AGENCY OF HUMAN SERVICES
DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Halt
Waterbury, VT 05671-2306
http://www.dail.vermoni.gov

Voice/TTY (802) 871-3317

To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

October 22, 2012

Ms. Heather Presch, Administrator
Springfield Health & Rehab

105 Chester Rd

Springfield, VT 05156

Dear Ms. Presch:

Enclosed is a copy of your acceptable plans of correction for the survey conducted on
September 12, 2012. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

SUNRIWN

Pamela M. Cota, RN
Licensing Chief

PCjl

Disability and Aging Services Blind and Visually Impaired
Licensing and Protection Vocational Rehabilitation



18/11/2812 15:27 8828855755

JEPARTMENT OF HEALTH ANC HUMAN SERVICES
-CENTERS FOR MEDICARE & MEDICAID SERVICES N

SHRC

PAGE 82/11

PRINYED: Q921/2017
FORM APPROVED
OMB NG, 0938-039

STAYEMENT OF DEFICIENCIES (1) PROVIDER/SLPPLIER/CLIA
AND PLAN OF CORRECTION OENTIFICATION NUMBER:

(%2) MULTIPLE CONSTRUCTION

(%3} DATE SURVEY

A BULDING COMPILETED
8. WING
475025 D8/1212012
NAME OF PROVIDER OR SU"”UER_ STREET ACDRESS, CITY, STATE, ZIP COOE
SPRINGFIELT HEALTH & RENAR 105 CHESTER kD
SPRINGFIELD, VT 05156
a0 SUMVARY STATEMENT OF DEFICIENCIES R PROVIDER'S PLAN OF CDRRECTION o
PREFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX {EACH GORRECTIVE ACTION SHDULD BE ! COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING 11y FORMATION) ! TAG CROSS-REFERENCED TQ THE APPROPRIATE DaATE
' ; , DEFICIENCY) | __J
- !
. . : | [
F 000 INiTIAL COMMENTS F 000]

AN Unannburiced on-site recert fication survey

was conducted by The Divisipn of Licensing ano

Frotectipn rom 9/10712 through 6/12/12. Thers
' were regulatory deficiencies identified..

Tre Taulity mmusi proricde vare for resicenis m g
FA2RN&r anc in an envronment that mainigine -
FRNBOCEE eann residanls dignity end meses
-l recognition ot ki or her fndividuaility.

- This REQUIREMENRT ' ig pot met as evidences
Chy:
Baseo ori observation, interview and recore
eview the facility failed to promote care for 7
. resident (#13) in an environment that maintaing
~and enhances the resident's dignity and respeci
in full recognition of his/her individuality. The
. findings include;

1. Per direct pbservation pn 9710112 at 4:40 Ph,
: Resident #13 was sitting in his/her wheelchair
( the end of a table during the dinner meal,
. Resident #13 pushed histher wheelchgir away
j from the tabie, the Licensed Nursing Assistant |
: (LNA) told Resident #13 that if hefshe wanted to
| eat dinner than he/she would have to stay at the
- table and if hefahe did not behave than he/she
. would be removed from the dining room, The
: LNA was then observad removing Resident #£13
; from the dining room. Per interview with the LNA
| DN 8/10/12 at the time of the observation, hefshe
Indicated that Resident #13 had a history of .
' aggressive behavior and sometimes kicks at !
| other residents. Per interview the LNA confirmed

1 serviced on Resident’s Rights.

247 483 15(a) DIGNTY AND RESPECT OF 7 oa
soen INDVIDUALITY

F 241 Dignity and Respect of
Individuality

The LNA identified has been in

Resident #13 care plan has been
reviewed for behavioral
interventions. Resident #13 had
no adverse effects from the
alleged incident.

| All residents have the potential
. to be affected by the alleged
:  deficient practice.

. Al licensed staff will be in serviced on -
' Resident’s Rights on or before ;
October 12, 2012. !

