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Each resident's drug regimen must be {ree from
unnecessary drugs, An unnecessary drug is any
drig when used in excessive dose (ineluding
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequata
indications for its use; or in the presence of
adverse consequences which indicate tha dose
should be reduced or discontinued, or any
combinalions of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have nat used antipsychotic drugs are net
given these drugs unlass anlipsychofic drug
therapy Is nacessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who usa anfipsychotic
drugs recelve gradual dose reductions, and
behavioral Interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and staff interviews, the
facility failed to continue & madication dose
recuction in accordance with the physiclan’ s
orders for 1 of 3 residents (Resident #1),

The findings included:

Resident 111 was re-admitled to the facility from a
hospital on 101413 with a discharge diagnosis of

The statements made on this plan of
correction are not an admission of nor
constifute an  agreement with the
alleged deficiency. To remain in
compliance with all federal and slale
regulations, the facilily has laken or
will take the actions set forth in this
plan of correcllon. The plan of
corraction constitutes the facility's
aliegation of compliance such {hat the
alleged daficiency has been or will be
corracted by the dele or dales
indicated.

F328

For the residents involved,
correctlve action  has  been
‘accomplished by:

Only Resident #1 was affected. MAR
was corracted to reflect MD order of
Hydralazine 60mg bid on 11/13/13.
Exhiblt 4

Corrective action has  been
accomplished on all resldents with
the potential to be affected by the
alleged deficient practice by:

An audit of all MAR's using the most
current  physician orders  was
completed by DON and ADON on
1118/13  revealing O (zero)
discrepancies  when  comparing
physician orders and MAR for all 88
patients.

Exhlblt 2
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Any tEfciency stalement ending with an astarisk {*) deactes a deficiency which ihe Insiitullen may ha axcused from correcling providing it Is determined that
ather saleguards provide sufficient prelection to the patients. (See instiuations ) Excepl for nursing homes, the findings slaled above are dlsclosable 90 days
following the dale of suivey whather of not a pla of correction is provided. For nursing hemes, ihe above findings and plans of correclion ars disclosable 14
days following the dale thess decuments ere mada avallable to the facility. If deficiencies are Gited, an approved plan of corraclion Is requlsfie to continued
pragram parlisipation.
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chronic left frontal subdural hematoma (a term
which refers to an accumulatien of blood on the
brain's surface beneath the skull). Cumulative
dizgnoses Included hypertension {high blood
pressure}, diabetes, coronary artery disease,
chronic kidney disease and a history of falls.

A review of the resident ' s medical racord
revealed his admisslon medications ardered on
10/1/13 Included hydralazine 50 milligrams (mg}
given three imes dally. Hydralazine is a
medicalion used for {reating hypertension,

Resident #1 ' s most recent Minlmum Data Set
{MDS) information dated 10/15/13 indicated he
had intact cognitive skills for daily decislon
making.

On 10/16/13, a physlcian * s order was received
to reduce the dose of hydralazine given from 50
mg three timas daily to 50 mg twice daily for
Resldent #1.

A review of the resident ' s Medication
Administrallon Recard {MAR) for Octobar 2013
ravealed the new order for hydralazine 50 mg
given twice daily had been transcribed onfo the
MAR an 10/17/13, The previous order for
hydralazine 50 mg given three times daily was
discontinued, The Qutober 2013 MAR indicated
Resident #1 receivad hydralazine 50 mg twice
dafly in accordance with the physician ' s order
from 10/1713 through 10/31/13, However, a
review of Resldent #1 * s Medication
Administration Record for November 2013
revealed the resident had resumed receiving
hydralazine 50 myg three imes daily from 11/1/13
theough 11113713,
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systemic changes made to ensure
that the deficient practice does not
OGCUr

Adminfstrative Nurses and Slaff
Murses were In-setviced 11/28/13 by
Assistant Director of Nursing on new
procass of checking orders Any in-
house staff who did net receive in-
service {raining will not be allowed lo
work untll training is compleled. The
white copy of the lelephone order
sheet will he stamped "FAXED" when
the order is successfully faxed to the
pharmacy. Also, at the end of the
month, the RN check of all ordars wilt
ocour 2-3 days prior {o the end of the
morth. The DON will assign charts {o
nurses on alt shifis prior to the end of
manth so that 2l orders are checked

& second time comparing to the new
month’'s MAR with the most updated
physicians order summary as well as
any new telephone orders written
since the physician order summary
was reviewed,,

The information is integrated Into the
slandard orientation  tralning and
raquired in-service refresher course
for all nursing employees and will be
reviewed by our Quality Assurance
Process to verlfy thal the changes
have baen sustained.

Bxhibit 3
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A review of the Welghis and Vitals Summary for
Resident 1 revealed his vilal signs Including
bloct pressure (BP) were monitored routinely
gach shift. BP resuits from 10/17/13-10/31H3
{when the resident received hydralazina 50 mg
twice daily} were compared to BP resulis from
AN 111313 (when the resident recelved
hydralazine 50 mg three timas daily} with no
signiicant differences noted. A review of the
Resident * s fallfincldent reports revealed the
resldent did not experience any falls from 111443
through 11/13/13.

An inlerview was condueted wiil the Director of
Muesing (DONY on 11/13/13 at 5:06 PM. The
DON reviewed the physician’ s orders, the
Octobar 2013 MAR and the November 2013
MAR. Upon review, she stated the order for the
hydralazine dose raduction * fell through " two
safeguards at the facility. Tha DON reported that
at the end of October, ali physiclens ' orders
were printed out end a Registered Nurse (RN)
reviewed them. The RN was expacled to ensure
accuracy of the MARs by revlewing and
comparing the November orders egainst the
October orders. She noted that any naw orders
recelved during the manth of Octoher should also
have been reviewed. The DON stated the RN
reviewing the orders shouid have noliced the
hydralazine dose reduction at that time. The
DON referred to 1his part of the process as the
facility * s first safeguard to ensure medication
acouracy. The DON then reporied that the nurse
on duty during the last 24 hours of Oclober was
responsible for comparing the medication orders
on ihe October MAR to those of the November
MAR. She Indleated the nurse should have
noticed the dose was different and caught the
discrepancy then. This was the facilily ' s second
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The facllity has Implemented a
quality assurance monitor:

The Assistant Director  of
Nursing/SDC or  designee  will
monitor this process using the QA
Survey Tool, reviewing compliance
with checking MAR’s. Any Issues
identified  will  be  reporied
immediately to the Adm/ DON for
appropriate action. This audit will be
completed for 3 months o ensure
sustained compliance, Reports will be
given to the monthly QOL committee
and corrective action initiated as
appropriate.  Compliance will be
monilored  and  ongoing  auditing
program reviewed at the weekly
Quatity of Life Meeting.

Exhibit 4

Date of Compliance: 11/18/13
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safeguard in the process. The DON indicated the
reason why the pharmacy didn * t process the
order for the hydralazine dose reduction was
unclear, " but we should have caughtit. " The
DON indicaled she would need to talk with the
prascriber o reconcile what needed to be done
for the resident and the medication order at this
point in time,

F 329
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