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{F 000} INITIAL COMMENTS {F qoo}
An upanneunced onsite re-visit was conducted on -
3/31/10 by the Division of Licensing and . F 329
Protedtion. i ) .
{F 320} | 483,25() DRUG REGIMEN IS FREE FROM {F 328} Resident #8°s medications were " 4/5/10
s3=g | UNNECESSARY PRUGS . reviewed by DNS and SDC for
o ' ' duplication, route of administration,
Each resident's drug regimen must be free from parameters for use; and indications
unnecessary drugs. An unnecessary drug Is any for use. Discrepancies reviewed and
drug when uWsed in excessive dose (including corrected with physician order,
duplicate therapy); of for excessive duration; of
without adequate monitering, of without adequate Resident # 70’s medications were < 472710
! indications for its use; of In the presence of reviewed by DNS and SDC for
adverse consequences which indicats the dose duplication, route of administration,
should be reduced or discantinued; or any paramesers for use, and indications
combinations of the reasons above. for use. Discrepancies reviewed and
corrected with physician order.
Based on a comprehensiva assessment _Of a ‘
resident, the facilty must ensure that residents Resident # 69’s medications were 4/1/10
wha have hotused antipsychotic drugs are not reviewed by DNS and SDC for
given these drugs unless antipsychatic drug ‘i duplication, route of administration, .
therapy is necessary to treat a specific condltian parameters for use, and indications
: 26 dlagnased and dacumented in the clinical for use. Discrepancies reviewed and
i record: and residents who use antipsychatic corrected with physician order
I drugs receive gradual dose ire,dm:ltqcms.' l;ﬂd .
behayioral interventions, uniess cinica esi , L ‘
contraindicated, in an effort to discontinue these 11_’; ;g:g;izys I;I%e:;?tsmbné ;2?6 42/10
drugs. duplication, route of administration,
parameters for use, and indications
for use. Discrepancies reviewed and
corrected with physician order.
This REQUIREMENT s not met as gvidenced
by: | S
' Bs;sed on interview and observation, the_faclllty
falled to assure each resident's drug regimen 1
free from unnecessary drugs for 4 of 7 residents
in the sample (Resident #8, #25, #69,.#70), S T
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. TATEMENT OF DEFICIENCIES © | (X1) PROVIDER/SUPPLIER/CLIA - (X2) MULTIPLE CONSTRUCTION (X3} PATE SURVEY
. AND PLAN OF CORRECTION - IDENTIFICATION NUMRER: A BUILDING COMPLETED
. ‘ \ R
: ' - : 475050 8. WING — 4 03/31/2010
* NAME OF PROVIRER OR SUPPLIER STREET ARDRESS, CITY, STATE, 2IP GOOE
o« : 80 MAPLE STREET .
. THOMPSON Hquss NURSING HOME | BRATTLEBORO, VT 05302
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION xXs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CAMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE DATE
. , " PEFICIENCY)
{F 000} | INITIAL COMMENTS {F 000}
An unannolnced onslte re-visit was eanducied on| -
3/31/10 by the Division of Licensing and ) F 329
Protection. ‘ B . : . )
{F 328} ! 483,25() DRUC REGIMEN 1S FREE FROM {F 32¢} Resident #8°s medications were " 4/5/10
' . o duplication, route of administrati
Each resident's drig regimen must be free from parameters for use, and indicatio:: '
unnecessary drugs. An unneceseary drug Is any for use. Discrepancies reviewed and
drug when used in excessive dose (including corrected with physician order.
duplicate therapy), or for excessive duratian; of
without adequate menitoring; or without adequate Resident # 70's medications were ' o
! indlestions for its use; of In the presence of reviewed by DNS and SDC for
adverse conseguences which indicate the dose duplication, route of administration
should be reduced or discontinued, ar any parameters for use, and indications’
comhinations of the reesons above. for use. Discrepancies reviewed and
corrected wi ici
Based oh a comprehensive assessment ‘t;f a ) d with physician order.
resident, the facility must ensure that res ents » .
wha have net used antipsychotic drugs are not ﬁﬁ;ﬁ:géi:%;gﬁlgagggf\::m 4/110
given these drugs uniess antipsychetic drug ' duplication, route of administrati
therapy is necessary tc treata gpecific condition i ters for use andm? ation,
: as diagnosed and documented in the clinical Pa’fora‘usen Disore , and indications 5
. record; and residents who use antipsychatic cormocted with P:‘W}e? reviewed and
! drugs receive gradual dase reﬁucﬁonq‘l‘anq cted with physician order.
' nanavioral Interventians, unigss clinically e
contraindicated, in an effort 10 discontinue these Resident #25's medications were 4/2/10
drugs. ‘ teviewed by DNS and SDC for '
duplication, route of administration,
parameters for use, and indications
for use. Discrepancies reviewed and -
corrected with physician order.
This REQUIREMENT is not met as evidenced -
v ‘ . .
Rased on interview and observaton, the facility
failed to assure each resident's drug regimen i
free from unnecessary drugs for 4 of 7 residents
N In the sample (Resident #8, #26, #69, #70). , .
- [ARORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REFRESENTATIVE'S SIGNATURE TITLE (& DATE
» ; — saic (*): uti pe exsused fram catrecting providing it is datanjnln'ad_ma!
A deficiency staterent ending with an asterisk () denates 2 deficlency whieh the Institution may sclosabile 60 @
. otr;xyer safeguards provide sufficient protection to the patlants. (See instructions.). Exeept for nursing homes, the findings stated abave ara di %isc\ Oes ab!eaﬁ
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FORM APPROVED
OMB NO. 0938-0391

