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F 000 INITIAL COMMENTS 

The following reflects the find ings of the 
· California Department of Public Health during an 
· abbreviated survey for the investigation of entity 
reported incident #CA00498489. 

; Representing the Department of Public Health: 
. HFEN, 27788 

The inspection was limited to the specific entity 
reported incident investigated and does not 
represent the findings o·f a full Inspection of the 
facility. 

F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET 
SS;D · PROFESSIONAL STANDARDS 

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

' 

This REQUIREMENT Is not met as evidenced 
by: 
Based on interview and clinical record review, 
the facility fa iled to ensure routine medicauons 
were available for administration for 1 of 9 
sampled residents ( 1 )- This failure increased the 
potential for res ident stress. 

, Findings: 

Resident 1 was 3dmitted to the facility with 
diagnoses including mental illness. Residsnl 1 

· took Geodon for the mental illness. 

Phys1c1an's Orders. dated 6/1/16 - 6/30/16, 
indicated an order for Geodon. The order, dated 
5/27/16, was for Geodon 80 milligrams (rng) 2 

· capsules given routinely at bedtime. 
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PROVIDER'S Pl.AN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-RErcRENCED TO THE APPROPRIATE 
DEFICIENCY) 

F ODO 

PLAN OF 
CORRECTIONS 

''This plan of correction is 
F 281 : prepared as part of the 

quality assurance process 
for the provider. This plan 
of conection and any 
attached documents are 
prepared with substantial 
reliance upon privileged 
peer review information 
and/or reports and as such 
are protected from 
discove1·y. '' 
"This plan of correction Is 
prepared, submitted and/or 
executed solely because it is 
required by local, state 
and/or federnl regulations, 
codes, and or gujdelines. 

c 
11/04/2016 

f (X6) 
I COMPLeTION 

OAfE 

Any dofleloncy ilat;;menl ending with sn estol1t;K (' ) denotes a dellc1ency which the inlltitution may be excu!led from correcting providing it is determined that 
other safeguards provide svffic1ent prolection to th& pa1lonts (SEif! mstruciions .) E.xcept for nu~1ng homer,. the findings st11ted &l)ove are disclosable 90 days 
following the d11 t~ of survey whelher or not a plan of correction is provided . For nursing homes, the 11bove findings and plans of correction are dlse1osable 14 
daye following th~ date thoge docu1'1ents are m11de available to the facility. If def1cianci11$ are cited, e.n approved plan of correction Is ri:qui~ lle lo cont inued 
progrum participation 
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F 281 . Continued From page 1 

Resident 1's Medication Administration Re~ord 
(MAR), dated 6/1/16. 6/3Q/·1e, included Geodon 
80 mg 2 capsules routinely at bedtime for· rr1ental 
illness. The MAR indicated on 6/10/16 and 
6/14/16, Resident 1 did.not receive Geodon as 
indicated by lhe licenseq nurse's (LN) initials 
being in parentheses. The MAR Information Key 
Indicated, "Initial parenthesized= Nol 
Adminlste1·ed or Not Charted, see 
Reasons/Comm•nl:s." Review of the 
Reasons/Comments. secti.on .indicated, 
" ... awaiting pharmacy." 

An interview was conducted with LN 8 on 1114116 
at 8:39 a.m. LN 8 stated ila medication was not 
available, the LNs were to call pharmacy 
1rnmediate1y and notify the D'1rector of Nurses 
(DON) and the physician. 

An 1111erview was conducted with the DOI~ on 
11110/16 at approximately 9'.40 a,m. lhe DON 
stated she and tl1e physicion were not notified of 
Resident 1's missed doses of Geodon Tri<> DON 
acknowledged LN 1 wa• not familiar wilh 
ziprasidone, the generic name for Geodon 

Tl~e f~cility's policy titled Administering 
Medicalions, revised 410.7, indicated, "14 It a 
medication is not svailable, the licensed nurse will 

· evaluate the resident, notify the physician and 
, obtain necessary ordern ·1n relation to the missed 
· medication (if any), and notify the pharmacy 
immedialely." 

Review of tl\e Nursing Practice Act Rules and 
Regulatio1os revealed, "Article 2. Scope of 
Regulation 2725 (b). The practice of nursing 
within the mean·1ng of this chapter me•n• ... (2) 
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F 281 
As this transmission is 
required by law, It Is not a 
waiver of the provisions 
within applicable laws and 
regulations or any other 
codes, statutes 01· 
regulations." 

F281 
483.20(k)(3)(i) SERVICES 
PROVIDED MEET 
PROFESSIONAL 
STANO ARDS 

How c.orrective action(s) 
will he accomplished for 
those residents found to 
lrnve been affected by the 
deficient practice 

Resident l has been 
dischal'ged from the facility. 

c 
11/0412016 

I (X5J 
1 00Ml'L1i.'Tl0~ 
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F 281 Continued From page 2 
, Direct and Indirect patient care services, 
including, but not limited to, the adm1H1stration of 
medications and therapeutic agents, necessary to 
implement a treatment, disease prevention, or 
rehabilitative regimen ordered by and within the 
scope of licensur. of a physician ... a• defined by 

. Section '1316.5 oftne Health and Safety Code." 
, (Nursing Practice Act Rules end Regulation> 
Issued by Board of Registered Nursing 1997 

, Stats of California Department of Con•urner 
Affairs. pp,o.) 
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F 281 
No other resident is affected 
by above finding. 

How the facility will 
identify other residents 
having the potential to be 
affected by the same 
deficient prnctlce and what 
conectlve nction will be 
taken 

lnservlce was cooducted by 
Director Of Nurses & 
Assistant Director O~ 
Nurses Initiate!! 011 ~~~ and 
completed on l<j:.to all 
Licensed Nurses to include 
but not limited to; policy 
titled Adrnini.sterlng 
Medications,focused on 
what steps to do when 
medication is not available 
and appropriate 
dotnmentatlon, 

c 
11/04/2016 

(Ii.SJ 
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F 281 What measures will be put 
into place or what systemic 
changes the facility will 
make to ensur~ that the 
deficient practice does not 

1 recur; 

Director of Nurses 01· 

designee will continue to 
nmlit for any medication 
report not administered due 
1:0 lnav11ilabl!ity until M a>J11\\,~ 
resolved. 

Director of Nurses or 
ti /'l-1 /1 .... designee will meet with 

Pharmacist to work on root 
cause of the problem. 

How the faclllty plans to 
monitor ils performance to 
make sure that resolutions 
are sustained. The facility 
must develop a plan for 
en8uring that correction is 
uchicved and sustained. 

I 

; 

• i 

i 
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This plan must be 
implemented, and the 
corrective action evaluated 
fo1• its effectiveness. The 
POC is integrated into the 
qua.lity assurance program. 

Facility will imµlement 
medication tracking for any 

' medications documented as 
"not given" or "missed" by 
reviewing r~port ran by 
medical records Qr clesignee 
daily to e1m!.fe compliance 11!n/11,. 
is met. 

Director of Nurses or 
dteslgnee will rcpo1i t() QA ll-•.J'\1111 
q nwnthly illnd quarterly 
for compliance and review. 

I 
I 
i 
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