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This visit was for the Investigation
of Complaint INO0O157647.

Complaint INOO157647 —
Substantiated, deficiencies are
cited at F-282 and F-3009.

Survey Dates: October 24 & 28,
2014

Facility number: 013017
Provider number: 155804
AIM number: 201237680

Survey team:
Angela Strass, RN

Census bed type:
SNF: 38
SNF/NF: 5
Residential: 19
NCC: 8
Total: 70

Census payor type:
Medicare: 38
Medicaid: 5
Other: 27
Total: 70

Sample: 4

These deficiencies also reflects

F000000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date 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 these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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state findings in accordance with
410 IAC 16.2-3.1.
Quality review completed on
October 30, 2014 by Randy Fry RN.
F000282 | 483.20(k)(3)(ii)
SS=D SERVICES BY QUALIFIED PERSONS/PER
CARE PLAN
The services provided or arranged by the
facility must be provided by qualified
persons in accordance with each resident's
written plan of care.
Based on record review and F000282 F-282 1. Resident B&C were not 11/27/2014
interview the facility failed to ntienftufucﬁ in as?n;lple, howe\f/er
ensure medications were available © factity was Iuty aware o
_ . . whom the residents identified
for administration for 2 residents were. Resident B&C had there
(ReS|dents B and C) In a sample of medications ordered and given as
4 resident records reviewed. prescribed. 2. Residents
residing at the facility have the
.y . . potential to be affected by the
FII’]dII’]gS include: alleged deficient practice. - The
facility Pharmacy completed an
1. On 10/24/1 4 at 2:00 p.m. whole facility audit to ensure there
review of the clinical record for were no other medications
resident (B) indicated he was pending refills. - The facility
. . pharmacy staff has performed
aqmltt?d to the ]faCI|It)/. on 3/3/14 medication administration for
with Diagnoses including but not licensed staff to ensure
limited to Muscle Weakness, medication is administered as
Sepsis, Paraplegia and prescribed, 3. The nursing
Com partment Syndrome. department ha§ been educated
on the re-ordering process
. . . including physician notification in
Interview with Resident (B) on the event a medication is
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10//24/14 at 1:30 p.m. indicated unavailable by 11/27/14- The
the facility did not have his Lyrica ,E’A'fz?tO;,OfN“f?'l'”g_l‘,"t’"' run .
(pain medication) available and he edication avariabiity reports
. . daily to ensure mediations are not
had _gon‘e 36 hours V\(I’[hOU’F hl.S missed and will notify physician if
medication. The resident indicated appropriate. 4. The Director of
he noted an increase in his pain Nursing will conduct . Monthly
without his medication. a“dfltsb‘?l‘ftthetmed'?lfgor} tod
availabnility, IS WI e Torwarae
. L to the QA&A committee for
Rev!ew of the clinical record for review, These audits will be
Resident (B) on 10/28/14 indicated reported monthly for a period of
a physicians order for Lyrica (used 6-months until compliance is
for pain) 150 milligrams every 8 ?‘1’;‘2'6;‘/’?2 5. Date °‘°F°§g“2p"1a”°e
hours. Review of the medication Resident B&C were not identified
administration record for October in a sample, however the facility
2014 indicated the resident did not was fully aware of whom the
receive the Lyrica on 10/5/14 at ss'qe“ts ;’e“t':ed were.
4:00 p.m., and did not receive the esident B&C had there
. . o medications ordered and given as
medication on 10/6/14 at 12:00 prescribed. 2. Residents
a.m., 8:00 a.m. and 4:00 p.m. residing at the facility have the
potential to be affected by the
On 10/24/14 during the entrance f“e_ﬁfdpieﬁde“t PraCticle-t‘dThe
conference, the Administrator actlity Fharmacy completed an
. whole facility audit to ensure there
indicated she knew why there was were no other medications
a complaint survey. She indicated pending refills. - The facility
resident (B's) family had met with pharmacy staff has performed
her related to the concern of the :T;Zi';’;‘(‘j";’t‘aaﬁdtrg'gfsri?” for
. .. . | u
lrf]e3|dentFnotthrec'e 'tV'ng Lyrlc,tahf?hr 36 medication is administered as
ours. Further interview wi e : -
prescribed, 3. The nursing
Administrator indicated she felt the department has been educated
lack of medication being available on the re-ordering process
was due to the pharmacy having a including phyS|C|.an potlflcatlon in
t f "scanning" to reorder the event a medication is
system o g unavailable by 11/27/14- The
medications and there was a Director of Nursing will run
