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DEMAND LETTER

Complaint Intake #: 49420-C
December 19, 2014

Ms. Jean Parrish, Director
Prime Living Apartments
725 Pearl Street

Sioux City, IA 51101

RE: 1. NOTICE OF IMPOSITION OF CIVIL PENALTY - FINAL
RECERTIFICATION & COMPLAINT/INCIDENT INVESTIGATION REPORT
- PRIME LIVING APARTMENTS
H. Reduction of Civil Penalty
III. Informal Conference
IV. Standard Certification
V. Conclusion

Dear Ms. Parrish;

L. Final Recertification & Complaint/Incident Investigation Report — Prime Living
Apartments, Sioux City, IA

Enclosed is the Final Recertification & Complaint/Incident Investigation Report (“Report”)
issued by the Department of Inspections and Appeals (DIA) in accordance with Iowa Code chapter
231C and Jowa Administrative Code (IAC) chapters 481—67 and 481—69, following an investigation
by DIA on December 2, 3 and 4, 2014. The complaint alleged policies and procedures were not
followed. The complaint was substantiated related to medications and details are contained in the
enclosed report. The Report notes Regulatory Insufficiencies in the area(s) of: Program Policies and
Procedures, Medications, Evaluation of Tenant, Service Plans, Nurse Review and Food Service.

Prime Living Apartments (“Program™) is being assessed a $1,000 civil penalty pursuant to fowa
Code section 231C.14(1)(a) and 481 IAC 67.17(1)(a).

Telephone Number for the Hearing Impaired: (515} 242-6515




...

Pursuant to Iowa Code section 231C.14(1)(a) and 481 IAC rule 67.17(1)(a), a program’s
noncompliance that results in imminent danger or a substantial probability of resultant death or
physical harm to a tenant may be assessed a civil penalty of not more than $10,000.

Each Regulatory Insufficiency requires that the Program submit a written Plan of Correction (POC),

In preparing the POC, please use the tenant identifiers from the Report, i.e. Tenant #1, when reference is
made to specific tenants. If your response includes a specific tenant’s assessment or service plan, it 1s
the Program’s responsibility to conceal the tenant’s name in order to maintain the tenant’s anonymity.
Your response shall include the following: ‘ )

I. Elements detailing how the Program will correct each regulatory insufficiency.
2. What measures will be taken to ensure the problem does not recur. ’

3. How the Program plans to monitor performance to ensure compliance.

4. The date by which the regulatory insufficiency will be corrected.

Please note that all regulatory insufficiencies must be corrected within 30 days of the date of the
exit conference; however, there may be situations where the timeframe may be shortened or
lengthened, at the discretion of the department.

The POC must be submitted/emailed to DIA to my attention within ten (10) working days of
receipt of this letter. It may be necessary for DIA to revisit the Program to confirm progress in
fulfilling the POC’s corrective measures.

The factors to be considered in determining the amount of a civil penalty are contained within rule
481 IAC 67.17(3) and include:

(1) the frequency and length of time the regulatory insufficiency occurred;

(2) the past history of the program as it relates to the nature of the regulatory insufficiency;

(3) the culpability of the program as it relates to the reasons the regulatory insufficiency
occurred;

(4) the extent of any harm to the tenants or the effect on the health, safety, or security of the
tenants which resulted from the regulatory insufficiency;

(5) the relationship of the regulatory insufficiency to any other types of regulatory
insufficiencies;

(6) the actions of the programs after the occurrence of the regulatory insufficiency;

(7) the accuracy and extent of records kept by the program which relate to the regulatory
insufficiency and the availability of such records to DIA;

(8) the rights of tenants to make informed decisions; and

(9) whether the program made a good-faith effort to address a high-risk tenant’s specific
needs and whether the evidence substantiates this effort.

The determination of a $1,000 civil penalty is based upon noncompliance resulting in imminent
danger or substantial probability of resultant death or physical harm. As the enclosed Report details,
Program staff gave Tenant incorrect medications leading to acute renal failure resulting in the Tenant
being admitied to the intensive care unit at the hospital.

IL. Reduction of Civil Penalty




If, within 30 days of the notice or service of this demand letter, you (1) do not request a formal
hearing or withdraw your request for formal hearing, and (2) pay the civil penalty, the assessed
penalty will be reduced by thirty-five percent (35%) pursuant to IAC rule 481-67.17(5). If youdo
not wish to request & formal hearing or wish to withdraw your request for formal hearing, please send
a cover letter to the attention of Rose Boccella and remit the civil penalty assessed by check or money
order to the State of Iowa in the amount of six hundred and fifty dollars ($650) within 30 days after
the notice or service of this demand letter.

T, Informak Conference

As provided by JAC rule 481-67.14, you are afforded one opportunity to refute cited regulatory
insufficiencies through the informal conference process. A request for an informal conference must
be made within 20 working days of the notice or service of this letter and the final report.

1V, Standard Certification

Enclosed yau will find the Assisted Living Program Certificate S0245 with effective dates of
October 27, 2014 through October 26, 2016.

V. Conclusion

The Program is being assessed a $1,000 civil penalty pursuant to lowa Code section 231C.14(1)(a)
and 481 LAC 67.17(1)(a).

DIA may revisit the Program to confirm compliance in fulfilling the POC’s corrective measures. If
the Program wishes to appeal the final findings, the Program may do so as provided in IAC rule
481-67.14.

If you have any questions in regard to this letter and enclosed Report, please contact your
Program Coordinator, Rose Boccella, at 515/281-7039 or Rese.Boccella@dia.iowa.gov.

Sincerely,
Ui @Zef?

Jim Friberg, Acting Bureau Chief
Adult Services Bureau

Enclosure

cc: Jean Herrity, Legal Assistant
Disability Rights Iowa
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A 000 481-67 initial Comments A Q00

Assisted Living Programs are defined by the type
of population served. The census numbers were
provided by the Program at the time of the
on-site.

General Popuiation Program
No. of tenants without cognitive disorder: 55
No. of tenants with cognitive disorder: 0
Total Population of Program at time of visit 55

An investigation into Complaint #49420-C and a
recertification visit were compieted during the
onsite visit 12-2 through 12-4-14.

A 003 481-67.2 Program policies and procedures A 003

481-67.2(231B,231C,231D) Program policies and
procedures, including those for incident reports. A
program ' s policies and procedures must meet
the minimum standards set by applicable
requirements. The program shall foliow the
policies and procedures established by a
program. Al programs shall have policies and
procedures related to the reporting of incidents
including afiegations of dependent adult abuse.

This REQUIREMENT is not met as evidenced .
by:

Complaint # 43420-C alleged a tenant was given
medications intended for ancther tenant. Based
on interviews, six record reviews, policy review,
and incident reperts the program received a
regulatory insufficiency for not following its }
policies and procedures.

1. Tenant #3, an 82 year-old, was admitted on
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A 003| Continued From page 1 A Q03

6-14-14 and had diagnoses of: diabetes, valvular
heart disease, peripheral vascular disease,
chronic obstructive pulmonary disease, history of
prostate cancer, vascular dementia, and
hypertension. Tenant #3 was staged at two on
the Global Deterioration Scale which indicated
very mild cognitive decline.