~ CENTERS FOR MERICARE & MEDICAID SERVICES
. STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION (X3) DATE GURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMRER; COMPLETER
: : A BLILDING o
- - . 475050 3 W8 : | 033172010
© NAME OF PROVIDER OR SUPPLIER GTREET ADDRESS, CITY, STATE, 2P CODE
THOMPSON HOUSE NURSING HOME “B"R':',‘r:‘fé:*::? vt o532
) . " PROVIDER'S PLAN OF CORRECTION (XY
é’r‘a‘g—-‘& (&gﬁ m‘éﬁmmg? ES ;gggggg%ﬁm Pn!som (e:cu CORRECYIVE ACTION SHOULDBE _ | GAMPLETION
TAS REGULATORY OR LSG IRENTIFYING INFORMATION) TAG GROSS-REFEREgg ’?ﬁg\@)& APPROPRIATE 1
{F 328} Continued From page 1 {F 320}
Findings inglude:
‘ vl Lisa Kemp, RN, DNS and Sand
1. Per record review on 3/31/10, the drug eTup, RN, and Sandy 4/5/10
regimen for Resident #8 was not free from mﬁ’ RN, SDC reviewed all S
unnecessary drugs. Par review of the MAR ; S s for current residents
(Medicatien Administration Recard) for March } eparately, using MAR Audit tool.
2010, it was documentad that Resident #8 - Discrepancies reviewed and
received duplicate doses of 3 separate x;f::;::is\:;t‘l/x‘ gszzl?anb
medications. ) ' , or Dose,
. A) Catvedilol (an anti-hypertensive medication) Schedule, Route, Parameters,
b | was ordered on discharge fram the haspital as 25 Indications, Dosage Ranges,
' | mg by mMauith 2 times-a day. This order was Schedule Ranges,
duplicated during transcription onto the facility and Duplicare orders.
order sheet and MAR, and those orders were MAR Audit ools for each review (2)
signed by Resident #8's primary care physician were copied to Administrator
(PCP) on 3/26/10. it appears that the PCP daily to ensure completion and
crossed out the duplicate order when they were follow up-with DNS,
signed, but that was not communicated onto the
MAR., Per review of the MAR for March 2010, the Policies regarding Physician 4/2/10
Carvedilel was documented as given fwics on . Orders were reviewed and
2/24/10 at 8 AM. updated as necessary.
B) Senna (a stool softener) was ordered on
discharge from the hospital as Senna 172ma=2 Physician orders for all new Ongoing
| tabs by meuth at bedtime. This order was : residents shall be reviewed by the
duplicated during tranecription onto the faciiity DNS and one other RN for
erder sheet and MAR, and those orders were accuracy using the MAR Audit
signed by Resident #8's PCP on 3/28/10. Per Tool. MAR Audit tools for each
review of the MAR far March 2010, the Senna Review (2) shall be copied to the
was documented as baing given twice on 824110 | - Administrator for verification of
.| at bedtime. On 3/25/10, staff had to administer completion.
| loperamide cfem ant}—dia;mea ag?n.t) frorpdt’he - .
facility standing orders for compiaints o farrhea. . 1
c) Ogoal with Vitamin D (a vitamin supplement) ziiﬁlzgom ﬁ:ﬁ:i?a;‘;‘;fm 4/5/10
was ordered on discharge from the hospital as regarding Physician Ord & :
£00 mg by mouth 2 times a day. This arder was ol lnset?\,zic; defs b
duplicated on the MAR, but not on the signed gg .i’{t poid > records to be
physician erders. Per review of the MAR for plel 0 ‘}‘s'”‘“ to ensure
March 2010, 2 doses were signed off as being %O;Insl) etion and follow up with
administered on 3/23/10 at & PM, 3/24/1Q at 8 N
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 DEPARTMENT OF HEALTH AND HUMAN SERVICES - | R R ORH APFAOVED

