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F 0554 Allow residentsto self-administer drugsif determined clinically appropriate.

Level of harm - Minimal Licensure Reference Number 175 NAC 12-006.10A1 Based on observations, record review and interview, the facility failed to
harm or potential for actual | ensure aresident was assesed and competent to safely self-administer medications and to keep medications at the resident's bedside
harm for Resident 7. This affected 1 of 1 sampled residents. The facility census was 64. Findings are: An observation on 9/20/20 at 12:11
PM revealed Resident 7 had a bottle of Refresh eye drops on the bedside table. An interview with Resident

Residents Affected - Few 7 0n 9/20/20 at 12:11 PM revealed the resident had been self-administering the Refresh eye drops. Review of the facility

policy on Administering Medications dated 10/2011 revealed residents may self-administer their own medications once the
physician and the Interdisciplinary Care Planning Team have determined the resident has the decision-making capacity to do

so safely. Review of Resident 7's current physician orders dated September 2020 revealed there was no documented order for

the resident to self-administer the Refresh eye drops. Review of Resident 7's current undated Care Plan did not address the resident
was determined safe to self-administer medications. An interview with Clinical Coordinator (CC)-A on 9/23/20 at

8:10 AM confirmed Resident 7 did not have an assessment completed for self-administration of medications and no physician's order
had been obtained for the resident to keep the Refresh eye drops at the bedside.

F 0644 Coordinate assessments with the pre-admission screening and resident review program; and

referring for services as needed.

Level of harm - Minimal *NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on record review and interview, the facility failed to ensure the PASRR (Preadmission Screening and Resident Review - a

harm federal requirement to help ensure individuals were not inappropriately placed in nursing homes for long term care) was

reevaluated after anew [DIAGNOSES REDACTED)]. The facility census was 64. Findings are: A. Review of Resident 21's PASRR

Residents Affected - Few dated 4/27/17 revealed under Section I: Mental IlIness, Question 1: Does the individual have any of the following Serious

Mental lInesses, the checkbox next to No was checked. The checkbox next to the Psychotic/Delusional Disorder was not

marked. Review of Section X: Determination and Outcome revealed the resident did not meet criteriafor further review at

that time. Review of Resident 21's PASRR Determination letter dated 4/27/17 reveaed no further screening was required

unless the resident was later suspected or found to have a mental illness. Review of Resident 21's EHR (Electronic Health

Record) Medical [DIAGNOSES REDACTED)]. Review of Resident 21's MDS (Minimum Data Set - a federally mandated process for
clinical assessment of all residents) dated 1/28/20 revealed the [DIAGNOSES REDACTED]. Review of Resident 21's MDS dated
[DATE] revealed the [DIAGNOSES REDACTED]. Section A - Identification Information - revealed the resident was not currently

considered by the state level 11 PASRR process to have serious mental illness. Interview on 9/23/20 at 7:39 AM with the

Director of Case Management confirmed Resident 21's PASRR was not updated after Resident 21's new [DIAGNOSES

REDACTED]. The Director of Case Management confirmed the PASRR should have been updated with the new diagnosis.

B. Review of Resident 31's PASARR evaluation dated 2/1/19 revealed no serious mental illness with [DIAGNOSES REDACTED)].
Review of Resident 31's MDS dated [DATE] revealed the resident had the following diagnoses; Anxiety Disorder and

Depression. There was no [MEDICAL CONDITION] identified. Review of Resident 31's MDS dated [DATE] revealed the resident
had the following diagnoses; Anxiety Disorder, Depression, and [MEDICAL CONDITION] (other than [MEDICAL CONDITION]).
Review of Resident 31's Order Summary dated 9/23/20 revealed the resident was prescribed [MEDICATION NAME] (a medication
classified as an antipsychotic) 25 milligrams (mg) at bedtime for [MEDICAL CONDITION] in the absence of dementiarelated to
Unspecified [MEDICAL CONDITION], Not Due to a Substance or Known Physiological Condition. Review of Resident 31's medical
record on 9/23/20 revealed the resident had a[DIAGNOSES REDACTED]. An interview with Clinical Coordinator (CC)-A on
9/23/20 at 8:15 AM confirmed Resident 31's most recent PASARR eva uation was dated 2/1/19 and the resident had not had a

new PASARR since the new [DIAGNOSES REDACTED].