. i
SRATORY DIRECTOR'S DR PR IDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

}{] d Mieeir s /]"a;,{if;r'

(X5) DATE

Jofsfia

Ji ﬁi——:;\[ﬂﬂ

deficiency statarment pnding wWith br setariok (= damaloe — J_s ..
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24T, inued ' : ; in i i
- ontinuea From page 1 - P21 Random audits of dining services |

-thal Resident #13 had not kicked at anyone anc
~had not displsyed eny aggressive hehavior Per
interview on 9/12/12 the LNA indicated he/she

' removed Resident #13 "just in case” and placed

the resident in the haliway, Per interview with the |

. Director of Mursing on 8/10/12, he/she indicated
that the stetement made by the LNA towarg
- Resident #12 was not appropriate.
FOESTAB3B()(Z) HOLSEXEEPING &
F - MAINTENANGE SERVIQES

(%7}

rn
n

m

The fachity must provige ouselesping arig
mainterance services necessary in maintsir -
sanitary, orgerly. ang comfortable inigrior,

This REQUIRTMENT iz not met as evidenced
-y
- Based on observation and staff interview fhe
. faciiity faiied to provide maintenance services
necessary to maintain a sanitary, orderly ang
Comfortable environment. The findings include:

. 1. Per observation on 9/10/12 at 1141 AM, 2

i celfling mounted air conditioning units on the st
- floor hursing units were soiled with dyust and

; Spider webs. The units were operational at the

. time of the observation. The Unit Manager {Uivl)
. confirmed these observations at 5:15 P.M. on
81012

<. Per observation on 9/11/1% at 9:53 A M.,
; ceiling exhaust fans, currently operating, were

- soiled with caked on dust in the following 7 st fioor

_residen?t bathrooms; 103, 106 107,108, 110, 112.
i The observations were confirmed by the UM at
- 10:08 AM. on 9/11/12.

-

will be conducted by the Staff
. Development Nurse or designee : '
:  and reported on a monthly basis . '
. tothe QAPI team for three . ‘

months. ) ' |
- FS"H Poc (IMPR"‘ |0\|Sl|a- \Y\(whmﬂjll’m '

F 253 Housekeeping and
Maintenance Services

All residents have the potential to be f
affected by the alleged deficient - |
practice. Noresidents were harmed
by the alleged deficient practice.

Ceiling mounted air conditioning
units were dusted on 9/10/12.

Ceiling exhaust fans were taken .
down and washed on 9/11/12. .i

- Broken sheetrock on “C” wing was
repaired on 9/11/12.

- Plastic outlet cover on “C” wing was |
. replaced on 9/11/12, ;

SMS.2567(D7.99) Previbus Versions Dbsolate

Event ID: NDKB1%

Facilly 1o: 475025 if continuation sheet Page 2 of 10
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253 Continued From page 2 SVECE |
- 3. Per observation an 9/11/12 on the "o wing, |
there was broken sheet rock micway up the wall W ; e
T g " : . Water fountain on “C” wing was i
from the flopr iocated behing where the facility 5 . . . J
emergency can was stored. A resident wae - readjusted and fixed in place on [
-, " - ' e . H
obsened o move the erergency camnt and dick = i L 9/11/12. !

the broken shee! rock. Per inteniaw with the [
Eavironmental Servises Manape: (ESM) 21 108

PN hedskie confirmeg thet the sheel roclk wae
wroken sehind the erergency cart, The FE maved from a monthly cleaning
corfirnied that this caused & poleritial safehy
MEZard for resinente an the ; It because 2 b e schedule to an every other week
residernis o this pnit have cogritive of TiErnony, cieaning schedule.

impainhe s

All air conditioning units have been

: ' . - All exhaust vents have been put on
4. Per observation on 9/11/1% on the "C* Wirg . a

there was a wall outiet (hat was rot flush ic the ~ the annual cleaning schedule.
- wall and there was a gap created between fhe : :
~wall and the plastic covering on the outtet of All housekeeping and maintenance |

- approximately 1/2 inch, The outlet was observeg : iy
to be within reach of a resident in @ wheelchair - service cancerns were addressed and ;

~On 8/11/12 at 1:08 PM the Environmental completely corrected before the
‘ Services Manager (ESM) confirmed that the wall : e
- outiet was not flush to the wall and a gap of , . Surveyteam left the building
- appraximately 1/2 inch was created. The EMS v 9/12/12. ,

confirmed that this caused a potential safety : i :

hazard for residents an the unit, i - All preventative maintenance

5. Per ebservation on 9/11/12 en the "C" wing, | - schedules will be updated on or : f
) 10872 was & water fountain with an out of ordar | before October 12, 2012.
L slgn on it. It was observed ta be away from the : , .
. wall approximately one inch, When the sides of | ! 53 pol et wlishz
 tne metal waier fountain were felt the edge was . Wl i | fwe

