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An individual resident may self-administer drugs if
the interdisciplinary team, as defined by
§483.20{d)(2)(ii), has determined that this
practice is safe.

This REQUIREMENT is not met as evidenced
by:

Surveyor. 35625

Based on observation, record review, interview,
and policy review, the provider failed to ensure
one of one randomly cbserved resident (9) had a
physician's order and was assessed to
self-administer medication through a nebulizer
machine. Findings include:

1. Observation on 5/24/16 af 11:15 a. m. of
resident 9 during the medication pass revealed
licensed practical nurse A:

*Assembled the pieces of the nebulizer mask unit
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following requirements: F176 and F281. will be compieted by
A complaint health survey for compliance with 42
CFR Part 483, Subpart B, requirements for long
term care facilities, was conducted from 5/23/16
through 5/25/16. Areas surveyed included nursing
services and transportation service. Golden
LivingCenter - Madison was found in compliance.
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Preparation, submission and implementation
F 176 | Continued From page 1 F 176 | of this Plan of Correction does not constitute
together, placed medication in the chamber, put an admission of or agreement with the facts
the mask on the resident, and started the and conclusions set forth on the survey report.
nebulizer machine. Our Plan of Correction is prepared and
*Left the room to assist other residents while his executed as a means to continuously improve
medication was dispensed. the quality of care and to comply with all
*Returned to the room when the treatment was applicable state and federal regulatory
finished and cleaned the nebulizer mask. requirements.
Review of resident 9's medical record revealed:
*There was ho physician's order for F176 Self-administration of Drugs
self-administration of medications or nebulizer
treatments. 1} Resident# 9 has had a Self-
*No initial or quarterly assessments were Administration of Medication
completed to determine if the resident was safe Evaluation completed and Physician
to administer medications independently. order obtained
*There was no documentation in the care plan
regarding his nebulizer freatments. 2) Residents residing in the facility who
. . self-administer medications have the
Interview on 5/25/16 at 8:20 a.m. with the director potential to be affected in a similar
of nursing regarding resident 9 revealed: manner.
*There was no physician's order to allow for
fgg-admi?istrac’;ion of medicatic:[ns. leted 3) Residents who wish to self-administer
€ contirmed no assessments were comple e medications have been identified and
to determine he was safe to administer his a Self-Administration of Medication
Eebuhzer independently. T Evaluation has been completed and
Acknowledged that a physician's order and hvsician orders obtained. Residents
assessments were needed to establish the Py '
i - o who have been deemed safe to self-
resident was safe to administer medication after - L
setu administer medications have been
P- educated and are in compliance with
Review of the provider's May 2012 th‘:’i_selfgdmm“‘.gamn g;Mecgcatzﬁn
Self-Administration of Medications policy policy, New residents admitted to the
revealed: living center will be educated on the
*'Residents who desire to self-administer Self Administration of Medication
medications are permitted to do so if the facility's policy upon admission. Nursing staff
interdisciplinary team has determined that the have been re-educated on the Self
practice would be safe for the resident and other Administration of Medication policy.
residents of the facility and there is a prescriber's All actions completed as of 06/15/16.
order to self-administer.”
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F 176 | Continued From page 2 F 176
*An assessment is conducted by the
interdisciplinary team of the resident's cognitive,
physician;, and visual ability to carry out this
responsibility during the care planning process." F281 Services Provided Meet Professional
F 281 | 483.20(k){3){i) SERVICES PROVIDED MEET F 281/ Standards
ss=pD | PROFESSIONAL STANDARDS
1) Facility unable to correct previous
The services provided or arranged by the facility documentation omissions for Resident
must meet professional standards of quality. #11 related to software date restrictions /’/2 é//f
on late entries,
This REQUIREMENT is not met as evidenced 2) On 6-13-16 an audit of all eMars was
by: conducted. All identified issues were
Surveyor: 32335 corrected as of 6-13-16.
Based on record review, interview, and policy
review, the provider failed to consistently initiaf 3) All Nurses and Medication aides will
medication administration records (MAR) for 4 of have in-service training on the 5 rights
4 months reviewed for 1 of 15 residents (11). of medication administration,
Findings include: completed by 6-15-16.
:évzg\lléi\igfﬁ;it?;gtvlg;‘se foﬂ:::;:’:_lrég MARs, 4) DNS or Designee will audit 5 records %’} )
*2/1116 through 2/29/16, twelve times weekly for 4 weeks then monthly for 3\N |yl
g ' s months. Results will be reported to{@yf oy v="14.
*3/1/16 through 3/31/16, twenty-six times. QAPI for review and ac, ‘l
*4/1/16 through 4/30/16, twenty-six times. o arrective actic ’DDUWEL
5/1/16 through 5/23/16, twenty-seven times. will be completed by 06/24/16
Interview on 5/25/16 at 2:15 p.m. with the director
of nursing regarding the above MARSs revealed
the medications should have been initialed when
administered to the resident.
Review of the provider's June 2015
Administration Procedures for all Medications
policy revealed "After administration, return to
cart, replace mediation container (if multi-dose
and doses remain), and document administration
in the MAR or TAR [treatment administration
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F 281 | Continued From page 3 F 281
record], and controlled substance sign out record,
if indicated."
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