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F 000 | INITIAL COMMENTS F 000
Specifie action taken to correct the
No deficiencies were cited as a result of the deficiency:
complaint investigation. Event 1D #H5F611. ¢  MD was notified of
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428 recommendations for residents #14
55=D | IRREGULAR, ACT ON and #49 and has addressed those
recommendations.
The drug regimen of each resident must be Corrective Action will be accomplished
reviewed at least once a month by a licensed for residents having pofential to be
pharmagist. affected by:
¢ Upon finding inissing
The pharmacist must report any irregularities to recommendations a complete audit
the attending physician, and the director of was conducte«li of all
nursing, and these reports must be acted upon. recommendations to ensure that no

other restdents had been missed. An
in-service was then conducted by the
Director of Nursing with nursing
supervisors and our pharmacy
consultant to outline the necessary

This REQUIREMENT is not met as evidenced by: steps to prevent this in the future,
Based on record review and staff interviews, the Measures taken to ensure deficient
facility failed to act upon pharmacy practice does not eccur again:
recommendations for two (2) of ten (10) sampled * A copy of all MD recommendations
residents (Residents #14 and #49). will be printed and given to the

nursing supervisor by the pharmacy
consultant upon completion of
review each month. The nursing
supervisor will then forward
recommendations to appropriate MD
for follow up. When the nursing

Resident #14's physician orders for June 2012 supervisor receives all MD
through August 2012 included the antidepressant recommendations back the results

Tiazodone 50 mg at hour of sleep every night. will be forv!r a!'ded to DON for Cross
check of original recommendations

and an additional audit done by DON
to ensure all recommendations were

The findings are:

1. Resident #14’s diagnoses included insomnia,
dementia, and major depression.

Review of the pharmacy review form revealed a
recommendation was made on 06/26/12 for the

physician to try a gradual dose reduction of cqmp lete.d.
We will monitor our performance fo
LABORATORY DIRECTOR'S ORPRROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE y\ (X8) DATE
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Any deficiency stalement ending with an aslerisk (*) denoles a deficiency which the institution may be excused from correcling providing it is determined that
other safeguards provide sufficlent protection to the patients. (See instruclions.) Except for nursing homes, the findings stated above are dis

disclosable 14 days following Lhe date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correglion is fﬂcﬁlﬂﬂeﬁ 9 20 12
to continued program participation.
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Trazodone. The physician visited Resident #14 on
07/20/12, however, the physician’s note made no
reference to the phamnacy recommendation
related to Trazodone. The next phamacy review
dated 07/26/12 indicated the gradual dose
reduction of Trazodone was "pending.”

On 08/31/12 at 11:30 PM the Director of Nursing
(DON) stated when a pharmacy recommendation
was made, the pharmacist gave a typed sheet
describing the recommendation, reason and
suggestions to the DON to give to the physician.
The DON stated that if the resident's physician
was the medical director, the recommendation
was left in his box as he visited weekly. [f the
physician was not the medical director, as in the
case of Resident #14, the recommendation was
faxed to that physician. The DON stated that the
next time the pharmacist completed the monthly
review, if the physician had not responded, the
pharmacist noted that the recommendation was
pending and verbally informed the DON. The DON
then followed up by asking the nurses on the floor
about the status of the recommendation. The DON
stated there was no log or system to tract when
the recommendations were sent to the physician.
She could not provide any evidence the
recommendation was faxed to Resident #14's
physician. In regard to Resident #14, the DON
could not recall what she did when informed in July
2(¥12 that the physician had not responded to the
pharmacy recommendation.

On 08/31/12 at 11:35 AM the phammacist stated
she gave the written recommendations to the DON
each month. If the physician had not responded

F 428

quarterly thereafter.
Date of Completion:

make sure that solutions are sustained.

¢  Findings from crosscheck by DON of
MD recommendations will be
compared to nursing supervisor’s
documentation and brought to QAA
for review x 3 months and then

» Facility will achieve substantial
compliance by October, 8 2012
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by the next month, she verbally informed the DON
the recommendation was still pending. If there
was not response by the next month (60 days)
she resubmitted the same written recommendation
to the DON again.

2. Resident #49's diagnoses included anxiety,
depression, deprassion induced insomnia, and
dementia.

Review of physician orders for June 2012 through
August 2012 revealed she received the antianxiety
medication Xanax 0.25 mg three times per day.

Review of the pharmacy review form revealed a
recommendation was made on 06/26/12 for the
physician to try a gradual dose reduction of Xanax.
The next pharmacy review dated 07/23/12
indicated the gradual dose reduction of Xanax was
"pending” and indicated that there was a failed
trail reduction 01/2012.

The physician visited Resident #49 on 08/03/12,
however, the physician's note made no reference
to the phammacy recommendation related to
Xanax.

