  A)The insulin pen identified during
survey was labeled with “date
opened/expiration date/initialed”

on November 1, 2018.

QAPI. Further audits will be completed as
deemed necessary by the QAPI committee.

D} This Plan of Correction will be
completed by December 7, 2018.
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~ them under an sgreement dwm’bgd in pens on November 23, 2018, Subsequent
§483.70{g). The faciity may permit unicensed random audits of all insulin pens in use

personnel to administer drugs if State law
permils, but only under the general supervision of

will be completed weekly thereafter for 2

months with report of findings at the
a licansed nursa, S

quarterly QAPI meeting in December
§483.45(a) Procsdures. A facility must provid 2018 and February 2019. Further audits
Phafﬂfée!’lﬁml services (including m“,e: will be completed as deemed necessary by
that assure the accurata acquiring, recelving, the QAP committee.
dispensing, and administering of al drugs and
blologicals) to meet the needs of each resident. C) The Director of Nursing will provide
§483.45) ftation. The facify education to all Registered Nursing staff

. Servica Consu n. regarding St John’s Medical Center/Living
mlua emp! foy O’ r oblain the services of aficensed |- Center policy “Medication Administration®.
; D) This Plan of Correction will b

mmggg&mﬁ ?f":#hﬁo" onall in cgmpleted by December 7, l20:!.:.
aspects n armacy services
the facilty.

§483.45(b)(2) Establishes a system of records of
receipt and disposition of all cantrolied drugs in
sufficient detail to enable an accurate
reconcilation; and

§483.45(b)(3) Determines that drug recoeds are in
order and that an account of al controled drugs
Is maintained and periodically reconclled,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff intsrview, and review
of manufacturer's instructions, the facility fafled to
ensure medications availabla for use were not
expired in 1 of 3 medication carts (Team 1
medication cart). The findings were;

1. Observation during medication pass on
10/31/18 at 9:15 AM showed one opened
Basaglar insulin glargine injection pen with no
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written open date. Interview at that time with RN
#1 confirmed there was no written open date, and
the medication was available for yse,

2. Interview with the DON on 11/1/18 9:24 AM

confirmed the facility expectation would be to
kabel the insufin pen with the 28 day expiration.

3. Review of manufacturer's instruction found at
www. basaglar.com/using-basaglarfinsu
-expiration (retrieved 11/5/18) showed open
Basaglar insulin glargine injection pens could be
used for up to 28 days.
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