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The following reflects the findings of the
* Galifornia Department of Public Haalth during an
" abbreviated survey for the investigation of entity
reported incident #CAQ04958489.

' Representing the Department of Puklic Heaith: i |

N |
HFEN, 27708 | ' PLAN OF ]
The inspection was limited fo the specific entity CORRECTIONS
reportad incident investigated and does not =
t the findi f a full Ingpsction of the . _
oy, o S ATEneR “This plan of correction is
F 281 483.20{k)(3)()) SERVICES PROVIDED MEET F281. prepared as part of the
§5=0 PROFESSIONAL STANDARDS quality assurance process
- The services provided or arranged by the facility , for the pr?Vider. This plan :
must meet professional standards of guality. of correction and any ,
attached documents are :
This REQUIREMENT I3 not met as evidenced . prepared with substantial
by: . reliance npon privileged

Bassd on interview and clinical record review,
the facility failed to ensure rouline medicatons
were available for administraticn for 1 of @

peer review information
and/or reports and as such

sampled residents (1). This failure increased the : are protected from
petential for resident stress. _ + discovery,”
. :  “This plan of correction is
 Findings:

prepared, submitted and/or

Resident 1 was admitted to the facility with executed solely because it is
diagnoses including mental illness. Residant 1 required by local, state

lilineas.
took Geedon for the mental iline. and/or federsl regulations,

Physician's Orders, dated 6/1/16 - 6/30/16, codces, and or guidelines.
indicated an order for Geodon. The order, daled
5727118, was for Geodon 80 milligrams (mg) 2

" capsules given routinaly at bedtime.
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Any deflzlancy statement ending with en asterisk (*) denntas a deflclency which the institulion may be excused from eorrseling providing it is determined that
ather asfeguards provide sufficient pralaction to the patlents (See inairuclions.) Except for nursing homes, the findings stated sbove are disclosable 90 days
following the date of survey whgiher or not a plan of carrectian is pravided. For nursing homes, the ghove tindings and plans of correstion are disclosable 14
days fallowing the date thate documants are made evailanle to the facilty, |f deficiancies are clted, an approved plan of correction (s requislte to contlnued
progrem perlicpation
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Resident 1's Medicatlon Adminigtration Recgrd
(MAR), daled 6/1/18 ~ 8/30/16, included Gaodan
B0 mg 2 capsuies reutingly at bediime for mental
iineas The MAR Indicated on £/10/16 and
8/14/18, Resident 1 did nof receive Geodan as
indicated by the licensed-nurse's (LN) initials
Being in parentheses. The MAR Information Key
indicated, "Initial parenttaslzed = Not
Adrinistered ar Not Charted, see
Reasons/Comments.” Review of the
Reasans/Comments. section indicated,

", .Awalting pharmacy.”

A iretview was conductad with LN 8 on 11/4/16
at 839 am. LN 8 stated if 8 medication was not
avallable, the LNs were io call pharmacy
rnmadiately and notify tha Director of Nurses
(DON) and the physician.

An intgrview was conducted with the DON on
11/10/16 at approximately 9:40 a,m. The DON
stated she and the physician were not notified of
Resident 1's missed doses of Geodan  Tha DON
acknowladged LN 1 was not familize with
ziprasidone, the generic name for Geadan,

The facility's policy titlédednﬁnisterEng
Medications, reviged 4107, indicated, "14. Ita
madication is not avallable, the licensed nurse will

- avalliate the resident, notify the physician and
, obtain necessary orders i relation to the missed
" medication {if any}, and natify the pharmacy

imimediately.”

Reviaw of the Nursing Practice Act Rulas and
Reagulations revealed, "Articla 2, Scops of
Regulation 2725 (b), The practice of nursing
within the meaning of this chapter maans.., (2}

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 oy
regulations.”

F281

483.20(k)(3)(i) SERVICES
PROVIDED MEET
PROFESSIONAL
STANDARDS

How corrective action(s)
will be accnmplished for
those residents found fo
have been affected by the
deficient practice

Resident 1 has been
discharged from the facility.
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Affairs, pp.5.)

, Direct and Indirect patient care services,
including, but not limited to, the adminsstration of
_madications and tharapautic agents, necessary to
implement a treatmant, diseasw prevention, or
rehabilitative regimen orderad by and within the
seope of licansurs of a physician... as defined by

. Bection 1316.5 of the Health and Safsty Coda."

" {Nursing Praclice Act Rules and Regulations
|sgued by Board of Registered Nursing 1957

+ Gtata of California Department-of Consumer

AND FLAN OF CORRECTION IDENTIFICATION NUMEER 4 BUILOING o,
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No other resident is affected

by above finding,

How the Tacility will
identify other residents
having the potential to be
affected by the same
deficient practice and what
corvective action will be
taken

Inservice was conducted by
Drirector Of Nurses &
Assistant Director O
Norses inltiated on L Qand
vorapleted on'deto all
Licensed Nurses to include
but not limited to: policy
fitled Administering
Medications,focnsed on
what steps to do when

_ medicatien is not availabie

and appropriate
documentation,
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c
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P28 - F281 What measures will be put
into place or what systemic
changes the facility will
. make to ensure that the
o : ~ deticient practice does not
S o recur;
L . Director of Nuxses or
1 * designee will continue to
; audit for any medication
’ report not administered due
to inavailability until Moy
1. .

resolved.

P ! Director of Nurses or

_ designee will meet with H /Z.I ?n.
Pharmacist to work on root
cause of the problem.

How the facility plans to

monitor its performangce to

make sure that resolutions

are sustained. The facility

must develop a plan for

enguring that correction is :
achieved and sustained. !
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This plan must be

implemented, and the
corrective action evaluated
. _for its effectiveness, The
! POCisintegrated into the
: guality assurance program.

* Facility will implement
medication tracking for any
medications documented as
. “pat given” or “missed” by
: reviewing report ran by
. medical records or designee
. daily to ensare compliance “

: u[w!w
is met. [

Director of [¥nrses oy

designee will report to QA m\m;u.l
q monthly and quarterly

for compliance and review.
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