problem with the pharmacy Medication availability reports
reordermg system. daily to ensure mediations are not
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missed and will notify physician if
2. Interview with resident (C) on appropriate. 4. The Director of
10/24/14 at 1:50 p.m. indicated Nursing will conduct . Monthly
. audits of the medication
she had not received her Sotalol (a availability, this will be forwarded
blood pressure medication) this to the QA&A committee for
morning, which is ordered for 2 review, These audits will be
times daily in the morning and the reported monthly for a period of
evening. She indicated staff told 6-months until compliance is
achieved. 5. Date of compliance
her they had to call the pharmacy 11/27/14
to get the medication.
Interview with nurse #1 on
10/24/14 at 2:00 p.m. indicated
resident (C's) "Sotalol" was not in
the medication cart this morning
and she had to call the pharmacy
to "STAT" (ASAP)the medication.
Review of nursing notes dated
10/24/14 at 12:01 p.m. indicated
"Spoke to pharmacy who will send
Sotalol STAT."
Observation and interview with
nurse #1 on 10/24/14 at 3:00 p.m.
indicated resident (C'S) medication
had just arrived and she was giving
it to her now.
Review of the facility policy
"Medication Administration" on
10/28/14 at 1:30 p.m. indicated the
following:
"It is the policy of Sprenger
Retirement Centers that medication
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is administered in a safe manner.
Procedure: Medications are
administered to the right resident,
the right dose, right time, right drug
and right route."
This Federal Tag is related to
complaint: INOO157647
3.1-35(g)(2)
FO00309 | 483.25
SS=D PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING
Each resident must receive and the facility
must provide the necessary care and
services to attain or maintain the highest
practicable physical, mental, and
psychosocial well-being, in accordance with
the comprehensive assessment and plan of
care.
Based on record review and F000309 F-3091. Resident B was not 11/27/2014
interview the facility failed to identified due to the nature of the
. . laint h facilit
ensure showers were given twice comprain® survey, howeveriactity
. ; was aware of resident’s
Weekly for 1 res.ldent (B) Ina complaints. Resident B had a
sample of 4 resident records shower as requested, the resident
reviewed. does have a history of refusing
showers, and the care plan has
Finding includes: been updated to reflect his
9 ’ shower needs. 2. Residents
) residing at the facility have the
On 10/24/14 at 2:00 p.m. review potential to be affected by the
of the clinical record for resident alleged deficient practice. -
(B) indicated he was admitted to Resident shower sheets have
the facility on 3/3/1 4 with been reviewed and updated to
y ensure residents are scheduled
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Diagnoses including but not limited for showers. 3. The Nursing
to Muscle Weakness, Sepsis, gﬁﬁﬁgmc‘?ﬂ‘é hz‘éeitbrz;r;eidt‘;cated
Careplegia and Compartmen o o ars
’ ’ ’ ocumenting refusals. - Nursing
administration and/or designee
Interview with resident (B) on will review shower sheets daily.
10/24/14 at 1:30 p.m. indicated he 4. The Nursing Administration
. . team will perform audits on
did not always get showers twice resident showers monthly.
weekly. The resident indicated Results of those audits will be
he was to receive a shower forwarded to QA&A monthly for
yesterday but did not receive the 6-months and quarterly thereafter
shower. Resident (B) indicated the until compliance5. Date of
CNA (certified nursing assistant) Compliance: 11/27/14
indicated she would give him a
shower today.
On 10/28/14 at 1:30 p.m. review of
the resident "Shower/Bath Skin
Check Sheets" for the months of
September and October 2014 were
reviewed. The sheets indicated the
resident was to receive showers on
Mondays and Thursdays.
Review of the September 2014
calendar, indicated the resident
was to receive a shower on
September 1, 4, 8, 11, 15, 18, 22,
25 and 29. Review of the
documented showers indicated the
resident only received a shower on
September 9, 22, 25, and refused
a shower on 9/29/14.
Review of the October 2014
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calendar, indicated the resident

was to receive a shower on

October 2, 6, 9, 13, 16, 20, 23 and

27. Review of the documented

showers indicated the resident

received a shower on October 2, 6,

9, 13, 17, 20 and 24.

This Federal Tag is related to

complaint INO0157647.

3.1-37(a)
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