. CENTERS FOR MEDICARE & MEDICAID SERVICES ' . OMB NO. 0938-0391
~ STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | COMPLETED
. . A. BUILDING . R
, atsosa . [BWIWe - . : 03/31/2010
NAME OF FROVIDER OR SUPPLIER = . . - | STREET ADDRESS, CITY, §TATE, ZIF CORE '
S 80 MAPLE STREET : N
THOMPSON HOUSE NURSING HOME BRATTLEBOROQ, VT 08302
. SUMMARY §TATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (x8)
'éﬁ‘gg& (BACH DEFICIENCY MUS‘lh" BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS REGULATORY OR LSC |GENTIFYING INFQRMATIEN) TAG BROSS-REFERENCED TO THE APPROPRIATE AYE
_ DEFICIENCY)
{F 329} | Continued From page 2 ' {F 329} - ) .y
AM, 3/25/10 at 8 AM, and 3/27/10-3/28/10 8t & DNS or designee will audit all Ongoing

AM. totaling 6 doses documented as duplisated. resident records each quarter to

- During an interview on 3/31/10 at 2:00 OM, the ensure that Physician orders are
DNS (Directer of Nursing Services) verified the complete and accurate.
above informatian. MAR Audit tool will be copied

_ to the Administrator and DNS to

2. Per review of the physician orders for Resident verify completion and follow up.
#8, signed on 3/25/10, there were muitiple PRN _ :

(as needed) medications ordered without an Results will be reporred at Ongoing
indication for use documented. QA mectings. DNS and
A) Ventolin 80 meg Inhaled evary 4 hours PRN Administrator to monitor

| B) Ativan 0.25 mg {milligrams) by mouth twice 2 for continued compliance.
day PRN : : .
-C)yAtivan 0.5 mg sub-linguat at bedtime PRN ﬁ(’ W %6.00 .

D) Milk of Magnesia by mouth 30 mi (milliliters)

at bedtime PRN ‘

F) MSIR (morphine sulfate immediate release) : .

15 mg hy mouth avery 4 hours as nesded

F) Nitroglycerin 4 mg sub-lingual every 5 minutes
as needed. Transeribed incorrectly as 4 mg
instead of 0.4 mg and no maximum dase
identified. '
During an interview on 3/31/10 at 2:00 PM, the .
' DN$ (Directar of Nursing Services) verified the
above information.

3. Per review of the physician orders for Resident! -
#70, signed on 3/30/10 by the hospital : ,
discharging physician, ene PRN medication lacks
an indication for use,

A) Robitussin DM (cough medicine) was orderad
by mouth 10 mL 4 times per day as needed, with
. no specific indication for use. :

During an interview an 3/31/10 &t 3:00 PM, the
DNS verified the above. ,

|

. | - .
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program of care, including medications and
freatments, at each visit required by paragraph (c)
of this section; write, sign, and date progress
notes at @ach visit; and sign and date all orders
with the exception of influsnza and pneumacaccat
polysaccharide vaccines, which may be
administered per physician-approved faeility

policy after an assessment for contraindications.

All orders reviewed for Dose,
Schedule, Route, Parameters,
Indications, Dosage Ranges,
Schedule Ranges, and Duplicate
orders. MAR Audit teols for each
review (2) were copied to
Administrator daily to ensure
completion and follow up.’

