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1. The corrective action that will be

An unannounced onsite complaint investigation accomplished for Res_u:?ent #1 Wl'l'ﬂ
was conducted on 2/4/08 and complated an was affect by the deficient practice
2118/09. . : : -

| -F : uestion will be -
| F 281 483.20(k)(3)(i) COMPREHENSIVE CARE PLANS F 281 will be: The nurse ing . .
! =D : extensively counseled on regarding

The services provided or arranged by the facility the proper medication
must meet professional standards of quality.

administration procedure.

2. All Residents have the patential for
This REQUIREMENT is nat met as evidenced P ;

by. , the deficient practice. The nurse in
Basad cn record review and interview nursing question will be counseled regarding
staff failed to maintain professional standards of : ¥ medicats
quality for medication administration for 1 the proper technigques of medication
applicabie resident. (Resident#1) Findings administration for all Residents. In
include:

addition she will be monitored for at

minimum of 1 month to ensure
1 Per record review on 2/4/08 nursing staff faileg

to assess and monitor medication administration proper understanding has been
for Resident #1, whose care plan directed staff to achieved. Monitoring efforts will be
monitor 'swallowing issues'. Per the interview :
later that same day, the nursing staff stated that performed by the DNS and will
! she was not sure if the resident swallowed zll the involve competency testing, med

medication and "apparently she was still holding :
them [meds] in the mouth because in a couple of pass audits as well as general
minutes they were on the table and blouse”. The observation.
nurse stated that she did walk away to the fici
St z : cient
medication cart. Per the Licensed Nursing 3. Inorder to ensure that the de.
Assisiant (LNA)interview via telephone on 2/29/08 practice does not reeccur, an in-
at 1:30 PM, stated that the resident was observed ; i th
: il March 117,
with medication in the throat. The LNA went to service will be heid on Marc o
assist ancther rasigent and whan the LNA 2009 for all nurses of the facility
returned approximately S minutes later, there was . r medication
applesauce, fluids and pieces of medication on addrlestsmg |I:|r0pe : :
the resident and table. The Director of Nursing administration techniques; with a
services confirmed on 2/4/09 at 3:30 PM that the :
i roper assessment
nurse failed 1o menitor and assess if the s S
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F 281 Continued From page 1
medication was safely swallowed.

Lippincott Manual of Nursing Practice, 8th Edition,
pg 18.

F 281 and supervision during medication
administration. Claire Bishop, RN,
DNS will be the instructor and
testing will be administered at the

conclusion of the in-service.

4. The DNS will monitor the
effectiveness of the corrective
action. This monitoring effort will
come in two forms.

1. Unannounced medication pass
audits will be completed and passed
by all nurses of the facility by
March 20", 2009.

2. Med pass audits of a sample of
nurses will continue on a guarterly
basis thereafter. Findings will be
reported to QA committee.

Claire Bishop, RN/DNS will be
responsible for the correction of this
deficiency
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