* sharp and the fountain could be moved towarg
_the wail. Per interview with the Environmental

- Services Manager (ESM) on 9/11/12 at 1:d8 PM, ,
he/she confirmed that the metat water fountain , : i
was not flush te the wail and that the fountain : ;
- could be moved. The ESM confirmed that this ] |

M CMS-2567(02-59) Pravious Versions Dhgolpta Evert 10 NDKB11 Faclity 1D 475025 If cantinuatlar: sheet Page 3 of 10
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7253 Continued From page 3 F253° £ 282 Services by Qualified
~causad a potentia! safety hazard for residents on
- the unit because the metal edges of the water : . Persons/Per Care Plan -‘
 fountain were sharp and fhe fountain could move _’
“and this posed a potential safety hazard %or . Abladder assessment will be !
i residents, . :
: _ - -0, Completed for resident #4 to ;
F 282 4B3.20(k)(3)(i} SERVICES BY QUALIFIED s 29 P e |
ca=p "EREQONS/FER JARE Fil_at, . determine bladder incontinence !
. ] level, :
The services provided o arenged by the ity _a
mush be wrovided by gualified sersone i . . "
’—T’I‘?ﬁ rr;ar?:'-l._n- w:'tﬁ ee{‘c-ﬁ :'-é]?-'éclw-":!"tt ".ﬂ.’."j;'iiﬁ'!'! AT All residents have the potential to be
LErE. affected by this alleged deficient :
practice. Resident #4 had ne il
“hiz REQUIREMENT izr0f met 28 svidenced effects from the alleged deficient :
by : ;
Based on staff interview an¢ record review, the practice. |
facility failed to provide services in accordance _ . |
with the plan of care for 1 of 40 residents in the | Bladderassessments will be !
i stage 2 sample (Resident #4). Findings include: compieted upon admission, quarterly ]
| Fer record review 9/12(12. the Minimum Data Sef - and in the event of a significant ! |
| (MDS) for Resident #4 showed a decline in ! change, All resident care plans will :
 bladder continence between 5/27/12 and 8/27/12, b rewed and uodated : !
Review of the care plan showed that the facility ; . Deérevieweg and updated on or ? [
was to complete @ bladder assessment on | befare Dctober 12, 2012 by the ‘,
; admission and with a change in continence . _
; status, There was 1o evidence in the clinical Nurse Manager for each unit. ; i
' record that these assessments were done. Per ; ) _ !
| interview with the Unit Manager (UM) on 9/12/12 | i Anaudit will be conducted manthly
. at 2:18APMJ bladdef assessments are 0 pe done | on a random selection of seven !
. at admission and with any thange in continence, ; ‘ ,
!i The UM confirmed these assessments had not ; resident care plans and bladder |
; been dane per the care plan. | assessments. The care plans and !
F 329 ' 483.25(l) DRUG REGIMEN IS FREE FROM F 329 ) .
$S-¢ | UNNECESSARY DRUGS bladder assessments will be reviewed'
i. Each resident's drug regimen must be free from i ;
; | o

1 CMS-7587102-88) Frevious Versipns Dbaolale Event ID: NOKA11

Facinty 1D: 475025 I zonuruenon snee! Page 4 of 10
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F 229 Continued From page 4 F 329

for appropriateness and completion

. unnecessary drugs. An unnecessary arug is any - ]
for a period of 3 months and findings -

- drug when used in excessive dose finciuding

' duplicate therapy); or for excessive duration: or
without adequate monitoring; or without adeguate
indications for its use’ o in the presence of
adverse conseguences which indicate the dnse

- should b¢ -educed or giscontinued: or any
combinationz of the ressors sbove.

will be reviewed at the monthly QAPI :

meeting. _ .,
Fae X 000 ceacohed Wik Muitnaia| -
F329 Drug Regimen is Free from i

— o Unnecessary Drugs |
Based on & coinpreharsive gssessrment ¢f & .

resident, the facility must ansure that “egica:

. who have not used sntipsyciotic drugs are 1.
given thase drugs uniess antinsychotic drug
therapy iz necessary to freat a speciic conditic -

. a5 diaghosed and documented in the clinica!