An incident report dated 8-3-14 and timed at 6:52
p.m. documented staff saw Tenant #3 stumbling
up the front door cutside. Tenant #3 stated
helshe was taking out the trash and fell. The
incident report documented Tenant #3 was
confused and sleepy. Tenant #3 was taken to the
hospital.

According to documentation from the hospital,
Tenant #3 was admitted on 8-3-14 and
discharged on 8-5-14. The docurmentation
indicated Tenant #3 was given two narcotic
tablets, a muscle relaxant, an anticonvulsant, an
antidepressant, and an antihypertensive. The
documentation indicated Tenant #3 was found to
have a low blood pressure, a low blood sugar,
and many of the medications given had sedative
qualities. According to the documentation in the
physician’s hospital note, the antihypertensive
medication was in addition to the antihypertensive
medication Tenant #3 regulariy took, which
resulted in acute renal failure.

According 1o the physicians note, Tenant #3 was
t admitted to the intensive care unit as Tenant #3
was very confused. A CT scan of the head was
completed. It was also documented Tenant #3
had low blood sugars, and insulin was held.

?n an interview with the RN on 12-3-14 at 12:30
p.m. she stated she was unaware medications .
had been given incorrectly, untit the evening of . ’ N
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A Q03| Continued From page 2 A Q03

8-3-14. The RN stated an internal investigation
revealed Staff F had administered pills to Tenant
#3 intended for another tenant. On the evening
of 8-2-14 Staff F was being oriented to work at
the program by Staff G. Staff G instructed Staff F
to go to the med cart, and give medications from
a purple box to Tenant #3. The purple medication
box was labeled with a tenant's name, but Staff F
did net lock at the name on the box prior to
administering the pills.

Staff F was also being oriented, but by a different
staff member on the night of 8-3-14. During the
-medication pass with the other staff, Staff F
realized the wrohg medication may have been
given to Tenant #3 the day before. After Tenant
#3 exhibited the confusion, fall, and sleepiness,
Staff F brought it to the attention of the RN. The
RN stated she then took steps to notify the
hospital of the possible medication error.

The RN reported Staff F and Staff G are no
longer employed at the program.

The RN stated Stalff F took the pill box from the
medication cart and administered the medication
without [ooking at the name on the box. The RN
had not delegated Staff F to pass medications.

According to page 37 of the Health Service Policy
and Procedure Manual entitled General
Guidelines for Medication Assistance, only
employees who have received training from the
RN may assist with medications.

According to the Medication Performance )
Evaluation, medication packs were to be checked b

for the correct tenant name, dose, frequency and
time. -
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AQ03; Continued From page 3 : A 003

The pragram's policy and procedure for
medication administration was not followed which
resulted in Tenant #3 receiving medications
intended for another tenant and admission to the
hospital for care reiated to the side effects of the
medications.

2. Tenant #6, a 69 year-old, was admitted on
10-29-10 and had diagnoses of: depression,
bipolar, Barretis esophageal reflux, and anxiety.

An incident report dated 10-10-14 documented
batweean 10-2-14 and 10-9-14 Tenant #6 had
been receiving five milligrams of Benztropine (an
antiparkinsons agent) daily instead of the correct
three milligrams daily.

A medication order was received from the
physician dated 10-2-14 to give Benztropine, one
milligram tablet, three times a day. The order
specified the medication was to be given twice a
day and the third dose at bedtime for restless
legs. The order was nofed by Staff H and was
noted with time, date, and signature. A review of
the October 2014 medication administration
record (MAR) documented the Benztropine was
transcribed as ordered. The franscription did not
contain the tme, date, or signature of the person
transcribing the order.

Afurther review of the MAR indicated Benziropine
was already listed on the MAR with an original
order date of 6-11-12. The MAR indicated
Benztropine was to be given as one tablet twice a
day. The documentation on the MAR indicated
the medication had been discontinued on
10-2-14. The discontinued notation did not ¢
include a time or signature. The documentation
of the discontinuation of the drug did not occur
until after two doses had been given every day
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A003| Continued From page 4 A 003
October 1 through October 8.

Documentation on the MAR indicated two
milligrams of Benztropine was given daily as
ordered on 6-11-12 and three milligrams of
Benztropine was given in addition beginning the
evening of 10-2-14.

Staff H was interviewed on 12-3-14 at 2:41 and
stated she noted Tenant #6's order for
Benztropine on 10-2-14. Staff H made a
handwritten entry on the MAR with the new order.
Staff H stated she did not pull the old bubble
packs from the medication cart and did not check
the MAR for existing orders for Benztropine.

According to page 22 of the Health Service Policy
and Procedure Manual entitlted Change of
Orders, the prior order was to be discontinued on
the MAR by highlighting, writing D/C, initial, and
and date.

The program’s policy on change of medication
orders was not followed resulting in Tenant #5
receiving five milligrams of medication daily,
rather than the three ordered, for six days.

A Q36 481—6?.5(6)3 Medications A 036

481-67.5(231B,231C,231D) Medications. Each
program shall follow its own written medication
policy, which shall include the following:

67.5(6) When medications are administered
traditionally by the program: )

a. The administration of medications
shall be provided by a registered nurse, licensed
practical nurse or advanced registered nurse
practitioner registered in lowa or by certified and
noncertified staff in accordance with subrule
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67.9(4) or a physician assistant (PA) in
accordance with 645-Chapter 327. Injectable
medications shall be administered as permitted
by lowa law by a registered nurse, licensed
practical nurse, advanced registered nurse
practitioner, physician, pharmagcist, or physician
assistant (PA).

This REQUIREMENT is not met as evidenced
by:

Complaint # 49420-C alleged a tenant was given
medications intended for another tenant. Based
on interviews, six record reviews, policy review,
and incident reports the program received a
regutatory insufficiency for not administering
medications in accordance with subrule 67.9(4).

1. Tenant #3, an 82 year-old, was admitted on
6-14-14 and had diagnoses of: diabetes, valvular
heart disease, peripheral vascular disease,
chronic obstructive pulmonary disease, history of
prosiate cancer, vascular dementia, and
hypertension. Tenant #3 was staged at fwo on
the Global Deterioration Scale which indicated
very mild cognitive decline.

An incident report dated 8-3-14 and timed at 6:52
p.m. documented staff saw Tenant #3 stumbling
up the front door outside. Tenant #3 stated
he/she was taking out the trash and fell. The
incident report documented Tenant #3 was
confused and sleepy. Tenant #3 was taken to the
hospital.

According to documentation from the hospital,
Tenant #3 was admitted on 8-3-14 and
discharged on 8-5-14. The documentation
indicated Tenant #3 was given two narcotic
tablets, a muscie relaxant, an anticonvuisant, an
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antidepressant, and an antihypertensive, The
documentation indicated Tenant #3'was found to
have a low blood pressure, a low blood sugar,
and many of the medications given had sedative
qualities. According to the documentation in the
physician's hospital note, the antihyperiensive
medication was in addition to the antihypertensive
medication Tenant #3 regularly took, which
resulted in acute renal failure.

According to the physicians note, Tenant #3 was .
admitted to the intensive care unit as Tenant #3
was very confused. A CT scan of the head was
complated. It was also documented Tenant #3
had iow blood sugars, and insulin was held.

