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|

F 000 ! INITIAL COMMENTS F 000" 1. Physician notified, Geodon IM

|
PRN discontinued. RN’s & LLPN’s !07/01/10

!
| |
| | RN, . _
 An annual survey was conducted 06/15-17/10 to : | In serviced by Director of Nursing on
| determine the facility's compliance with Federal ’

|
[

i Regulatory Requirements. Deficiencies were Physical Restraj |
identified with the highest S/§ being a "D". ! . Y tra ntS.' Up (.iated .l
: F 229, Licensed Nurse Orientation checklist !

F 222, 483.13(a) RIGHT TO BE FREE FROM L . ! .
ss=D | CHEMICAL RESTRAINTS i } to include Physical Restraints policy !
1 ’ i and procedure. |

: [

facilities policy and procedure for

i |
 The resident has the right to be free from any !
1 chemical restraints imposed for purposes of IL .
f discipline or convenience, and not required fo '
! treat the resident's medical symptoms. , :

: i | )
by ' - affected. Pharmacy consultant and

» Based on record review and interviews, it was . ; . ‘
' determined the facility failed to ensure the ; ' Director of Nursing reviewed all §

| resident has the right to be free from chemical ; residents’ medications to verify
! restraints for one resident (#7), in the selected ; appropriate documentation of orders |
, sample of fen {10). Findings include: . ' f . . . ;
; :  for each resident receiving ‘
" A record review revealed Resident #7 was | ; psychotropic medications. ‘
. admitted to the facility on 11/24/07 with diagnoses
| to include Anemia, Malaise, Fatigue, Muscle i
, Weakness and Digestive System symptoms, ;
J I
| A review of physician's orders, dated 03/10 ! i
! through the beginning of 05/10, revealed "Geodon ; !
; 0.5 miltiliters (mi)?10 milligrams (mg) ! [
| intramuscutarly {IM) every eight (8} hours as [ i
[ i
| |
I i
! ]

| needed (prn} for agitation.” Further review of

i physician's orders, dated 05/03/10, revealed "give
[ Geodon 20 mg IM now and increase Geodon |
| dose to one (1) mi20 mg IM every eight {8) hours |
i prn for agitation." Additional review of physician's |
| orders, dated 06/10, revealed "Geodon one N |
| mi/20 mg IM prn svery sight (8) hours prn for !