; FORM APPRQVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES ___OMB NO. 0938:038]
_ STATEMENT OF DEFICIENGIES - |(X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF GORRECTION IDENTIFICATION NUMBER: 4 COMPLETER
: o A BUILDING 2
S 475050 B WING 03/31/2010
NAN]E OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2\ CODE
: 80 MAPLE STREET
THOMPSON HOUSE NURSING HOME RRATTLEBORO, VT 08302
T R, | o | esemetermat | ofh
R |+ A O e IG INFORMATION) PIEX | cROSORereRNGED T THEAPPROPRATE | A
{F 326} | Cantinued From page 3 : {F 329}
4. Per review of physician arders for Resident
#69, signed on 03/31/2010, theré was no
indication for use for a PRN medicatian
documented on the orders or on the MAR, and no
route of administration for insulin for the same
resident, .
A) Tylenol 650 mg suppository per rectum every 4 ‘
: hours PRN. . '.
- B) Lantus Insufin 20 units every evening |
Staff confirmed the above information during an :
interview an 03/81/2010 at 2:20 PM.
5. Per review of physician orders for Regident
#25, signed an 03/16/201 0, there ware no
indications for use of PRN (as needed) inhalers
or PRN medication. B
A) Duoneb 2.5-0.8 mg/3 mi via nebullzer 4 times F 386
aday PRN .
B) Ventelin HFA 90 mcg 2 puffs PO (by mouth) Resident #8 physician order sheets 4/5/10
every 4 haurs PRN were reviewed by Lisa Kemp, RN,
C) Motrin 200 mg PO 4 times a day PRN DNS, Sandy Merkle, RN, SDC, and
staft confirmed the above during an intarview at Mark Malloy. RN, MDS for accuracy,
12:05 PM on 03/31/2010. then reviewed and signed by Physician.
Lisa Kemp, RN DNS and Sandy 4/5/10
Refer also to F520. . Merkle, RN SDC reviewed all :
£ 286 | 483,40(b) PHYSICIAN VISITS ~REVIEW F386: - MAR'’s for cument residents .
as=p | CARE/NQTES/ORDERS Separately, using the MAR Audit tool.
'. . Discrepancies reviewed and
The physician must review the resident's total corrected with physician,

© FORM CMS-2567(02-08) Proviaus vaérsions Qbaalete
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Faciiy 1: 475050
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" FORM APPROVED
* CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
~ STAYEMENT OF DEFICIENCIES (%X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONETRUCTION " |(X3) BATE SURVEY -
AND PLAN QF CQRRECTION IDENTIFICATION NUMBER: COMPLETER
. , 4 A BUILDING ”
475050 8 WING 03/31/2010__

. "NAME OF PROVIOER OR SURPLIER

* "THOMPSON HOUSE NURSING HOME

STREET ADDRESS, CITY, STATE, 2iP CODR
60 MAPLE STREET .
BRATTLEBORG, VT 05302

Y STA OF PEFICIENGIES " PROVIDER'S PLAN OF CORRECTION x5}
éﬁ?&& <5A<:srl1J ’Se"’?.‘é.ENEJﬁb“?%‘ ;a PRDECED£D BY FULL PREFIX (EACHM CORRECTIVE ACTION SHOLLD 85 caMpLETION
TAG REGULATORY OR LSC IRENTIFYING INFORMATION) TAG cnossvaspaasggg% IL% GTJ;)E AFPROPRIATE
F 386 Continued Fram page4 . . F 386 ?:gtb&ﬁm orq;r:eceived . Ongoing
. . v wi
w‘us REQUIREMENT is not met as gvidencad reviewe ,‘,1 P pon recsipt and prior
Baged on interview, record review and confirmed ;g‘:ﬁt o‘;tf] ;M&n}onth by the DNS
by interview, the physician failed to review the ” o or completion and
' total pregram of care far 1 of 7 applicable MAC‘“R”AY gs&mg . 0 iTlVIAR Audit tool.
. residents in the sample (Resident #8). Findings A Audit tool w 1 be copied to the
include: ‘ ministrator to ensure
- completion and follow up.
1. Per recard review on 3/31/10, the physician ‘ ‘ y _
orders for Resident #8, signed on 3/25/10, DI\!S or designee will audit all Ongoing .
contained 2 duplicate medication orders and an resident records each quarter to :
order with an incarrect dose jdentified. The ensure that Physician orders are
signed orders contained the following 3 orders: complete and accurate. MAR Audit
A) Duplicate orders for MSIR (Morphine Sulfate tool will be copied to Administrator
immediate release) 30 mg by mouth at bedtime and DNS‘ to verify
B) Duplicate orders for Senna 2 tabs by mauth at completion and follow up.
bedtime . , . .
C) Nitrogtycerin 4 mg sub-lingual every & minutes Results will be reported at Ongoing
as needed. This order also does not specify a QA mectings. DNS and
maximum dose or an indicatian for use of the Administrator to monitor
medication. On discharge from the gosp(u)tz:{ on for continued compliance.
3/23/10, this medicatian was ordered as 0. mg ' . .
 and had further parameters identified. ' ﬂ C i p®®’ ¥ 400 ;
During &n interview an 3/3110 at 2:00 PM, the
DNS verified the above informatian. . ,
F 425 | 483,60(a),(b) PHARMACEUTICAL SVC - F 425
88=D ACCURATE PROCEDURES, RPH
The facllity must provide routine and emergency
druge and biclogicals to its residents, or obtain F 425
themn under an greement described In ' '
§483.75(n) of this part. The faeiiity may permit Resident #8's medications were '4/5/10