" l'ecard; and residents who use antipsychotiz

- drugs receive gradual dose reclctions, 2nd
behavioral intervantions, uniess clinically
contraindicated, in an effart to giscontinue these
drugs,

- This REQUIREMENT is not met as evidencey :
by !
Based on record reviews and staff interviewrs, the
facility failed to ensure 4 of 11 applicable stage 2
 residents’ druy regimens were free from

' unnecessary drugs. (Residents # 4. #24, #108
-and #155) Findings inciude.

1. Per record review 5/12/12 at 10:25 AM., there
is no evidence that a Gradual Dose Reduction ;
! (GDR}) for Fiuoxeting {an anti-depressant) 20 i
- milligrams by mouth daily was attempted for

. Resident #24. The resident has been taking this i
| ;

Medications for Residents #4, #24,
#1R and #155 were reviewed by the
physician and pharmacist for’
approgriate diagnosis and
appropriate monitoring of
medication side effects. These
residents have either received a
Gradual Dose Reduction (GDR) for
their psychoactive medication or
have sufficient documentation to
support continued use of the
medicati'ons in question. A non- .
pharmacological check sheet will be '
! placed in the MAR for interventions
[ tried prior to PRN medication use
before Dctober 12, 2012.

> Naiter? A i h |

1 CMS-2567(02.99) Previaus Versians Obsolate

Ewent IO NOKes -

" Facltly ) 475025

I¥ continuation sheet Page 5 of 10
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F 328 Continued From page 5 R 329" All residents have the potential to be

| medication since 4/7/11 Additionally, there is no o . . 5
' evidence that staff are Montoring for signe ane | affected by this alleged deficient : ’[
i
|
]

symptome of depression, The Linit Manager ' . practice. No residents experienced ill
. confirmed bn E:Zlf’lz,v‘“l? at j'r;ds A.M that there i " effect from the alleged deficient

ho evidence of a GDR ateempt far Fiuoxeting - )
~monitoring fo: signs and symptoms of . practice.

repression.
Ali residents who receive
psychoactive medications shall be
reviewed for appropriate diagnosis,

2. Perrecord review o 2L there o v i
diagnosis i Nesiden: #4's cinical recnic i,
SUPROT 1Ige of Zerogue’| 50 antinehioge

™Medicatior. Additionally, tnere is fier evider.cr appropriate monitoring of the side _
' ;taﬁ' 1S monitoring benaviors i suppor use o effects of psychoactive medications, ' .5
F:Ir‘?r?tt:a?'l\;iew with the Diractor of Nursing sufficient physician documentation to i
 Services {DNS) 0n 9/12/12 2¢ 233 PM ihe BONG . - Support continuation of psychoactive i
, confirmad that there vras no adesuaie movterg medications or a GDR and 3l ;i ’
 Télated to use of the Serogual residents receiving PRN psychoactive il

3. Per record review on B/12/12, there is nc. medications shall have a nan- _ !
' diagnosis in Resident #108's ciinical record to : pharmacological intervention check | i
Support the use of an antipsychotic medication, - . sheetin their MAR before October '
- Seroquel, which the resident has heen taking 12, 2012 ;' ’

since at least 2010, Additionally, per review of | .
_the monthly pharmacist recommendations dated

“oh 7/20/12 efter a medication raview caled the Robert Kewley RPH will provide an in’

' MRR or ‘medicatian regimen review', the - service for all licensed nurses on _ [
- Pharmacist documented that "Routine Seroquel psychoactive medications, covering
&5 mg 3t 5 am daily. Nursing review behaviors - indication for use, documentation

with MD: trigger for anti-psychotic administration - \
review. Supporting DX (diagnosis)...consider ' -

requirements and potential side

f alternative therapy. discontinue with assessment - effects,
: period”. In addition, there were hand-written notes :
: next to the words: "Secondary Physician, , - Amonthly audit wili be conducted by,

| Unassigned”: "No nsg [nursing] notes for

| behaviors? GDR [Gradual dose reduction] then
' DIC [discontinue)].” Also: "Admit note says have : , :
i 1o work on psych med's " . [