C. A record review of thelevel | PASRR for Resident 16 revealed it did not contain two antidepressant medications that
Resident 16 had been admitted with. 09/22/20 03:12 PM An interview with the facility DON (Director of Nursing) confirmed
that the level | PASRR did not contain two antidepressant medications that Resident 16 had been admitted with.

F 0655 Create and put into place a plan for meeting the resident's most immediate needs within
48 hours of being admitted
Level of harm - Minimal
harm or potential for actual | LICENSURE REFERENCE NUMBER 175NAC 12-006.09C1a The facility failed to complete a baseline Comprehensive Care Plan
harm (CCP-
written instructions needed to provide effective and person-centered care of the resident that meet professional standards
Residents Affected - Few of quality care) within 48 hours that included information necessary to provide care related to the PICC line (a

peripherally inserted central catheter that is aform of intravenous access that can be used for a prolonged period of

time) for Resident 16 and the PICC line and wound vac (a device that drains seeping liquid from awound that is used to

reduce the incidence of infection and aid in the healing process by forming an airtight cover and pumping the liquid out)
interventions for Resident 53. Resident sample size was 16. Facility census was 64. Findings are: A record review of the

baseline CCP completed within the first 48 hours revealed it did not contain the PICC line use or care related to the UTI

(urinary tract infection) for Resident 16. An interview on 09/22/20 at 03:12 PM with the facility DON (Director of Nursing)
confirmed that the baseline CCP for Resident 16 did not contain the PICC line use or care of related to the UTI and should

have. A record review of the baseline CCP completed in thefirst 48 hours did not contain the wound vac care interventions, the PICC
line use or the Wound Care Clinic (WCC) visits for Resident 53. An interview on 09/22/20 at 03:12 PM with the

facility DON confirmed that the baseline CCP for Resident 53 did not contain the wound vac care interventions, the PICC

line or the WCC.

F 0756 Ensure alicensed pharmacist perform a monthly drug regimen review, including the medical

chart, following irregularity reporting guidelinesin developed policies and procedures.

Level of harm - Minimal **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

harm or potential for actual | Based on record review and interview, the facility failed to ensure the physician documented aclinical rationale for the

harm contraindication of a GDR (Gradual Dose Reduction) for [MEDICAL CONDITION] medications (a medication capable of affecting
the mind, emotions, and behavior) for 1 resident (Resident 21) of 5 residents reviewed. The facility census was 64.

Residents Affected - Few
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F 0756

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

(continued... from page 1)

Findings are: Review of Resident 21's Order Summary Report dated 9/21/20 revealed Resident 21 was ordered: - [MEDICATION
NAME] 20 MG ([MEDICATION NAME] Oxalate - a medication used to treat depression and anxiety) by mouth one time a day for
dementia (agroup of thinking and social symptoms that interferes with daily functioning) and major [MEDICAL CONDITION] (a
mental health disorder characterized by persistently depressed mood or loss of interest in activities) - [MEDICATION NAME]

25 MG (Quetiapine [MEDICATION NAME] - an antipsychotic medication that works by changing the actions of chemicalsin the
brain) by mouth at bedtime for unspecified [MEDICAL CONDITION], not due to a substance or known physiological condition (a
mental disorder characterized by a disconnection from reality). Review of Resident 21's Note to Attending

Physician/Prescriber dated 5/11/20 revealed the facility consultant pharmacist identified the resident had been receiving
[MEDICATION NAME] and Quetiapine. The pharmacist identified nursing staff would not support a dose reduction due to
Resident 21 displaying behaviors disruptive to cares and other residents. The pharmacist identified Resident 21 was a

candidate for atrial dosage reduction attempt to find the minimal effective dose. On 6/5/20, Resident 21's healthcare

provider noted a dosage reduction was clinically contraindicated, but did not include specific rationale explaining why.

The healthcare provider's response was noted by an LPN (Licensed Practical Nurse) on 6/7/20. Interview on 9/23/20 at 7:23

AM with the DON (Director of Nursing) confirmed the healthcare provider's clinical rationale for the contraindication of

the GDR should have been documented on the form, but the documentation was not completed.
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