In an interview with the RN on 12-3-14 at 12:30
p.m. she stated she was unaware medications
had been given incorrectly, until the evening of
8-3-14. The RN stated an internal investigation
revealed Staff F had administered pills to Tenant
#3 intended for another tenant. On the evening
of 8-2-14 Staff F was being oriented to work at
the program by Staff G. Staff G instructed Staff F
to go to the med cart, and give medications from
a purple box to Tenant #3. The purple medication
box was Jabéled with a tenant's name, but Staff F
did not look at the name on the box prior to
administering the pilfs.

Staff F was also being oriented, but by a different
staff member on the night of 8-3-14. During the
medication pass with the other staff, Staff F
realized the wrong medication may have been
given to Tenant #3 the day before. After Tenant
#3 exhibited the confusion, fall, and sleepiness,
Staff F brought it to the attentiop of the RN. The
RN stated she then took steps to notify the
hospital of the possible medication error.
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The RN reported Staff F and Staff G are no
longer employed at the program.

The RN stated Staff F took the pill box from the

medication cart and administered the medication
without looking at the name on the box. The RN ‘
had not delegated Staff F to pass medications.

According to page 37 of the Health Service Policy
and Procedure Manual entitled General
Guidelines for Medication Assistance, only
employees who have received training from the
RN may assist with medications.

According to the Medication Performance
Evaluation, medication packs were to be checked
for the correct tenant name, dose, frequency and
time.

The program's policy and procedure for
medication administration was not followed which
resulted in Tenant #3 receiving medications
intended for another tenant and admission o the
hospital for care related to the side effects of the
medications.

2. Tenant #6, a 68 year-old, was admitted on
10-25-10 and had diaghoses of: depression,
bipolar, Barretts esophageal reflux, and anxiety.

An incident report dated 10-10-14 documented
between 10-2-14 and 10-8-14 Tenant #6 had
been receiving five milligrams of Benztropine {(an
antiparkinsons agent) daily instead of the correct
three milligrams daily. ‘

A medication order was received from the $
physician dated 10-2-14 to give Benztropine, one
milligram tablet, three times a day. The order

specified the medication was to be given twice a
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day and the third dose at bedtime for restless
legs. The order was noted by Staff H and was
noted with time, date, and signature. A review of
the October 2014 medication administration
record (MAR) documented the Benztropine was
transcribed as ordered. The transcription did not
contain the time, date, or signature of the person
transcribing the order.

Afurther review of the MAR indicated Benztropine
was already listed on the MAR with an originat
order date of 6-11-12. The MAR indicated
Benztropine was to be given as one tablet twice a
day. The documentation on the MAR indicated
the medication had been discontinued on
10-2-14. The discontinued notation did not
include a time or signature. The documentation
of the discontinuation of the drug did not occur
until after two doses had been given every day
October 1 through October 8.

Documentation on the MAR indicated two . -
milligrams of Benztropine was given daily as
ordered on 6-11-12 and three milligrams of
Benztropine was given in addition beginning the
evening of 10-2-14.

Staff H was interviewed on 12-3-14 at 2:41 and
stated she noted Tenant #8's order for
Benztropine on 10-2-14. Staff H made a
handwritten entry on the MAR with the new order.
Staff H stated she did not pull the old bubble
packs from the medication cart and did not check
the MAR for existing orders for Benziropine.

According to page 22 of the Health Service Policy
and Procedure Mapual entitled Change of
Orders, the prior order was to be discontinued on
the MAR by highlighting, writing D/C, initial, and
and date.
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The program's policy on change of medication
orders was not followed resulting in Tenant #5
receiving five milligrams of medication daily,
rather than the three ordered, for six days.

A 037 481-69.22(2) Evaiuation of Tenant A 037

481-69.22(231C) Evaluation of tenant.

69.22(2) Evaluation within 30 days of
occupancy and with significant change. A
program shall evaluate each tenant ' s functional,
cognitive and health status within 30 days of
occcupancy. A program shall also evaluate each
tenant's functional, cognitive and health status as
needed with significant change, but not less than
annually, to determine the tenant' s continued
eligibility for the program and to determine any
changes to services needed. The evaluation shall
be conducted by a health care professional or
human service professional. A licensed practical
nurse may complete the evaluation via nurse
delegation when the tenant has not exhibited a
significant change.

This REQUIREMENT is not met as evidenced
by.

Based on six record reviews and interviews
evaluations were not completed with a significant
change of condition.

1. Tenant #1, a 63 year-old, was admitted on
9-18-10 and had diagnoses of: schizoaffective
disorder, post-traumatic stress disorder,
borderline personality, hypertension, ‘ b
gastroesophageal reflux disease, migraines -
depression, and anxiety.
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Service notes dated 8-18-14 documented Tenant
#1 was having increased signs and symptoms of
depression due to frequent migraines and
isolation in the apartment. The notes
documented Tenant #1 began feeling suicidal and
decided to admit self to the hospital. Tenant #1
refused ambulance transfer and drove self to the
hospital.

Service notes dated 8-26-14 documented Tenant
#1 returned to the Program. The service notes
documented cognition, health, and function was
"back to stable;" however, evaluations of function,
cognition, and health were not completed.

Tenant #1 admitted self for suicidal ideation, a
potential for harm to self, and a change of
condition. Evaluations were not completed upon
return from the hospital with a change of
condition to determine Tenant #1's continued
eligibility for the program and to determine any
changes to services provided.

Service notes dated 8-5-14 documented Tenant
#1 was started on an antibiotic for folliculitis of the
abdomen. Evailuation of the condition of the
abdomen was not completed with a change of
condition

Service notes dated 8-18-14 documented Tenant
#1 had increased signs and symptoms of
depression due to frequent migraines and
Isolation in the apartment. Notes of 10-31-14
documented Tenant #1 complained of a migraine.
The service notes of 10-31-14 documented
Tenant#1 had used pain medication, a
medication for migraines, and a medication for
nausea that were ineffective. Tenant #1 drove
self to the emergency room for further care.
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Service notes dated 11-11-14 documented Tenant
#1 called a cab to go to the emergency room
again for the migraine. Notes of 11-14-14
documented Tenant #1 continued to complain of
headaches, sleeping a lot, and having thoughts of
not wanting to wake up. Tenant #1 was
described as more depressed. Tenant #1
admitted self fo the hospital.

Documentation from the hospital revealed Tenant
#1 was admitted to the hospital on 11-14-14 and
was discharged on 11-20-14. Tenant #1 was
hospitalized for suicidal ideation.

Staff | was interviewed on 12-3-14 at 9:33 a.m.
and identified Tenant #1 as a person with suicidal
thoughts.

Service notes dated 11-20-14 docurmnented.
Tenant #1 was "a little better" but the headaches
continued. Evaluations were not completed with a
change of condition to determine Tenant #1's
continued eligibility for the program and to
determine any changes to services provided.

2. Tenant #2, a 56 year-old, was admitted on
8-28-14 and had diagnoses of: diabetes,
osteomyelitis with Methicillin Resistant
Staphyiococcus Aureus (MRSA), morbid obesity,
diabetic neurcpathy, gastroesophageal reflux .
disease, chronic kidney disease stage 3, bilateral
lower extremity cellulitis, asthma, and sleep
apnea.

Service notes dated 8-28-14, the day of
admission to the Program, documented Tenant | !
#2 had a history of ulcerations to the left foot with
osteomyelitis and MRSA. Tenant #2 was to take
antibiotics and be seen at a wound clinic.
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According to service notes dated 10-16-14,
Tenant #2 reported a fall, hitting the head on a
table. Tenant #2 was also dizzy, lightheaded,
cold, and clammy. Tenant #2 was transported to
the hospital.

