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The following reflects the findings of the Department ' : ; !
. : - e or execution of !
of Public Health during a Complaint Investigation Preparation and/ _ :
visit: this plan of correction does not I
constitute the provider’s !
CLASS AA CITATION -- MEDICATION o :
ission of or agreement with ;
11-2418-0008617-F | adm B :
Complaint(s): CA00278625 the facts alleged or conclusions
set forth in the statement of |
Representing the Department of Public Health: deficiencies. The plan of |
Surveyor 1D # 28936, HFEN o I
correction is prepared and/or
The inspection was limited to the specific facility executed solely because itis |
event investigated and does not represent the required by the provisions of |
findings of a full inspection of the facility. '
v P Y federal and state law. :
e i
F309 §483.25 Provide  Care/Services for Highest i i B |
Well Being !
Each resident must receive and the facility must !
pro.vtfg th?h ne?s:an: care 'f-:ndblserv::es. tclr attain olr f:' 26 .:7 hat corrective action will be accomplished |
maintain the highes pra:.:hca e physical, rnenl..a ; for the patient identified: i
and psychosocial well-being, in accordance with { 2472
the comprehensive assessment and plan of care. e The resident no longer resides at this
center. 5/31/2013
F333 §483.25(m)(2) Provide Care/Services for |
Highest Well Being ,_ !
The facility must ensure that residents are free of [ !
any significant medication errors. How other patients having the '
‘ potential to be affected by the |
{The facility violated the regulation by failing to: 1) saf:e de“‘""’_—”—‘ practice be identified, i
|Follow physician's orders and administer the : ?:k what corrective action will be |
correct pain - medication to the correct resident ‘ S I
wheﬁ the Ilcensed nurse did _n9t aj::curately identify | | All residents have the potential to be
Resident 1.pnorl to  administering m.ei_hador‘.ne ! | affected by this practice. !
(methadone is a controlled substance opioid pain | [ :
| medication) 30 milligrams(mg) by mouth that was &u .
| not ordered by the physician; an nsf s ) il
| y the physician; and 2) Transfer LG \ﬂm Jo 4 p |
Event ID:6MV311 5/16/2013 9:&1 26AM 9 \ -
LABORATORY DIRECTOR'S %O\ﬂDER’.-'/SUPP}.E‘:"?‘REPRESENTATIVE'S SIGNATURE : T TImE (X6) DATE
L AR )5l Sty D IedTod 3/ i'/'” 1%
By signing this document, | am acknowledging receipt of the entire citation packet, Page(s). 1thru 5

Anydeficency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined
that other safeguards provide sufficient protection to the patients, Except for nursing homes, the findings above are disclosable 90 days following the dale
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following
the date ihese documents are made available to the facility. |f deficiencies are cited, an approved plan of correction is requisite to continued program
parncipalion.
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bracelet.

Lexicomp online indicated that concerns related to
adverse effects of methadone are: 1) Central
nervous system depression which may impair
physical or mental abilities; 2) Hypotension; 3)
Severe  Respiratory depression. Geriatric
considerations that the elderly may be particularly
susceptible to central nervous system depression.

A physician's orders for life sustaining treatment
(POLST) dated 8/1/11, indicated that Resident 1
signed the document and the plan was “Full
Treatment...Transfer to hospital if indicated.
Includes intensive care."

The County Coroners report dated 8/10/11
indicated that the Nurse Practiioner gave a
statement to the County Coroner as follows: "She
[Nurse Practitioner] did not give Narcan (reversal
agent) as we don't usually do that.. | should have
sent [resident named] to the hospital immediately
but decided to watch and take her vitals to see how
she would progress. | see so many advanced age
residents here all year long that are sent to the
hospital and sent right back by them as the
patients are at our facility for comfort care." The
County Coroner indicated "Based on autopsy and
toxicological investigation, the cause of death is
determined to be ACUTE METHADONE TOXICITY."

Therefore, The facility violated the regulation by
failing to: 1) Follow physician's orders and

administer the correct pain medication to the |

correct resident when the licensed nurse did not

Event ID:6MV911
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Licensed nurses will be in-serviced on Policy and
procedure for event reports for medication errors,
documentation and monitoring.
Medication errors are reported and reviewed
in daily stand up meeting and also broughtl
to CQl quarterly for further recommendations.
i : ignee
| 1o be monitored by DNS/desig
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