the Nurse Managers or designee on

CMS-2567(02-99) Previous Versions Dbsolate Evant I NOKA" 1 Facilty 10 475025 il eontinuation sheei Page 6 of 10
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F328 " Continued From page & F329¢  ten randomly selected resident | (
. . . charts. The charts will be reviewed | {
Thare wag ne evidence that the Pharmaciete . ) |
. ‘etommendations documented pn the MRR wits for psychoactive drugs, appropriate |
: the date of 7120112 were foliowed Up on with the dose reductions or documentation j
' resident's physician, Per interview with the DNE - ] f
~(Director.of Nursing Services) on 9/12/12 ai -4 from the physician supporting the ‘;
=40 s7he corfirmed that there was NG phys iz need for the medication, appropriate : ;
dlagnosis for Yhe use of Senguel besides .
‘dementie and that there Yad Been 56 Rillow g documentation on non-
with the resident's physician ragarding the pharmacological interventions for
TRGMZ MPE phorvigeiss BaomTendsn e . i :
PRN use, appropriate monitoring of i
4. Fer record review, Residerd #7155 wee side effects and appropriateness of ;
» admitted fo the facility on 8/27/12 with diggroses . ; . I
that include senile dementia ang cognitive diagnosis. The audit will be |
communication deficit. Per review of the medice; conducted for a period of three |
record, on 8/30/12 at 9:46 PM Resitent #155 ) . r
. L . O be reviewe
_ continues {o show signs anag symptomsz of months with results to b ‘r d
- Sundowning, grows very agitated ang conrfuged at the monthiy QAPI meeating.
and has no safely awareness, Haldo| giver a¢ e . ] i
' beginning of shift with some effect, Per - T2 foC cecsphed sz ’
documentation in the medical record on 8/30/12 D Wi R4\ Py
. at 10:37 PM. Resident #155 was very confused,
- agitated, standing up unassisted and srawling .‘
i from bed to bed, upable to make any senseon
- needs and wants, and Ativan was given with j
.1 effects pending. ' !
. Per review of the medicaj record, the progress ,
_hotes indicate that Resident #155 aisp displayed :
. behaviors on 9/1/12, 9/5/1 2, %8, and 91112 ang :
' Was medicatea with Haldol or Ativan. There was
- Nno evidence In the progress notes on 8/3C. 9/1, .
95, 9/8 or 9/11 that any non-phamacological ;
“int@rvantions were altempted prior to the ;
- administration of Haldo! or Ativan for behaviprs,
. Per review of the "behavior intervention menthly
. documentation” from 8/27/12 to G/1 12 no i
CNS.2567(02-09) Previous Vertions Dbascielg Even D NQKe1 1 Facilty ID- ¢ 75025 I continuatior sheet Page 7 o+ 10
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[ 329! Continued From page 7
interventions, outcomes or side effects were

- documented for 830, 971, 9/5, and 9/8. Review cf __

the progress notes from 8/27/12 to 9/171/12

indicate that Resident #4755 dispiayed behaviors
* 34 times. Per review of the behavior interventior:

manthly flow record fiom 8/27 to /1 1, 32 of 34
times that the progress notes indicate mesiden)
#156 displayed behaviars there is ne
~docurientation on the oehsviar interveniicr
fnonthly flow records indicating any bengivirty
wierverticns cuteomes, 20 sids =feaie

Fer review of the interira care alan under
. bsychotfiopic drug use, staff is fo monito- terget

behaviors per psychotropic flowsheel and morio:

' fer side effects per the psychotropic flowsheet.
Per interview with the Unit Manager (UW) on
+ 9/12/12 at 8:59 AM, he/she confirmed afte:

' review of the progress notes that Resident #1855

displayed behaviors on 8/1112, 9/5/12, 9/8, ang

9/11/12 and was medicated with Haldo! or Ativar,
The UM confirmed that there was no avidence in
the progress notes on 8/30, 91, 9rS, B/8 or B/11

that any nan-pharmacological interventions were

' attempted prior to the administcation of Haldo! or |
- Ativan for behaviors, Per interview with the UM on |
. 9/12/12 at 8:59 AM. hefshe reviewed the behavior |

- September and confirmed that the behavior

only reflected documentation for 9/10 and

. Plan under psychotropic drug use, staff is to

- monitor target behaviors per psychotropic

. flowsheet and monitor for side effects per the
' psychotropic fiowsheet,

= 428 483.80(c) DRUG REGIMEN REVIEW, REPORT

intervention monthly fiow sheets for August and

intervention monthly flow record from 8/27 to 9/11

9/11/12. Per interview with the UM on Y9rierize at -
: 8:59 AM, he/she confirmed that the interim care

F428 Drug Regimen Review, Report

i lrregular, Act On

F 428,

e ——
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B . . i o
F 428 Continued From page 8 F428,  Resident #24 and #108 have been