Service notes dated 10-20-14 documented
Tenant #2 returned to the Program foilowing
admission for pneumeonia, dizziness, and
dehydration. The notes documented Tenant #2
was "very hypoxic" requiring oxygen continuously.
Evaluations did not reveal how it was determined
Tenant #2 was "“very hypoxic" Evaluations in the
service notes and on the health/functional
assessment form did not include documentation
of an assessment of Tenant #2's lung status or
respiratory rate following hospital admission for
pneumonia. Evaluations were not completed with
a change of condition.

Discharge instructions dated 10-20-14
documented Tenant #2 had wounds on the right
leg and left heel and dressing changes were
required. The service notes dated 10-20-14
documented there was no visible wound on the
right leg, and that wound continued on the left
lower extremity. In an interview with the RN on
12-3-14 at 4:30 p.m., she stated the wound was
being cared for by an outside agency. A review of
the MAR for October-November 2014
documented the Program was cleaning and
caring for the wound. Neither the service notes
nor the health/functional assessment
documented a specific description of the wound,
and did not document an evaluation of progress

¥ of the wound, as Tenant #2 was admitted to the ¥
Program in August with wounds An evaluation of
the wounds was not completed to determine
whether the "very hypoxi¢" state affected wound

i
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healing. Evaluations of the leg wound were not
completed with a change of condition, pneumonia

resulting in a very hypoxic condition,

3. Tenant #3, an 82 year-oid, was admitted on
6-14-14 and had diagnoses of: diabetes, valvular
heart disease, peripheral vascular disease,
chronic obstructive puimonary disease, history of
prostate cancer, vascular dementia, and
hypertension. Tenant #3 was staged at two on
the Global Deterioration Scale which indicated
very mild cognitive decline.

An incident report dated 8-3-14 and timed at 6:52
p.m. documented staff saw Tenant #3 stumbling
up the front door ocutside. Tenant #3 stated
hefshe was taking out the trash and fell. The
incident report documented Tenant #3 was
confused and sleepy. Tenant #3 was taken to the
hospital.

According to documentation from the hospital,
Tenant #3 was admitted on 8-3-14 and
discharged on 8-5-14. The documentation
indicated Tenant #3 was given two narcotic
tablets, a muscle relaxant, an anticonvulsant, an
antidepressant, and an antihypertensive which
were not prescribed to Tenant #3. The
documentation indicated Tenant #3 was found to
have a low blood pressure, a low blood sugar,
and many of the medications given had sedative
gualities. According to the documentation,
Tenant #3's blcod sugar reading was 51 and
required treatment with a concentrated dexirose
solution. Accarding to the documentation in the
physician’s hospital note, the antihypertensive
medication was in addition to the antihyperiensive,
medication Tenant #3 regularfy took, which
resulted in acute renal failure. Fiuids were given
to correct the renal failure.
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According to the physicians note, Tenant #3 was
admitted to the intensive care unit as Tenant #3
was very confused. A CT scan of the head was
completed. it was also documented Tenant #3
had low blood sugars, and insulin was held.

Tenant #3 returned to the Program on 8-5-14.
Tenant #4 exhibited a significant change of
condition as a result of being given medications
intended for another tenant. Evaluations of
function, cognition, and health were not
completed following Tenant #3's hospitalization
for side effects related to a medication error
which resulted in admission t¢ an intensive care
unit. Evaluations were not completed with a
significant change of condition.

4. Tenant #5, a 57 year-old, was admitted on
11-3-13 and had diagnoses of: hypertension,
chronic obstructive pulmonary disease, vitamin D
deficiency, avascular necrosis. attention-deficit
hyperactivity disorder, bipolar disorder,
depression, and borderline personality disorder.

Tenant #5 was admitted to the hospital for a
revision of a total knee replacement. According
to the service notes dated 10-27-14, Tenant #5
had a history of avascular necrosis and frequently
needed joint replacements The service notes
dated 10-27-14 documented Tenant #5 returned
to the Program on that date. According to the
health/functional assessment completed on
10-27-14, Tenant #5 was to be monitored for
suicidal ideations. The service notes of 10-27-14
documented Tenant #5 would return immediately
to an outside service provider for mental health,
but would "eventually” return once Tenant #5 felt
"up toit"
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In an interview with Staff B on 12-3-14 at 9:43
a.m., she identified Tenant #5 as a person with
suicidal thoughts. Staff B stated Tenant #5 talked
about being overly depressed.

The evaluation did not include an assessment of
Tenant #5's mental status related to the potential
for self-harm at the time of the evaluation.

The evaluation did not document an assessment
of Tenant #5's surgical site, the right knee.
Evaluations were not completed to determine
Tenant #5's health status, continued eligibility for
the Program, and to determine any changes in
services needed. Evaluations were not completed
with a change of condition.

A 083 481-69.26(1) Service Plans A 083

481-69.26(231C) Service plans.

69.26(1) A service plan shall be developed
for each tenant based on the evaluations
conducted in accordance with subrules 69.22(1)
and 69.22(2) and shall be designed to meet the
specific service needs of the individual tenant.
The service plan shall subsequently be updated
at least annually and whenever changes are
needed.

This REQUIREMENT is not met as evidenced
by:

Based on six record reviews the program
received a regulatory insufficiency in the area of
service plans. Service plans did not meet the
identified needs of the tenants.
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1. Tenant #1, a 63 year-old, was admitted on
9-18-10 and had diagnoses of: schizoaffective
disorder, post-traumatic stress disorder,
bordertine personality, hypertension,
gastroesophageal reflux disease, migraines
depression, and anxiety.

Service notes completed by the RN and dated
8-18-14, documented Tenant #1 was having
increased signs and symptoms of depression due
to frequent migraines and isolation in the
apartment. A connection was made between
increased signs of depression and migraines and
isolation. Tenant #1 was admitted to the hospital
on 8-18-14 for suicidal feelings according to the
service notes dated 8-18-14.

A review of the service plan dated 2-1-14 did not
direct staff members to be alert to Tenant #1's
migraines and isolation as a trigger for
depression and suicidal thoughts. The service
pian did not give specific direction to staff as to
when to contact the RN. The service plan did not
meet the identified needs of Tenant #1.

2. Tenant #2, a 56 year-old, was admitted on
8-28-14 and had diagnoses of: diabetes,
osteomyelitis with Methicillin Resistant
Staphylococcus Aureus (MRSA), morbid obesity,
diabetic neuropathy, gastreesophageal reflux
disease, chronic kidney disease stage 3, bilateral
lower extremity cellulitis, asthma, and sleep
apnea. :

Tenant #2 returned from a hospital stay for
pneumonia on 10-20-14. Discharge instructions
included wound care to a leg wound. The ¥
medication administration record for October to
November 2014 confirmed staff assistance with
wound care which included wound cleaning. The
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service plan of 10-20-14 identified staff was to
assist with wound care and identified wound
cleaning and the history of MRSA. The service
plan of 10-20-14 did not identify Tenant #2's
allergy to latex as identified on the 10-20-14
discharge instructions. The service plan did not
meet the identified needs of Tenant #2.