uniicensed personnel to administer drugs if State
faw permits, but only under the general
supervision of a licensed nurse.

i A faciilty must provide pharmaceutical services

. (including procedures that assure the aceurate
acquiring, receiving, dispensing, and

reviewed by DNS and SDC for
duplication, route of administration,
parameters for use, and indications
for use. Discrepancies reviewed and
corrected with physician order.
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FORM APPROVED

OMB NO, 0938-0391,

* _CENTERS FOR MEDICARE & MEDICAID SERVICES .
_ STATEMENT OF PEFICIENCIES (X7} PROVIDER/SLPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER! COMPLETED
: A. BUILDING 2
| 475050 |B-WiNG —_— 03/31/2010
. NAME OF PROVIDER OR SUPPLIER STREST ABDRESS. CITY, STATE, 2IP COPE
80 MAPLE STREET
THOMPSON HOUSE NURSING HOME BRATTLERORO, VT 05302
(X4 ID SLUMMARY STATEMENT OF DEFICIENCIES is] PROVIPER'S PLAN OF CORRECTION (X5)
CH DEFICIENCY MUST BE PRECEOED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD B8 COMPLETION
"Pﬁ@x R‘E‘eu&%%-n?m LsC IDENQTEIF’:‘ING INFORMATION) TAG ’ caoss—aeseaagg,g% ;{;ﬁ cT%E APPROPRIATE RATE
F 425 | Gontinued From page & Fa2s| Reﬁicien:i t 70°s medications were 412110
administering of all drugs and biclogicals) to meet gxlei?:tionyrlmf :?gdﬁnD'n?i :;;don
the needs of each resident. ?me‘m o use, and indicanions
- ' » ; or use. Discrepancies reviewed and
The facility must employ of obtain the services of . ies
aJicansed pharmacist who pravides consultatian corrected with physician order.
on il aspects of the provision. of pharmacy - :
services In the facilityp. Physician orders for all new Ongoing
: residents shall be reviewed by the
DNS and one other RN for
- accuracy using the MAR Audit
.: : : Tool. MAR Audit tools for each
Tnis REQUIREMENT s net met as evidenced review 8)11:*\%;5 , .
by: ' o copled 1o the mistrator
Byase'd an interview, recard review and confirmed for verification of completion.
by Interview, the facllity failed to completely-and '
acourately transcribe admission.orders. for2of 5 DNS/SDQ will provide'mzmdatory 4/5/10
appiiceble recantly admitted residents in the re~education 1o all nursing staff
sample (Residents #8, #70), Findings include: : regarding Physician Orders
. | policy. Inservice records to be
4. Per record review an 3/31/10, steff failed to copied to Administrator to ensure
carrectly transcribe admission orders for Resident completion and follow up with
| #8. The following medications and/or treatments DNS.
* wete ordered and sighed on 3/23/10 hy the ! ,
. haspital diacharging physician, and not DNS or designee will audit all Ongoing
transcribed onto the facilify crder sheet: resident records each quarter to
! A) Albuterol Sulfate nebulizer 2.6 mg/3 mi Inhaled . ensure that Physician orders are
soiution 4timesaday | complete and accurate. MAR Audit
8) Albuterol Sulfate nebulizer 2.5 mg/3 mi Inhajed | too! will be copied to Administrator
solution every 4 hours as naeded | and DNS 10 verify
) Omeprazole 20 mg by mouth every 24 hours l completion and follow up.
D) Artificial Tears 1 drop ophthalmic every 2 :
hours as needed ' . Results will be reported at Ongoi
E) Nexium was ordered as 40 mg by meuth daily | QA meetings. I;Nps?and g
on 3/23/10, but nat transcribed onto the facility Administrator. o monitar
order sheet and also not placed an the MAR or for continued compliance.
documented as being administered unti 3/2710. 126 o
During an interview on 3/31/10 at 2:00 PM, the _. e A y /0
ONS verified that the above orders were not \/m
franseribed anto the facility order sheet or MAR