|
T
|
|
E
|
!
|
|

[ | agitation.” i
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Any deficiency statement ending with an asterisk {*} denotes adaficiency which the institution may be excused from correcting previding it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosabls 90 days
following the date of survey whather or not a ptan of correctionis provided. For Nursing homes, the above findings and plans of correction are disclosatla 14
days foliowing tha date these documents are made available tathe faciity. If deficiencies are cited, an approved plan of corraction Is requisite to continued
pregram participation.
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F 222] Continued From page 1 [ 222] 3. Licensed staff in serviced by the J
| ! | Director of Nursing on the 1
‘ | A review of the medication administration records ; | determination of applopriate need |
(MARs}, dated 03/10 through the beginning of l j and use of pSYChOtl Oplc medications: l
1 05/10, revealed Geodon 0.5 mifi0 mg IM prn was
|
f administered on 04/20/10, as well as Geodon 1 [ to control behav:p I u,SG o.f . J[
mi/20 mg IM prn administered on 05/03/10. ; , nonpharmacological interventions |
i : | prior to administration of PRN '
| Additionally, a review of physician's orders, dated i l medication administration. Upon |
03/10 through 05/10, revealed "Hydroxyzine HCL i : :
(Atarax) 0.5mi/12.5 mg IM every six (6) hours prn ‘ admlssmn and with new ordets, all ﬁ
i for agitation.” Further review of the physician’s | : pSY.ChOtIOPlc n:ledlcatlons Wﬂ! be ]
r orders revealed the Atarax IM pra was 1 - reviewed by Director of Nursing or :
r | discontinued on 05/25/10. ' designee. Following the review, the |
! A review of the MAR, dated 03/10 through 06/10 , | p hySlCla‘n VYIH be I,]Otl_ﬁed of a.ny '
 revealed Hydroxyzine HCL (Atarax) 0.5 mif12.5 : i psyc'honoplc medlcatioln that is not :
- mg IM prn was administered on 03/12/10, ' - required to treat the resident’s i
03/14/10 04!’09[10 05’01”0 05/13”0 and . ' medica] Symptoms for detelmination
1 / : ; . .
, 06/10/10. ‘ - of use. Any changes will be audited
An interview with Registered Nurse (RN) #1, on : . by the care plan team at weekly
1 06/17/10 at 2:25 PM, revealed she did not see : assessment team meetings. j
'these IM's as a chamical restraint because a ’ i 4. Moni .
: . Monitor any psychotropic !
! chemical restraint would keep the resident : | . Y psy . p |
"knocked out” : . medications: upon admissionand |
, ' readmission by pharmacy, weekly by |
| An interview with Licensed Practical Nurse {LPN) ; - care plan team during weekly I
i #1,0n 06/17/10 at 2:15 PM, revealed a chemical : ! assessment team meetings, monthly !
' restraint wouid hinder the abilities of the resident; i ' per ph [tant. monthl i
| nowever, the nurse would need to attempt other i  berpharmacy consultant, montaly i
| measures before administration of an IM prn and @ | per Director of Nursing or designee |
| would require the physician's approval before tand presented to Administrator for |
: ! administration of the medication. ,‘ : revieyv.. ' N tr
{ An interview with the Director of Nursing (DON}), | | Administrator will present to Q |
| on 06/17/10 at 1:55 PM, revealed she understood ! I committee for six months for |
the definition of a chemical restraint; however, J J determination of compliance and ;
“ . o . | . . i
she dtd_not seothisas a chemrca! restraint for ! | recommendations for audit
| this resident because the resident became [ f f
; . | frequency. |
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! ' r ]
F 222 ! Continued From page 2 | Faa !
‘l physically and verbally aggressive with the staff at ; ,' :
| times. She stated the benefits of the medication i ! !
{ outweighed the risks. li | g
| j i
f A review of the facility's policy/procedure | |
"Physical Restraints,” dated 12/98, revealed i ,\ I
| "chemical restraints are not utilized for any | f
reason. As with all other medication ordered by i 4‘ !
| the physician, a qualifying diagnasis and/or | ) !
I medical symptoms are identified for justification ; |
| for use." ! !
'; :8; . gg%ﬁ?gg% ifg‘{LCNEDSAF}; %gVEDED MEET b F281 1 Medication error was noted and | )
g : , teported to physician on 6/16/10, ;06/ 18/10
 The services provided or arranged by the facility : " Medication was discontinued from |
' must meet professional standards of qualily. i | Medication Administration Record |
.‘» , - (MAR) and removed from
. This REQUIREMENT is not met as evidenced f  medication cart on 6/16/10. No
by ‘ : resident was harmed. ;
Based on record review and interviews, it was ! !
- determined the fa_cahty failed to Meet profe;.s;onaf ‘ “2. All residents have the potential to :
. standards of quality for one resident {#7), in the | : be aff ted. The Dj . . ;
' selected sample of ten (10), related to a ’ | be allected. ¢ Director O.fNL‘lrsmg :
i physician’s order for Atarax IM discontinued on . i reviewed all residents’ medications |
. 05/25/10 but administered on 06/10/10. ‘ ; with physician orders to assure |
+ Findings include: ! - accuracy. No other residents were
A record review revealed Resident 7 was i affected. ‘
| admitted to the facility on 11/24/07 with diagnoses i l‘
i to include Anemia, Mataise, Fatigue, Muscle | j i
| Weakness and Digestive System symptoms, | [
# A review of physician's orders, dated 05/10, ! | ‘l
| revealed "Hydroxyzine HCL {Atarax} 0.5 mi12.5 | f |
jf mg IM every six (6) hours prn for agitation.” ’ l :
i
f' Further review of a "Consultant Pharmacist ! I }
| Communication to Nursing” form, dated 05/19/10, ! i )
Event |D:BPKV11 Facility ID: 100691 If continuation sheet Pagse 30fs
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n | N . !
F 281 Conlinued From page 3 ! F281/3. Inservice conducted by Director |
! revealed, a physician's qrder to d:sccntrnug .the | of Nursing with all licensed staff. In |
Atarax IM prn and was signed by the physician on | . . .
i service included that physician

