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An unannounced Medicare/Medicaid standard
survey was conducied 12/6/16 through 12/7/16.
Twe complainis were investigatad . Corractions

CEIVED
are required for compliance with the following 42

CFR Part 483 Federal Long Term Care DEC 19 12016

requirements. The Life Safety Cods

survay/report will follow. i %g@ ﬁgi %}”{j

The census in this 80 cerlified bed facility was 82
at the time of the survey.

The survey sample consisted of 18 residents, 14
current Resident reviews (Resident #1 through
14) and 4 closed record reviews (Resident #156
through 18).

F 332 | 483.45(f)(1) FREE OF MEDICATION ERROR Fas2| ¥
g5=-p | RATES OF 5% OR MORE Corrective Action(s): “
The Residents involved in Medication
{f) Madication Errors. The facility must ensure Puss Observation #11 & #13 have had
that its- their attending physicians wotified of the
medication errors. LPN #1 and RN#1
{1} Medication error rates are not § percent or involved in the medication pass
greater; observation have received dissiplinary
This REQUIREMENT is not met as evidenced action and a one-on-0ng inervice training
| by: o medication administration and the 5

1ights of medication administration, A
facility Incident & Accident form was
completed for each medication error,

Based on medication pour and pass
observatiahs, staff intarview, facility document
review and clinical racord review the facility staff
failed o ensure thoy wara free of medication error
rates less than 5%, There were 26 obseived
medicalion opporfunifies with 3 errors, resulting in
a 11.5% medication error rate. The residents
Involved in the medication errors were Residents
#13 (Fluticasone nasal spray and Gabapentin by
mauth} and Resident #11 (Vitamin D).

The findings include:

!

spDRAFPRY DIRECTOR'S OR FROVIDERISUPFLIER HE {ESENTATIVE'S SIGNATURE ‘ TITLE 6) DAVE
T T LRiA NV

\A‘_A AN 1 WIL, b CNA ST OO N
 deficiency staternent ending with an dyterjsk (*) denoles a deficiency which lhe instilution may be excused from soreecting pioviding it ls dsteridned that

olher safeguards pravideleutficien) protaztioho the patents . (Sea instructions.) Excepl for nursing homes, the findings slated above are disclsatle 90 days
following the dale of survey whether or not 8 plan of correction is provided. For nursing homes, the above findings and plans of corecllon are disdosable 14
days following the dale these documants sre made available to the facility. f deficiencies are cited, an spproved plan of comectian s yequizife to continued
program participalion.
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1. Resident #13 was admitted to the nursing Corrective Actions(s):
facility on 11/28/16 with diagnosee that included All residents may have potentially been
allergic thinitis and diabates with nerve pain. alfect;.d. A T00% mt‘:du":atl'on‘pas‘s andit
of al! licensed nurses within the facility

The resident was too newly admiited for a will be conducted to identify those nurses

completed Minimum Data Set (MDS) at 2{5'( iﬂl'lﬁ/l?fi'ffaflﬂn Aimfxmg@rmu 1
assessment, thus a Nursing Admission : an QT Tec _m“fuf: LITOIS, a.(:lhty

" ‘i - Incident & Accident form will be
Assessment was used [o asceriain infonmation

\ completzd for each nepativ ing as
about tha resident. Resident #13 was assessed P i o Af:cgah}cﬁn@xlx.lg.a_f,

' well as one-on-one inservice training and
o be alert and oriented.

appropriate disciplinary action if
warranted for nursing staff observed.

On 12/6/16 at 5:00 p.m., Resident #13 received

ane spray of Flulicasone nasal spray to each Bystemic Change(s):

noslril. The resident had physician's order dated The facility Palicy end Procedure for
12/6/16 for “Fluticasone 50 micrograms medication sdministration and has been
(mcgj-give 2 sprays lo each nostril twice a day for reviewed and no chinnges are warranted at
allergy, rhinitis. this time, All Licensed nursing staff will
be inserviced by the DON and/or Nurse
“Fluticasone Fropionate Nasal Spray. 50 meg is consultant on the facility policy &
an agueous suspension of micro-fine Flulicasone procedure for medication administration.
propionate for topical administration to the nasal Inservices will include administering
mucosa by means of a metering, atomizing spray medication per physician order and the §
purmp. Fluticasone prapionate is a synthalic, rights of medication administration,
trifluorinated carticosteroid with anti-inflammatory '
activity

{https:dailymed.nlm hih.gov/dailymad/archives/f
daDruglinfo.cfm?archivad=5767).