Tenant #2 had been prescribed antibiotics for the
chronic leg wound, last prescribed on 10-6-14.
The service plan identified staff was to monitor for
adverse side effects to medications including
vaginal itching or discharge. (Vaginal itching or
discharge would not be applicable to Tenant #2
so the intervention was irrelevant.) The service
plan was not designed to meet the specific
service needs of Tenant #2.

A 094 481-69.27(1) Nurse Review A 094

481-69.27(231C) Nurse review. If a tenant does
nhot receive personal or health-related care, but
an observed significant change in the tenant ' s
condition occurs, a nurse review shaii be
conducted. If a tenant receives personal or
health-related care, the program shall provide for
a registered nurse or a licensed practical nurse
via nurse delegation:

69.27(1) To monitor, at least every 90 days,
or after a significant change in the tenant ' s
condition, any tenant who receives
program-administered prescription medications
for acverse reactions to the medications and to
make appropriate interventions or referrals, and
to ensure that the prescription medication orders
are current and that the prescription medications
are administered consistent with such orders.

This REQUIREMENT is not met as evidenced
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Based on six record reviews, the program
received a regulatory insufficiency in the area of
nurse review. Nurse reviews were not completed
every 90 days or with a change of condition
related to medications.

1. Tenant #1, a 63 year-old, was admitted on
9-18-10 and had diagnoses of; schizoaffective
disorder, post-iraumatic stress disorder,
borderline personality, hypertension,
gastroesophageal reflux disease, migraines
depression, and anxiety.

Service notes dated 9-5-14 documented Tenant
#1 was started on an antibiotic for folliculitis of the
abdomen. A nurse review was not completed
when the antibiotic was finished to determine if
Tenant #1 experienced any adverse reactions to
the antibiotic and to determine if the antibiotic
was effective in treating the folliculitis.

A physician's order dated 10-10-14 documented
Tenant #1 was prescribed an antibiotic for ten
days after concerns of sinus drainage, ringing in
the ears, and dizziness. Anurse review was not
completed when the antibiotic was finished to
determine if Tenant #1 experienced any adverse
reactions to the antibiotic and to determine if the
antibiotic was effective in treating the sinus -
condition.

A review of the service plan for Tenant #1 dated
2-1-14, current at the tme of the onsite visit, and
a review of the medication administration record

- | for September 2014, the program administered
medications to Tenant #1. According to a
health/functional assessment dated 10-28-14, the
quarterly review was completed on that date.
According to the notation, the form was originally

DIVISION OF HEALTH FACILITIES - STATE OF IOWA -
STATE FORM - 6888 BJHW 14 If continuation sheet 19 of 25




DEPARTMENT OF INSPECTIONS AND APPEALS

PRINTED: 12/19/2014
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER,

80245

A BUILDING:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED

B WING

C
12/04/2014

PRIME LIVING APARTMENTS

NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

725 PEARL STREET
SIOUX CITY, IA 51103

0%4) ID SUMMARY STATEMENT GF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {x5)

" (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

A 094 Continued From page 19

completed on 2-1-14, and the form was reviewed
on 5-1-14, 7-29-14 and 10-28-14. There was no
documentation on 10-28-14 as to whether or not
the medication orders were current, that
medications were administered consistent with
the orders, and whether or not Tenant #1 was
experiencing any adverse reaction to the

. medications.

2. Tenant #5, a 57 year-old, was admitted on
11-3-13 and had diagnoses of: hypertension,
chronic obstructive pulmonary disease, vitamin D
deficiency, avascular necrosis. attention-deficit
hyperactivity disorder, bipolar disorder,
depression, and borderline personality disorder.

Service notes dated 10-27-14 documented
Tenant #5 had a significant change of condition
following a total knee replacement and revision
due to avascular necrosis. According to the
health/functional assessment dated 10-27-14, the
Program administered medications to Tenant #5.
Anurse review was not completed on 10-27-14 to
include the presence or absence of adverse
medication reactions, to ensure prescription
orders were current, and that medications had
been administered consistent with the orders. A
nurse review was nct completed with a change of
condition.

A 098 481-69.27(3) Nurse Review

481-69.27(231C) Nurse review. If a tenant does
not receive personal or health-related care, but
an observed significant change in the tenant ' s
condition occurs, a nurse review shall he
conducted. If & tenant receives personal or
health-related care, the program shall provide for
a registered nurse or a licensed practical nurse

A 094

A 096
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via nurse delegation:

69.27(3) To assess and document the health
status of each tenant, to make recommendations
and referrals as appropriate, and to monitor
progress relating to previous recommendations at
least every 90 days and whenever there are
changes in the tenant ' s health status

This REQUIREMENT is not met as evidenced
by:

Based on six record reviews the program
received a regulatory insufficiency in the area of
nurse review related to the assessment and
monitoring of the health status every 90 days and
with a change of condition.

1. Tenant #1, a 63 year-old, was admitted on
9-18-10 and had diagnoses of: schizoaffective
disorder, post-traumatic stress disorder,
borderline personality, hypertension,
gastroesophageal reflux disease, migraines
depression, and anxiety.

Service notes dated 9-5-14 documented Tenant
#1 was started on an antibiotic for folliculitis of the
abdomen. A nurse review was not completed
when the antibiotic was finished to determine
Tenant #1's heath status, the condition of the
abdomen.

A physician’s order dated 10-10-14 documented
Tenant #1 was prescribed an antibiotic for ten
days after concerns of sinus drainage, ringing in
the ears, and dizziness. A nurse review was not
completed when the antibiotic was finished to
determine if Tenant #1's health status, the

.{ condition of the sinuses, ringing in the ears, and ¥
dizziness.

"According to a health/functional assessment for
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Continued From page 21

Tenant #1 dated 10-28-14, the quarterly review
was completed on that date. According to the
notation, the form was originally completed on
2-1-14, and the form was reviewed on 5-1-14,
7-29-14 and 10-28-14. Service notes dated
8-18-14 documented Tenant #1 had increased
signs and symptoms of depression due to

frequent migraines and isolation in the apartment.

Tenant #1 had been admitted fo the hospital for
suicidal ideation on 8-18-14, treated for folliculitis
on 9-5-14 and treated for a sinus condition on
10-10-14. There was no documentation on
10-28-14 as to Tenant #1's mental health status,
the course of migraine headaches and isolation
over the last 90 days. Tenant #1's progress over
the last 90 days was not monitored.

2. Tenant #2, a 56 year-old, was admitted on
8-28-14 and had diagnoses of: diabetes,
osteomyelitis with Methicillin Resistant
Staphylococcus Aureus (MRSA), morbid obesity,
diabetic neuropathy, gastroesophageal reflux
disease, chronic kidney disease stage 3, bilateral
lower extremity cellulitis, asthma, and sleep
apnea.

According to service notes dated 10-16-14,
Tenant #2 reported a fall, hitting the head on a
table. Tenant #2 was also dizzy, lightheadeqd,
cold, and clammy. Tenant #2 was transported to
the hospital.

Service notes dated 10-20-14 documented
Tenant #2 returned to the Program follawing
admission for pneumonia, dizziness, and
dehydration. The notes documented Tenant #2

was "very hypoxic” requiring oxygen continuously.