! 05/25H10. | :
i orders written on Consultant

\

|

i | |
-’ A review of the medication administration records ' Pharmacist Communication to |
I

|

! {MARs}, dated 05/10, revealed "discontinue

| Atarax IM pm" on 05/25/10 and was initialed by }'
} the nurse. i
|

Nursing form must be transcribed to
physician telephone order form to
ensure accuracy of MAR, In service
' Further review of the MARS, dated 08/10, : . also covered that all discontinued j
revealed Hydroxylzine HCL (Atarax) 0.5 mi/12.5 medications must be removed from
t'mg IM prn was still on the MAR and was i . . . .
 administered on 06/10/10, ‘ the medication cart immediately in
J‘ accordance with the policy and
procedure for Disposal of

: Aninterview with Registered Nurse (RN} #1, on

; 08/17110 at 3:50 PM, revealed she was the nurse i At li
- who administered the Atarax IM pm on 06/10/10. ! i Medications. Updated licensed

| The medication was still listed on the June MAR i nurse orientation checklist to include

- and the medication was still in the medication | i policy and procedure of |
: cart. The order had not been discontinued on the % discontinuggd/disposal of ;
+ June MAR by the person who checked MARs at ; | et :
; the end of the month. She stated she did not have } ! medications. )
i time to go back and check every order. When an i : |
 order was discontinued, it should have been :

highlighted, dated and initialed, so that all nurses
 would know about the discontinued medication.
' The medication should also have been taken out = | ;
* of the cart and put in the discontinued box. : i }

! An interview with Licensed Practical Nurse {LPN) ;
[ #2, on 06/17/10 at 4:20 PM, revealed she did the |
| change-over at the end of the month far the

' MARSs and did not catch this change in

: medication; however, if it had been written on a

| physician's order form, she would have caught it.

| An interview with the Director of Nursing (DON),
I'on 06/17/10 at 3:30 PM, revealed the order to
f discentinue the Atarax IM prn was not written on

| i
| |
|
| |
| |
| !
] |
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F 281 " Continued From page 4

i a physician's order form but was writien on the.

' | "Consultant Pharmacist Communication to
Nursing” form and was signed by the physician on

i 05/25/10. LPN #2 completed the end of the

i month change-over and did not see a written

! telephone order for the discontinuation of the
Atarax M prn, so she did not discontinue the

| medication from the June MAR. It should have

! bean written on a physician's order form and not

| taken off from the "Consultant Pharmacist
: Communication to Nursing" form.

|
TAG | CROSS-REFERENCED TO THE APPROPRIATE , DATE
|
t
|

F 281 j 4. Director of Nursing or designee
wxll audit Consultant Pharmacist
| Communication form and physician

i telephone order forms to ensure

| accuracy as applicable.

| Director of Nursing or designee will
| audit MAR at the end of the month

,[ change over to compare all

- medication orders from month to

! month.

+ Each audit will continue for 3 .
. months, be reviewed by the
admlmstratm and reported to QA f01
" additional recommendations or |
- change in audit frequency.

l

|
!
|
|
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A Life Safety Code survey was initiated and
conducted on 06/17/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 {Life Safety from Fire) and

- found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.}) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaifable to the facility. [f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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A Life Safety Code survey was initiated and
conducted on 06/17/10 to determine the facility's
compliance with Title 42, Code of Federal
Regulations, 483.70 (Life Safety from Fire) and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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