On 12/5/16 at 5:40 p.m., Licensed Practical
Nurse (LFN) #1 atated Resident #13 took the
Fluticasone nasal spray out of her hands and self
adrninistered one spray to each nostril. The LPN
did not instruct or altempt to administer the
second spray to each nostril per physician's
order, Tha LPN stated the resident 1ook the nasal
epray out of her hands so quickly, she was not
able lo deliver the nasal spray herself, but should
have ensured the coredt amount of sprays were
given. The resident was assessed to self
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administer the Fiuticasone in the presence of the
nurse.

On 127746 at 10:30 a.m., during an interview with
the Director of Nursing (DON), she stated LPN #1
should have administerad the nasal spray. [t was
determined the resident was assaszed for self
administration, but that it would be in the
presence of he nurse with the nurse providing
the necessary instructions. The DON created a
medicatian error report.

On 12/6/16 a8t 5:00 p.m., LFN #1 administered
Gabapentin 100 milligram (mg) capsule (o
Resident #12. The resident had physician's
orders dated 11/29/16 for Gabapentin 100 my
three limes a day (5:30 a.m., 2:30 pn, and 10:30
p.n.) for nerve pain.

“Neurontin (Cabapentin} capsules, tahisls, and
orz! solution are used 1o help contral certain typas
of seizures in people who have epilepsy
{https./fmedlineplus.gavidruginfo/meds/aB94007.
htenl).

On 1277116 at 10:30 a.m., during an interview with
the DON, sha staled the nurse who entered the
order in the system did not code the order

| correctly, She stated the way the order was
coded, it caused lhe order to highlighl at 5:00
p.m. inetead of 10:30 p.m. The DON sialed LPN
#1 wae educated to follow the writters physician
arders instead of the highlights on the computer.
The DON generated a medication errof report,

The facility's policy end procedures tittad
"Administering Medications” dated 12/2012
indicated medications should be administered in
accordance with physician's orders.

The Director of Nurging is responsible for
maintaining complignce. The DON
and/or designee will conduct two random
weekly medication pass observetions of
licensed nurses 1o monitor for
compliznee, The pharmacy consultant
will conduet two medication pass
abservetions of livensed nursing staff
during the facility visit. Any negatives
findings will be eddressed at the fime of
discovery and appropriate disciplinary
action will be taken. All diserepancies
found in thesc audits will be reported to
the Quality Assurance Committer for
reyiew, analysis, and recommendations
for change in facility policy, procedure,
and/or practice.

Completion Date: Janvary 13,2017
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2. During a medication pass and pour
observalion, the facitity staff failed to administer
the correct dose of Vitamin D3 medicatlon for
Resident #11.

Resident #11 was onginelly edmitted to the
nursing facility on 01/18/14 with the diagnosis that
included but not imited to vitamin D deficiancy.
The annual Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 08/14/16
with a Brief Interview for Manta] Status (BIMS)
coded 99, as the resideni was unable to complete
the interview ingicating short and long term

- memory problems and moderately impairad for

i daily decislon making.

During the medication pass and pour observation
on 12/07/16 at approximately 9:30 a.m.,, RN #1
gave Resident# 11 Vitamin D3 80,000 units.

On 12/07416 at 1130 8.m., this surveyor
reconciled the medicetion given to Residenl #11
by 1he physicians current arders for December
2016 indicating that Vitamin D3 50,000 units was
scheduled 1o be given on Thursday, 12/08/18.
“Vitamin D3 helps your bady absorb calciun.
Calcium is one of the main building biocks of
bone. A lack of vitamin D can iaad to bone
diseases such as *oslenparoeis. Vitamin D also
has a role in your nerve, muscle, and immune
systems.

http:iveww.nlm, nih.govimedline plusidruginfo/med
5/a682053.htrml.

*Osteaporosis is a disease that thins and
wenkens the banes. Your bones become fragile
and hreak ezsily, especially the bones in the hip,
spine, and wrist.
hitpe:/madiineplus.govivitaming. htmt,
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On 12/7116 at 2:15 p.m., tha Diractor of Nyrsing
(DON) was made aware of the error that was
made during the medication administration
observation. The DON agreed that this was a
medication error and she would be speaking with
RN #1.

The Administrator was informed of the finding
during a briefing on 12/07/16 at approximately
355 p.m. The facility did not present any further
infermation abeut the findings.

Tha facility's policy: "Administering Medicationg”
revigsed on Dacember 2012, Under section #7: i
'The individual administering medications must
check the label THREE (3} times to verify the
right resident, righl medication, right dose, right
time and right methoed {route) of administration
before giving the medication”.
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