$5=0. IRREGULAR, ACT ON

. The drug regimer: of each resident must be
s reviewed at least oiice 2 mnnth by & licensec
pharmacis!,

' The: phaimacist MUB! refoct sry irregulsritias j. -
the altending physician, and the direcier o !'
nureing, snd these repore ~usi be zoted LT

Trig REGUIREMENT is rioi mai as evidernceo

Dy :

Based o record reviews ang siaf intarviews, the:
pharmacist failed to repont an inegulanty anc ive
facility failed to ensure that the pharmacist's

‘Fecommendations regarding any medication

irregularities were reported to the attending

* physician so that they might be acted upon for 2

of 11 sampled residents in the Stage 2 sample. |

(Residents # 24 & #108) Findings include: ‘

- 1. Per record review 9/12/12 at 10:25 AM., there
-Is no evidence that a Gradual Dose Reduction '
{GDR) for Fivoxetine (an antidepressant) 20
: milligrams by mouth daily was recommended by
' the consulting pharmacist. Resident #24 has _
: been taking this medication since at jegst 417411,
' There is no evidence that staff are monitoring for -
signs and symptoms of depression. The Unit .
. Manager confirmed on §/12/12 at 11:45 A M. that |
. there is no evidence of a GDR attempt for i
: Fluoxetine, monitoring for signs and symptoms of '
! depression or of a recommendation by the |
. consuiting pharmacist for a GDR. :

}  reviewed for appropriate diagnosis,
~ as well as either a GDR for
medication in question or
documentation by the resident’s
physician supporting the nesad for
current medication regimen.

All residents receiving psychoactive
medications have the potential to be
affected by this alleged deficient
Practice. No residents had ill effects
related to the alleged deficient
practice.

All charts for residents who recejve
psychoactive medications shall be
reviewed for appropriate diagnosis,
appropriate monitoring of side
effects of psychoactive medications
»  and sufficient physician
documentation to support aither the _:
continuation of psychoactive
| medication use or a GDR and aJl

* MAR's for residents receiving PRN
|' psychoactive medications shall

1 CMS-2£87 (02-88) Previous Vergions Obsolete Even] 'D: NQKE1"
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(Xa) 10 SUMMARY STATEMENT OF DEFICIENGIES
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io ; PROVIDER'S PLAN OF CORRECTION i X5

F 428 Continued From page ¢

. £. Per record review pn 9/12/12, there ic tin

_ diaghosis in Resigent #1 08's clinical recorg to
supportthe use pf an antipsychotic medicatior
Seroguei which the resident has been taking
since at least 2010, Additionally, per review of the :
maothly pharmacist recommendations dated on
7120112 by the pharmanist sfter & medication

,eview called the MER or 'madication raghme:

review'. ihe pharmacist vonumented that
"Routine Seromuel 25 me &0 S am datly. Ve
review bebaviors with M- trigges Tor
anti-psycliotic administration review. Supporting

. DX [diagnosts].. consider altenalive therapy:

- discontinue with assessment period". in addition, |
there were hand-written notes next to the worgs:
"Secondary Physician, Unassigned"; "No nsg
(nursing) notes for beheviors? GDR [Gradual

“dpse reduction] then D/C [discontinue]." Alsp:
"Admit note says have to work on psych med's,"

There was no evidence that the pharmacist's
recommendations documented on the MRR with
. the date of 7/20/12 were foliowed Wp on with the
- resident’s physician. Per interview with the NS .
(Director of Nursing Services) on §/12/12 at 2:40
P.M., sthe confirmed that there was no physician °
diagnosis for the use of Seronuel pesides |
 dementia and that there had been no follow-up
. with the resident's physician regarding the
' 7120712 MRR pharmacist recommendations. i

PREFI% | (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG CROSS.REFERENCED TD THE APPROPRIATE PaTE
DEFICIENCY)
|

contain a non-pharmacological
intervention check sheet before 5 ‘
Cctober 12, 2017, |

F 428 .

An audit will be conducted by the _ |
Nurse Managers or designeeona
monthly basis on ten randomly .
selected resident charts with orders
for psychoactive medications. The |
charts will be reviewed to ensure
there is an appropriate diagnosis and
appropriate physician documentation
supporting tite current psychoactive
medication regimen or that a GOR : |
has been tried. This audit will be :
conducted for a period of three (

months with results to be reviewed . [ :

at the monthly QAPI meeting.
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