The 10-20-14 service plan contained handwritten
documentation dated 10-31-14 which indicated

A 0986
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Tenant #2 was no longer using oxygen
continuously. A nurse review was not compieted
when the oxygen was discontinued to document
the health status of Tenant #2 and to monitor
progress related to the previously recommended

continuous oxygen therapy. N

A 101 481-69.28(3)b Food Service A101

481-69.28(231C) Food service.

69.28(3) Menus shall be planned to provide
the following percentage of the daily
recommended dietary allowances as estabiished
by the Food and Nutrition Board of the Nationai
Research Council of the National Academy of
Sciences based on the number of meals provided
by the program:

b. A minimum of 66 2/3 percent if the
program provides two meals per day

This REQUIREMENT is not met.as evidenced
by:

Based on a review of menus and inferview, a
regulatory insufficiency was cited as the Program
could not determine cne-third of the daily
nutritional requirements were provided for every
meal served at the program.

On 12-3-14 at 9:30 a.m. the Director identified
Staff E as the person responsible at the program
for menu planning. Staff E was interviewed on
12-3-14 at 10:00 a.m. and stated she made the
menus following "My Plate” and the food pyramid.
Staff E reported the Program served fwo meals a
day Monday throutgh Friday (iunch and supper), k
and one meal a day on Saturday and Sunday
(lunch). Staff E reported milk was served at
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A101] Continued From page 23 A 101

every meal offered. Staff E stated based on the
"My Plate" and the food pyramid, there should be
one serving of fruit and one serving of vegetables
at each meal.

The program provided copies of menus for lunch
and supper for the months of October,
November, and December.

The lunch menu lacked documentation of a fruit
served on 15, and vegetable on 5 of 31 days in
October.

The supper menu lacked documentation of a fruit
served on 17, and vegetable on 2 of 23 days in
October.

The lunch menu lacked documentation of a fruit
served on 14, and vegetable on 4 of 30 days in
November,

The supper menu lacked documentation of a fruit
served on 13, and vegetable on 1 of 19 days in
November.

The lunch menu lacked documentation of a fruit
served on 18, and vegetable on 3 of 31 days in
December. )

The supper menu lacked documentation of a fruit
served on 11, and vegetable on 4 of 22 days in
December.

In an inferview with Staff E who prepared the
menus, she stated one serving of fruit was to be
served at each meal to follow the "My Plate” and
food pyramid. The menus did not provide fruit as
needed to meet dietary allowances. The menus
were not planned to provide 66% of the daily
recommended dietary allowances, as the
Program provided two meals a day Monday :
' through Friday. .
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A 104 484-69.28(5) Food Service A104

481-89.28(231C) Food service.

69.28(5) Personnel who are employed by or
contract with the program and who are
responsible for food preparation or service, or
both food preparation and service, shall have an
orientation on sanitation and safe food handling
prior to handling food and shall have arinual
in-service training on food protection.

This REQUIREMENT is not met as evidenced
by:

Based on employee file reviews and interview, a
regulatory insufficiency was cited related to lack .
of annual food safety training. ) -

Four employee files were reviewed. Staff Awas
hired as a universal worker on 8-19-13. Staff
training files lacked documentation of an annual
inservice on food protection for Staff A.

Staff B was hired on 2-13-14 as a universal
worker. Staff C was hired on 7-15-14 for garbage
duties. Staff training files lacked documentation
of an orientation on sanitation and safe food
handling prior to handling food.

In an interview with the Director, Staff A, Staff B,
and Staff C served food or were likely to serve
food. Staff fraining files lacked documentation of
food safety training.
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Program policies and procedures A003
Page 1

Prime has reviewed policy and procedures regarding medication administration and believes that the
procedures in place are adequate. Policy clearly states only staff that have been delegated by the RN
are to administer medications. The insufficiency is the direct result of an individual staff member
decision to blatantly disregard Prime policy and procedure. For this reason, Prime reviewed staff
training procedures and has dedicated additionai educationfteaching in the area of staff training other
staff. Additional training reiterates process that while training new staff, senior staff is never to allow
that new staff to administer medications {new staff is observation only until RN has delegated
medication administration). All staff at Prime fiving that is allowed to train new staff will be required to
review education regarding this situation prior to training new staff. Attached please find a copy
of additional training packet and employee sign off sheet. This training will occur at
01/19/15 all staff, and prior to being scheduled to frain new staff members.

Page 3

Prime has reviewed policy and procedure with regard to transcribing changed orders on the medication
administration record {MAR}. Policy clearly defines how this process needs to take place. However,
staff did not follow procedure. Prime has updated this policy to state that with regard to order
changes, 2 staff members will review transcription and procedure prior to RN reviewing the change on
MAR. Prime believes with the addition of this added step the procedure will allow a total of 3 staff
members to check changes to ensure the transcription is done properly.

Program policies and procedures A036 Page 5/Medications

- 1. Prime has reviewed policy and procedures regarding medication administration and believes
that the procedures in place are adequate. Policy clearly states only staff that have been
delegated by the RN are to administer medications. The insufficiency is the direct result of an
individual staff member decision to blatantly disregard Prime policy and procedure. For this
reason, Prime reviewed staf‘f_training procedures and has dedicated additional
education/teaching in the area of staff training other staff. Additional training reiterates
process that while training new staff, senior staff is never to allow that new staff to administer
medications (new staff is observation only until RN has delegated medication administration).
All staff at Prime fiving that is allowed to train new staff will be requiired to review education
regarding this situation prior to training new staff. .

2. Prime has reviewed policy and procedure with regard to transcribing changed orders on the
medication administration record (MAR). Policy clearly defines how this process needs to take
place. However, staff did not foliow procedure. Prime has updated this poficy to state that
with regard to order changes, 2 staff members will review transcription and procedure prior to
RN reviewing the change on MAR. Prime believes with the addition of this added step the




procedure will alfow a total of 3 staff members to check changes to ensure the transcription is
done properly.

Evaluation of Tenant A037 Page 10

Prime Living has reviewed policy and procedure regarding Evaluation of Tenant, the policies and
procedures regarding this is clear and follows the guidelines required by the State. Our belief is that the
prior Weliness Director did not follow the guidelines set forth. n order to ensure compliance, Prime
Living will assign personnel (in addition, and separate from the Wellness Director) to review 3 random
charts monthly. In addition to those random charts, charts will be reviewed foilowing return to the
facility from any hospital stay. This wiil provide a check and balance system to ensure that Evaluation of
Tenant is taking place according to not only Prime policy and procedure, but state requirements as well.
Prime Living is currently in search of both a Registered Nurse and a Licensed Practical Nurse, in the
meantime we have employed part time Dawn Bricker, RN, ARNP to complete the job duties of the
Weliness Director. Attached piease find random chart audit monthly paperwork. Staff
assigned to this task will be the director or designee. Audits will start 02/2015.

1. Tenant #1 will be re-evaluated by Dawn to ensure eligibility in the program, this will be
completed by 01/16/15. Updates to Service plan will be made if applicable.

2. Tenant #2 wili be re-evaiuated by Dawn to ensure service plan is adequate and needs are being
met by 01/16/15. Service notes will reflect current conditions and any care coardination that is
taking pface. Updates to Service plan will be made if applicable.

3. Tenant #3 wil} be re-evaiuated by Dawn to ensure service plan is reflective of wants and needs
of the tenant. This will be completed by 01/23/15. Updates to Service plan will be made if
applicabie.

