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F 0551 Givetheresident'srepresentative the ability to exercise theresident'srights.

**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on observation, interview and record review, the facility failed to notify the responsible party prior to medication

harm or potential for actual | administration for one of three sampled residents (1). This failure had the potential for the resident's representative to
harm not be informed of the resident's care. Findings: Resident 1 was admitted to the facility on [DATE] with [DIAGNOSES

REDACTED]. An observation was conducted on 3/14/18 at 2:10 P.M. of Resident 1. Resident 1 was sleeping, the TV was on, and

Residents Affected - Few aprivate caregiver was present. A review of Resident 1's medica record was conducted on 3/14/17 at 12: 10 P.M. A review

of the physician's orders [REDACTED].[MEDICATION NAME](MS) (concentrate) Solution 20 mg (milligrams)/ml (milliliter).
Give

0.25 ml sublingually every 1 hrs (hours) as needed for pain, must call (name of the resident's) (sister: the durable power

of attorney- DPOA) first before giving the medication, do not give unless (name of the resident's sister) iscalled . A

review of Resident 1's Medication Administration Record [REDACTED].M., and on March 13, at 12:15 A.M. A concurrent
interview and record review was conducted on 3/14/18 at 12:13 P.M. with licensed nurse (LN) 1. LN 1 stated, The MS was

given on the night shift. They didn't call the sister. A concurrent interview and record review was conducted on 3/14/18 at 1:42 P.M.
with licensed nurse (LN) 2. LN 2 stated, There is no documentation that the sister was called . An interview was

conducted with the Director of Nursing (DON) on 3/14/18 at 1:30 P.M. The DON stated, They should have called the sister

first. No facility policy was available.
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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 following the
date of survey whether or not aplan 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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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