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A 00O initial Comments : A 000
The foliowing reflects the findings of the
Depantment of Public Health duning a
Recerification and Licensing Survey,

Representing the Department of Public Mealth:
30259

Fotal resident popiiation: §7
Totsl reident sample size: 15

A S03 T22 DIVE CH2 ARTS-72528(z) Informed Consant] A 803
Requirements

reazonable person in the patient's condition and
cireumstances would consider materiat to a The facility will be in
decision to accent or refuse a proposed
teatment or progedure. Information et is 9/6/11
sommaonty appreciated nead not be disclosed. ’
The disciosure of the material information and
obizining informed consent shall be the
responsibility of the physician,

This Statute s not met as evidenced by

Based on interview and record review, the fachity
failed to ensure the resident's physician disclosed
information to all residents regarding psychoiropic
medications and the heailh record verified the
documented evidence for four out of the 18

(8) It is the responsibllity of the attending This plan of correction SeTVes as
physician to determine what information & ty allegation of compliance.

compliance by no later that
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Findings: _
a. During & review of Resident 2's medical Resident #2 is alert and oriented | 8/15/11
records, # was noted the resident's informed and self responsible, the
consent for psychotropic drug (Lithium Carbonate psychiatrist visited and examined
and Wellbutrin) use was not signed by a the resident on 8/15/11 and
physician. The material information about the informed her of th
medication was discussed with the resident's ‘_ er of the use of and
surrogate by the facility's licensed vocationat side effects of Lithium Carbonate
nurse (LN} on June 27, 2011, and Wellbutrin and the informed
consent was signed by the
A raview of Resident 2's Admission Face Sheet psychiatrist
ingicated the resident was admitted to the facility '
ors February 2, 2011, with the mmost recent Resid
readmission on June 27, 2014, The resident’ s stdent #7 was seen and 8/15/11
dtagnoses included bipolar discrder (a psychiatric examined by the psychiatrist on
disorder that causes mood swings that range 8/15/11 and his surrogate was
Zg:i ;i';e fows of depression 1o the highs of called by the psychiatrist and
' imformed him of the use and side
- | Areview of a Minimum Data Set (MDS), a effects of Ativan and the
standardized assessment and cars soreening informed consent was signed by
tool, dated June 27, 2014, indicated the residant the psychiatrist,
required extensive assistance from staff with ’
ambulation, dressing, and personal hygiene, Resid:ent #8 was seen and £/15/11
There was ne other documenied svidence the examined by the psychiatrist and
resident's physician obtained an informed the resident's danghter was called
consent prior 1o starting the medication. by the psychiatrist and informed
_ of th i
b. A raview of Resident 7's informed consent for lexa € Hse gné side effects of
psychotropic drug (Ativan) indicated the form was Pro and the informed consent
signed by the faciity's LVN on May 21, 2011, at was signed by the psychiatrist.
8:30 p.m., but the physician did not sign the :
conseht ontitione 14, 2011, fiteen-days-ater— | - —Resident #14 was dischargedto— |
. an # . s cxa —
A review of a Resident T's Admission infarmation 8 ,Sgsimad Living facility on
Sheet, indicaied the resident was admitted 1o the R
_ faciiity op November 20, 2010, and re-admitted
Licensing and Certification Division
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A 9031 Continued From page 2 A 903
on May 26, 2011. The resident's diagnoses
inciuded, ancaphalppathy (a brain disease,
damage, or malfunction), pneumonia (an infection
of the lungs), dysphagia (difficulty swaliowing}, , _
hyperuricamia (a level of uric acid in the biood All other resident with an order 8/15/11
that is abnormalily high), and anxiety (a state of for psychotropic use were
uneasiness and anpprehension), Chgcgeé by the MD8 Coordinator
A Minimum Data Set (MDS), a standardized and the Director of Nurses to