On 08/31/12 at 11:30 PM the Director of Nursing
{DON) stated when a phamrmacy recommendation
was made, the pharmacist gave a typed sheet
describing the recommendation, reason and
suggestions to the DON to give to the physician.
The DON stated that if the resident's physician
was the medical director, as such was the case
with Resident #49, the recommendation was leftin
his box, as he visited weekly. The DON stated that

F 428
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the next time the pharmacist completed the
monthly review, if the physician had not
responded, she noted that the recommendation
was pending and verbally informed the DON. The
DON would then asked the nurses on the floor
where the recommendation was and request
followup. The DON stated there was no log or
system to tract when the recommendations were
sent fo the physicians. In regards to Resident
#49, the DON could not recall what she did when
informed in July 2012 that the physician had not
responded fo the pharmacy recommendation.
On 08/31/12 at 11:35 AM the phamnacist stated
she gave the written recommendations to the DON
each month. IF the physician had not responded
by the next month, she verbally informed the DON
the recommendation was still pending. If there
was not response by the next month (60 days)
she resubmitted the same written recommendation
to the DON again.

F 441 | 483.65 INFECTION CONTROL, PREVENT F 441

5S=D | SPREAD, LINENS
The facility must establish and maintain an F 441
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and to Speci'ﬁc action taken to correct the
help prevent the development and transmission of deficiency:
disease and infection. ¢ Immediate in-service was given by

pharmacy consultant and DON with
() Infection Control Program all nurses to properly irllstryct on
The facility must establish an Infection Control correct method of medication
Program under which it - prepal.'atlon and preventing spread of
(1) Investigates, controls, and prevents infections infections.
in the facility; Correc_tive Actim_l will be af:compllshed
(2) Decides what procedures, such as isolation, for residents having potential to be
affected by:
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should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infeclion

(1) When the Infection Control Program determines
that a resident needs isolation to prevent the
spread of infeclion, the facility must isolate the
resident.

(2) The facility must prohibit employees with a
communicable disease or infaected skin lesions
from direct contact with residents or their food, if
direct contact will fransmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepied
professional practice.

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced by:

Based on observation, staff interviews and record
reviews facility staff failed to dispense medication
directly into a medicine cup from bubble packages
and bottles for one (1) of six (6) nurses observed
during medication pass.

The findings are:

A review of a facility policy fitled "Administering
Oral Medications" and not dated indicated in part

orientation on proper medication
preparation techniques including
instruction on not pouring pills into
their hands. Additional in-service
was conducted with nursing staff by
Infection Control nurse on proper
medication preparation techniques
including not pouring pills into hand,

Measures to be put into place or
systemic changes made to ensure that
the deficient practice will not occur:

Infection Control nurse will
randomly audit 5 medication passes
on a weekly basis, 5 total nurses, to
ensure continued compliance,

We will monitor our performance to
make sure that solutions are sustained.

We will monitor results monthly in
QAA meeting x 2 months to discuss
effectiveness and ¢nsure compliance,
Any further incidents will be brought
to QAA for further evaluation x 2
additional months and nurse in
question will receive disciplinary
action,

Date of compliance:

October 8, 2012
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under a section itled "procedure” to:
Prepare Medication:

Tablets or capsules packaged in bubble
packaged containers described as "Bingo Cards” -
punch the medication directly into the medicine
cup.

Medications in botiles - pour amount ordered
into the medication cup.

During an observation on 08/29/12 at 9:15 AM
Nurse #1 was standing in the 300 hallway next to
a medication cart and poured tablets and capsules
one by one directly into her left (L) hand and
dropped them from her hand into a medicine cup.
Nurse #1 picked up the medicine cup and walked
away from the medicine cart and into Resident #
160's room. She walked out of the resident's room
to the medication cart in the hallway, picked up
the Medication Administration Record (MAR}
notebcok on top of the cart and did nof wash her
hands.

During an observation on 08/29/12 at 9:20 AM
Nurse #1 opened the (MAR) notebook on top of
the medication cart and wrote her initials with an
ink pen for each of the medications she gave to
Resident #160. She then tumed the pages of the
notebook to Resident #46's medications. Nurse
#1 opened the drawers of the medication cart and
picked up pill bottles and poured each capsule and
tablet from the bottles directly into her (L) hand
and then dropped them into a medicine cup. She
then cpened another drawer in the medicalion cart
and searched through the cardboard "Bingo Card”
containers until she found the medications for
Resident #45. Nurse #1 stacked the "Bingo Card"

F 441
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containers on top of the medication cart and then
picked up each one and pushed the tablets and
capsules out of the containers directly into her (L)
hand and dropped them into the medicine cup.
Nurse #1 touched a tofal of eight (8) tablets and
capsules with her hands before she placed them in
the medicine cup. She then carried the medicine
cup into Resident #46's room and gave the
medications to the resident.

During an interview on 08/29/12 at 9:31 AM Nurse
#1 stated sometimes she popped the tablets and
capsules out of the containers or pill boftles into
her hand but usually she poured the tablets and
capsules directly into the medicine cup. Nurse #1
further stated she realized she placed the
medications directly into her hand before she put
them in the medication cup and she knew she was
not supposed to touch them with her hands.

Buring an interview on 08/30/12 at 10:36 AM the
Director of Nurses stated it was her expectation for
nurses to pour tablets and capsules directly into a
medicine cup and they should not put them in their
hand or touch them with their fingers.
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