4. Tenant #4 will be re-evaluated by Dawn to ensure service plan is in direct correlation of tenant
candition. This will be completed by 01/23/15. Updates to Service pian will be made if
applicable. )

5. Tenant #5 will be re-evaluated by Dawn to ensure service plan is in direct
correlation of tenant condition. This will he completed by OIP3I1S. Updates to
Service Plan will be made if applicable. ’ )

Service Plans A083 Page 16

Prime Living has reviewed policy and procedure regarding Service Plans, the policies and procedurgs
regarding this is clear and follows the guidelines required by the State. Our belief is that the ﬁrior
Weliness Director gid not follow the guidelines set forth. In order to ensure compliance, Prime Living
will assign personnel {in addition, and separate from the Wellness Director) to review 3 service plans
monthly, In addition to those random service plans, service plans of tenants will be reviewed fallow any
hospital stay. This will provide a check and balance system to ensure that Service Plans are accurate to
the tenant wanis and needs and to ensure updating Service plans is taking place according to not only
Prime policy and procedure, but state requirements as welf. Prime Living is currently in search of both a
Registered Nurse and a Licensed Practical Nurse, in the meantime we have employed part time Dawn




Bricker, RN, ARNP to complete the job duties of the Wellness Director. Attached please find.
random chart audit monthly paperwork. Staff assigned to this task will be the
director or designee. Audits will start 02/2015. -

1. Tenant #1 will be re-evaluated by Dawn to ensure eligibiiity in the program, this will be
completed by 01/16/15. Updates to Service plan will be made if applicable.

2. Tenant #2 will be re-evaluated by Dawn to ensure service plan is adequate and needs are being
met by 01/16/15. Service notes will reflect current conditions and any care coordination that is
taking place. Updates to Service plan will be made if applicabie.

Nurse Review A096 Page 18

Prime Living has reviewed the policy and procedure for Nurse Review. The policy and procedure is
outlined and Prime has determined that it is adeguate in accordance to state requirements. It has been
determined by Prime that prior nursing staff did not foliow these rules and regulations. As with Service
plans and Evaluations, changes made to Prime policy and procedure will provide a check and balance
system to ensure that nursing personnel are following the required rules, regulations, policies and
procedures. Chart audits done to 3 charts monthly as well as a review following return to facility after
hospital stay will take place.

1. Tenant #1 will be re-evaluated by Dawn to ensure eligibility in the program, this will be
completed by 01/16/15. Updates to Service plan will be made if appficable.

2. Tenant #2 will be re-evaluated by Dawn to ensure service plan is adequate and needs are being
met by 01/16/15. Service notes will reflect current conditions and any care coordination that is takmg
place. Updates to Service plan will be made if applicable.

Food Service A 101 Page 23

Staff £ has successfuily completed Serve Safe training. Prime continues to utilize the “My Plate”

guidelings, however the guidelines for this have be reviewed by additiona! personnel and additional

paperwork has been developed in order to ensure those guidelines are being met. An easy to read

break down has been developed to ensure that all staff can understand the necessary requirements. in-
addition, Prime has added offering juice at each meal. The addition of offering juice at meals will help

Prime to offer the minimum 66 2/3 percent that we are required to do. Menus have been changed to )
add the addition of offering fruit and/or vegetable juices.




01/15/2015 Staff Mentoring or Training

Additional training for staff members rasponsihle for mentoring/training new personnel.

Attached please find policies and procedures regarding medication administration, review the
information and initial the bottom of page if you understand and agree to follow these guidelines.

Remember, no one is allowed to dispense medications prior to nurse delegation. Plain and simply this
means that until a new empioyee has heen “tasted out” by the nurse they are not under any
circumstances to administer any medications independently. This means, that you can’t leave them to
answer another pendant call, check another tenant, grab a soda, have a cigarette, etc. For work reasons
or personal reason, when training a new staff member you can’t leave them to dispense medications.

i have reviewed the information regarding medication administration, | understand that | am
responsible for training new staff members. {accept that | am held accountable for following the
policies and procedures set forth by Prime Living.

Name: date:

Name: date:
Name: date:
Name: . date:

Name: date:




Nurse review chart audits

Tenant: L

Attached please find a copy of a guide to follow regarding process or change
of condition/nurse review/service plan updates, etc. Audits are compieted to
ensure the safety and weli-being of the tenant.

Last hospitalization & dx for stay. New orders, did tenant return with an
increase in service hours? Any new diagnosis?

Review |ast‘month of service documentation, communication reports, and
incident reports. Are there any changes made to service plan, care logs?
Any antibiotic therapy? -

Last evaluation?

Last GDS/Mini Mental?

Last minutes update?

Last change of condition/nurse review?_

Name of person completing report

Director/designee
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If the evaluation does warrant a

service plan update

Service Plan
481~69.26(231C)

e

Update sections triggered by evaluation
by adding or deleting services.

Date and sign (a1 parties) the updated
sarvice plan; If no change ar condition
is resolved, ther nurse to note same,
date and sign,

{1} Reoceurrence of a chronic condition

may permit the vse of previcus
evaluations and service plan
Interventions after a second significant
occurrence in a three-month period, If
notated on current service plan with
nurse to date and sign.

(2) Implementation of chrenic condition

protocol does not require new
signatures except the nurse’s.

Any change in
renant’s condition
that requires a
nurse’s note

1s there a significant change In
health, cognition, or function?

Is there an Increase or
decrease In care needs or
services?

Consider medication or
treatment additlons or
changes, lab orders, hospltal
stays, or physiclan visits.

If both answers are
No

If any answer ls Yes

Y

Evaluation
481—£9.22(231C)

~<__=

Perform comprehensive evaluation of
hezlth, cognition, and function,

Update triggered areas only on health
and function,

Complets a full cognitive avaluation
with every significant change.

‘The nurse to dete and sign the update.
Review and notate “no charge” for
non-triggered areas, Initial and date, !

l

If the evaluation daes not warrant a
service plan update

[

g

won o
b

Moo

W

If either answer is Yes

1

Nurse Review
481—68.27(2310C)

<>

Any additional required services for
ADL's?

Should the docter ba contacted?

Dees tha tenant's cognition or condi-
tien warrant further evaluation?

Have service needs changed 25 a
result of doctor’s orders ar medication
changes?

15 this a recurrent issue?

Time, date, and slgn nurse review,

if In doubt, proceed to evaluation and
service plan update In triggered areas
only. The use of differant colored inks
Is preferred for clarity.

If all answers are No
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01/15/2015 Staff Mentoring or Training t.\/o > P

Additional training for staff members responsible for mentoring/training new personnel.

Attached please find policies and procedures regarding medication administration, review the
information and initial the bottom of page if you understand and agree to follow these guidefines.

Remember, no one is allowed to dispense medications prior to nurse delegation. Plain and simply this
means that until a new employee has been “tested out” by the nurse they are not under any
circumstances to administer any medications independently. This means, that you can’t leave them to
answer another pendant call, check another tenant, grab a soda, have a cigarette, etc. For work reasons
or personal reason, when training a new staff member you can’t leave them to dispense medications.

| have reviewed the information regarding medication administration, | understand that f am
responsible for training new staff members. | accept that | am held accountable for following Ehe
policies and procedures set forth by Prime Living.