assessment and care screening tool, dated May make sure they were not being
21, 2011, indicated the resident was sornetimes affected by the deficient practice
aga o mak&%w éﬁ% 3:3 understood agi un:;fsiiand on 8/8/11 and the deficient
ottwers. indicated the resident had iong tactice ;
term and short term memory problems and his P < ci;iaz;; i:S 5}2?2?2 2§ &%c
cognitive skills for daily decision making were psy *on during her ;
severely impaired. monthly visit w the facility for :
proper correction. i
Thare was nw other dotumented avidence the ~
rosdent's physician obtained an informed All Licensed Personnel wera i
" X o e 1. 975711
: consent prior 1o starting the medication. serviced on 8/15/11, 8/22/11 and |
1 €. A review of Resident B's informed consent for 973/11 and 9/6/11 regarding the :
i psychotropic drug (Lexapro) indicated the deficient practice and to make ‘
e e o e fure that when obtaining an order
| did not sign the consent until March, 3, 2011, for a psychotropic medication,
. thirteen days later. the medication will not be started
until the physician informs the
| A review of Resident 8's Admission Information resident or their surrogate of the
; Sheet, indicated the resident was admitted 1o the use of the medication
| facility on December 16, 2011, and readmitted on informed consent is siazz dﬂ;}a& S:e
r Jung 19, 2010, The resident’s diagnoses included hysicd e s g ea oy the
| Parkinson's disease (a progressive degenerative physician verifying ﬂifif informed
| disease of the central nervous systern), and consent has been obtained bry the
! depressmn e —— _ physician.
; ﬁ; Minimuem Data Set (MDES), a standardized
: assassment and care screening taol, dated July
' 7, 2011, indicated the resident had an acourate
 recall and was able to make herself understood
[iarising and Certication Divisin
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. and understand others. The MDS also indicated As part of the Oualitv A
| the resident did not exhibit any behavioral or the I;;On;i; Si i bty vl
! psychosocial symptoms, £ ¢ done: 5
There was no other documented evidence the The Medical Records supervisor a
| resident's physician obtained an informed will monitor all new orders for
| consent prior to starting the medication. psychotropic medications weekly |
d. A review of Resident 14'e Admission Face to make sure that infurmed |
Sheet indicated the resident was admitted August consent had been obtained by the
B, 2011, The resident's diagnoses includad physician prior to starting the
| deprassion and bipolar disorder {a psychiatric medication.
i disorder that causes mood swings that range
; . A
Zg:i ;l;e iows of depression to the highs of The Pharmacist Consultant will
' momnitor all residents with an !
A review of Resident 14's Admission Information order for a psychoiropic
Shest, indivated the resident was admitied on medication monthly to make sure
August 8, 28011, The resideni's diagnoses : : :
included anemds {2 decrease in the number of that the deficient practice will not
red blood cells which cany oxygen to the organs rSeur.
. of the body), depression, and bipolar disorder {a
psychiatric disorder that causes mooad swings that The MDS Coordinator will ]
range from the ows of depresgsion ¥ the highs of monitor all residents with an %
mania). order for a psycholropic !
+ . » i
A review of a MDS dated May 14, 2011, indicated medication quarterly during the
Resident 14 was able to make her salf resident’s care conference to |
understood and understand others. The MDS make sure that deficient practice
behavioral symptoms such as inattention, §
disorganized thinking and or altered level of . ) .
w;gm,,ass_ s All ﬁfzfimgs will be reviewed by
: the Director of Nurses quarterly
|.A review of Resident 14's informed consent for | during the Quarterly Quality :
psychotrcp@c drug (Weiimn SR} use dg@umt Ass&ﬁhc?ﬁfﬁ%gﬁg?ﬁ'ﬂéas% e
indicated the form was signed by the facility's the effic] of th "
LVN on August 8, 2010, af 2 p.ro., but the SHciency of ihe comective
physician did not sign the consent unti action and for further corrective
September 10, 2010, over 30 days after receiving action if necessary I
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