- FORM CME-2567(02-88) Previaus Varsions Obaolete Event [D:MaoK13’

Faciltty 1D: 478050 it eantinuatian sheet Page 8 of 11
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F 425 Continued From page 6
on 3/23/10.

| 2. Per record review on 3/31/10, medications
were transcribed incorrectly for Resident #8. Per
review of discharge orders for Resident #8 from a
hospita) ta the faciiity, signed on 3/23/10 by the
hespital discharging physician, the faollowing
inaccuracies were found: .

A) Nitroglycerin was ordered ag 0.4 mg sublingual.
every 5 minutes x 3 doses as needed, but -
transcribed onto the facllity order sheet and MAR
as Nilro 4 mg sublingual every § minutes as
needad,

B) Orders for Senna 2 tabs by mouth at bedtime,
Carvedilol 26 mg by mouth twice a day, and MSIR
30 mg by mouth at bedtime wera duplicated on
the facility order sheet and MAR.

C) Cymbalta was ordered as 60 mg by maouth
daily, but transcribed as Cymbalta 30 mg by
mouth daily and signed by the PCP as 30 mg an
3/28/10. Per review of the MAR for March 2010,
the dose had been written over and changed to
60 mg. There was no evidence that the physician
| had been contacted o change the dose back 10
the previously ordered dose of 60 mg.

During an interview on 2/31/10 at 2:00 PM, the
DNS verified the above information.

3. Per record review on 3/31/10, medications
were transcribed incorrectly for Resident #70.
Per review of discharge orders for Resident #70
from & hospital to the facility, signed on 3/30110
by the hospital discharging physician, the
foliowing inaccuracies wete found:
| A) Insulin, Regular Human, (Novelin R) was
ordered on discharge as injected subeutaneausly
! an a sliding scals, before meals (AC) and at
bedtime (HS). Per review of the transcribed order
and the MAR, the subcutaneous route of

F 425
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F 425 , Continued From page 7 F 425
administration was amitted during transcription.
B). Lantus insulin was ordered oh discharge as
insulin glargine (Lantus) injected subcutaneausly
30 unit= 0.3 mk every AM. Per review of the
transcribed order and MAR, the route of
. administration was omitted during transcription.
During an interview on 3/31/10 at 3:00 PM, the
DNS verified the above.
(F 520} | 483.75(0)(1) QAA : {F 620}
sg=g | COMMITTEE-MEMBERS/MEE F 520
QUARTERLY/PLANS
. . : Resident #8, 70, 69 and 25°s 4/5/10
A facility must maintain a quality assessment and orders were reviewed and '
‘assurance commitize consisting of the direcior of corrected with Physician.
nursing services; a physician designated by the MAR Audit tool
facility; and at least 3 other members of the copied to Administrator to
facility's staff. ' ensure to ensure completion
_ and follow up.
The quality assessment and assurance
committes meets at least quarterly to identify
-, isues with respect to which quality assessment The results of the Plan of Ongoing
and assurance activities are necassary, and Correction compliance and ‘
 develops and implements appropriate plans of Submitted MAR Audit tools
action to correct identified quality deficiencies. will be discussed daily by the
. Administrator and the Director
A State or the Secretary may not require X of Nursing for a period of 60 days,
disclcsure of the recards of such committee then weekly thereafter if compliance
except insofar as such disclosure is relgted to the with this requirement is consistentl
compliance of such cammittee with the - et for the 60 day period Y
requirements of this section. '
. X . . Results will be reported at Ongoing -
Good faith attempts by the committee to identify ' ep . going
and correet qua!i;' de%ciencies will not be used as goﬁ‘g}f:;ags' DNS to monitor fo?
2 basis for sanctions. ﬁ) e : L// é /D

. This REQU!.REMENT is not met as evidenced

by:

l

|
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_ | Basedon interview and record review, the facility
| , failed to assure implementation of appropriate

| plans of action to correet idéntified quality
geficiencies for 4 of 7 residents in the sample
(Residents #8, #70, #89, #25). Findings include;

1. Per record review on 3/31/10, the drug
regimen for Resident #8 was not free from |
unnecessary drugs, Per review of the MAR !
(Medication Administration Recard) far March
2010, it was documented that Resident #8
recsived duplicate doses of 3 separate
medications. :
- A) Carvedilol (an anti-hypertensive medication)
was ordered on discharge from the haspital as 25
mgq by mouth 2 times a day. This order was
duplicated during transeription onto the facility
, order sheet and MAR, and those orders were

, signed by Resident #8's primary care physiclan
| _ : (PCP) on 3/25/10, It appears that the PCP
\ , croased out the duplicate order when they were
| signed, but that was not communicated onta the |
, | MAR. Per review of the MAR for March 2010, the |
| . Carvedilal was decumented as given twice on
| :3/24/10 at 8 AM,
B) Senna (a stoal softener) was ordered on
discharge from the hospital as Sanna 17.2mg=2
tabs by mouth at bedtime. This order was
duplicated during transeription onto the facility
order sheet and MAR, and those orders were
 signed by Resident #8's PCP on 3/25/10, Per
review of the MAR for March 2010, the Senna.
was documented as heing given twice on 3/24/10
at hedtime. On 3/25/10, staff had to administer
loperamide (an anti-diarrhea agent) from the
facility standing orders fer complaints of diarrhea,
C) Oscal witn Vitamin D (a vitamin supplement)
was ardered on discharge from the hospital 2&

l 500 mg by mouth 2 times 2 day. This order was

Evant to:mzom'[  Facllly 1Dt 476060
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| duplicated on the MAR, but not on the signed '
physiclan orders. Per review af the MAR for

| March 2010, 2 doses were signed off a6 being
administered on 3/23/10 at 5 PM, 3/24/10 at 8
AM, 3/25/10 at 8 AM, and 3/27/10-3/29/10 at 8
AM, totaling 6 dases documented as duplicated.
During an interview on 3/31/10 at 2:00 PM, the
DNS (Director of Nursing Services) verified the

| above information.

2, Per review of the physician orders for Resident
#8, signed on 3/25/10, there were multiple PRN
(as nseded) medications ordered without an
indication for use documented.

A) Ventalin 80 meg Inhaled every 4 hours PRN
R) Ativan 0.25 mg (miliigrams) by mouth twice a
day PRN

C) Ativan 0.5 mg sub-lingual at bedtime PRN
D) Milk of Magnesia by mouth 30 ml (milliliters)

| at bedtime PRN

. E) MSIR (merphine sulifate immediate release) |
1 15 mg by mouth every 4 hours as needed - :
i F) Nitraglycerin 4 mg sub-lingual every § minutes |
| as needed. Transcribed ineorrectly as 4 mg |
i instead of 0.4 mg and no maximum dose

identifiac
During an interview an 3/31/1 0 at 2:00 PM, the

ONS (Director of Nursing Services) verified the . : _
above information. : ‘ '
. . |

3 Per review of the physician orders for Resident
#70, signed on 3/30/10 by the hespital , : _
discharging physician, one PRN medicatian [acks i
an indicatian far use.

A) Robitussin DM (cough medicine) was ordered
by mauth 10 mL 4 times per day as needed, with
no specific indicatian for use.

During an interview on 3/31/10 at 3:00 PM, the i !
DNS verified the above. . : }
Event ID:M2PK13 " Fachlty \0: 475030 if cantinuation sheet Page 10 of 11
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4. Per review of physician arders for Resident
#69, signed on 03/31/2010, there was no
indiegtion for use for a PRN medication
documented on the orders orF on the MAR, and no
raute of administration for insulin for the same
resident.

* A) Tyleno! 650 mg suppositery per rectum every 4
haurs FRN.

B) Lantus insulin 20 units every evening

Staff canfirmed the ahove information during an

|l interview on 03/31/2010 at 2:20 PM.

5. Per review of physician orders for Resident
#25 signed on 03/19/2010, there were no
indications for use of PRN (as needed) inhalers
or PRN medication. :

A) Duaneb 2.5-0.8 mg/3 mi via nebulizer 4 times
@ day PRN

B) Ventalin HFA 90 mcg 2 puffs PO (by mauth)
every 4 haurs PRN . ‘ .
C) Motrin 200 mg PO 4 times a tay PRN

Staff cenfirmed the abave during an interview at
- 12:05 PM on 03/31/2010. . )

‘Refer also to F329.
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