Name: - date:
Name: date:
Name: date:

" ‘Name: date:




| 4. STAFF ASSISTANCE WITH MEDICATION
ADMINISTRATION

Health Service Policy & Procedure Manual 36
Jamuary 1, 2010 Prime Care, LLC.

All Rights Reserved

Updated 06/27/12/Medication Adminisiration

Updated 08/31/13




GENERAL GUIDELINES FOR MEDICATION ASSISTANCE

POLICY: Staff should follow established procedures when providing tenants assistance with
medication administration.

PROCEDURES:

1.

Only designated employees who have received training from the RN may assist with
medications.

Upon hire all staff will sign Master Signature Key during orientation.

If a tenant has difficulty taking his/her medication(s), the RN should consider options that
might make the medication easier for him/her to take (be sure to obtain feedback from the
tenant’s physician and/or pharmacist as appropriate). Possible alternatives might include:

* Crushing a tablet and mixing it in food such as applesauce (this often works well if the
tenant has said the medication has a bitter taste). This may not be done, however,
without the tenant’s knowledge or against his/her will.

= Cutting a tablet in half if the tenant has a difficult taking the entire tablet.
» Obtaining the medication in liqmd form if available (liquids are usually easier to take).

* Finding a more acceptable time fo take the medication (e.g., later in the day when the
tenant is not as groggy).

Medications should not be used to address behavioral issues unless other approaches have
been tried first (e.g., behavior management techniques) and the medication has beer ordered
by the physician for this purpose. Documentation of all approaches tried, along with the
corresponding results should be documented in the tenant’s Service Notes, and a Behavior
Management Plan should be developed when appropriate (see the section on Behavior
Management Plans in the Occupancy Policy and Procedure manual).

Health Service Policy & Procedure Manual 37
January 1, 2010 Prime Care, LLC.

All Rights Reserved

Updated 06/27/12/Medication Administration

Updated 08/31/13




ASSISTING WITH ROUTINE MEDICATIONS

POLICY:  Staff shall assist tenants with the administration of routine medications in a
manner according to established procedures.

PROCEDURES:

1. When assisting a tenant with a medication, a staff member should:

Read the information regarding the medication in the tenant’ medication record (i.c., the
medication name, dosage and time the medication is to be taken).

Read the medication label (i.e., the medication name, dosage and time the medication is
to be taken).

Read the information in the medication record — again — and on the label — again.

Ensure that the information on the medication record and the medication label maich
EXACTLY. If the information in the medication book does not match that on the
medication label EXACTLY, contact the RN before assisting the tenant with that
medication. -

2. If using a bubble-packed system the staff person should then:

Punch (i.e., “pour”) the medication(s) into the medication cup, from the bubble on the
card that corresponds to the current date (e.g., on the 20" of the month, the medication
should be punched from the bubble marked with a 20, on the 21% from the bubble marked
with a 21, etc.)

Health Service Policy & Procedure Manual 38
January 1, 2010 Prime Care, LLC. )

All Rights Reserved
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* Punch any additional medication(s) for that tenant for the appropriate assistance time into
the cup marked with the tenant’s initials and apartment number.

* Hand the medication cup to the tenant. Be sure to observe the tenant taking his/her
medication (i.e., do not leave the medication with the tenant for him/her to take at a later o
time).

= Initial on the tenant’s medication record in the square for the appropriate assistance time
for the medication, in the column for the current day.

3. If a multi-dose packaging system is used, the staff member should:
*  Follow the instruction in #1 above (i.e., comparing the information on the medication

book with that on the label).

* Have the tenant remove the medication from the container if he/she is able. If the tenant
1s not able to do this, assist the fenant as needed in removing the medication from the
container.

*  Observe the tenant taking the medication (do not leave the medication with the tenant).

= Initial in the appropriate square(s) on the tenant’s medication record in the column for the
current day, for the appropriate assistance time for each medication in the multi-dose
contaiher.
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4. If a tenant refuses a medication, offer it again, as indicated on the medication record (e.g.,
some medication must be taken before meals). There is usually a window of time (typically
one hour on either side of the assistance time noted on the medication record) during which it
is acceptable to give the medication. If the medication is not taken within this time frame,
follow the procedures in the “Refused Medications” section of this manual. If unsure of the
appropriate window of time in which a medication may be re-offered, call the RN.
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ASSISTING WITH PRN MEDICATIONS

POLICY: Staff shall assist tenants with PRN medications in accordance with State
regulations and established policy.

PROCEDURES:

1. Physicians’ orders for PRN medications should include the specific symptoms that indicate
the need for the medication, the exact dosage, the minimum number of hours between doses,
and the maximum number of doses to be given in a 24-hour period. This information should
also be on the medication label.

2. When a PRN medication is given, the staff member who has been designated and trained to
perform this task should:

= Read the information regarding the medication in the tenant’s medication record (i.e., the
medication name, dosage and time the medication is to be taken).

» Read the medication label (1.e., the medication name, dosage and time the medication is
to be taken).

* Read the information in the medijcation record — again — and on the labe] — again.

x  Ensure that the information on the medication record and the medication label match
EXACTLY. If the information in the medication book does not match that on the
medication label EXACTLY, contact the RN before assisting the tenant with that
medication.
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3. Ifusing a bubble-packed system the staff person should then:

* Punch the specified medication(s) into the medication cup (PRN medication does not
have to be punched from bubble-packed cards so as to correspond with the current date;
rather, the first dose used from a card should be punched from bubble #30, the second -
dose from bubble #29, etc.).

Example: -
LOGATICN HOJ NAME OF FACLIY ACMISSION ND, PATIENT NAME MEDICATION RECORD
ALF Sajkh, Anna N .. ANDPROFILE
TREATMERT Towt it ZTITATE (e [TV E] 8 [10l11y12} 131 3] 15118117 [ 18] 15} 20| 21| 22| 23] 24] 25] 28] 27| 28| Ze}=a] 31
STAFF TOASSST WITH MEDIGATIONS
ese o YR
TA595 ® [T Taf1s
TYLENCL D . R
2 TAB FOR HEADACHEPAIN{ FEVER W
NGTE #AY TAKE, 12 DOESESIN 24 HOLRS IF
NEFDSMOREOFTEN CONTACT R)
inifials S1alf Signatura tntials Staff Signaters inflials Staft Signahsra litials Shaff Signalure,
& | KB | Kathy Boker i 1 10 )
2| T8} Teresa Smith 5 1
3 5 3 128 Line Sith, RN
PRIMARY BHYSICIAN ALTERNATIVE BHYSICINR Algies
O¢. Eill Jones 555~0343 MD opt Calil AL
PATIENTS NAME Admission Date | Room | Bed | Age | Sex | Med Ret. No. { Pulse [Blood Pressure | Height [Weight Dale Page
 Ansra Saith 12-1-95 101 50 F 72 130/%1 5'2% |59 July 1, 2995 13
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On the back of the medication record, write the date, time, medication, strength, number
of tablets given, and the reason the PRN medication was given.

Example:
NURSE'S MEDICATION NOTE

BATE _ | HOUR | ntas MEDICATION “REASON, HOUR | indrais RESULT
7-8.85_ | Dam KB |Tvlerd# 3 teadace B0 K
7-85-85 9gn TS |Tylerd#3 Feadache Don | TS
7-20-85 l4pn TS5 |Tveemi# 3 Headache 5on |15

INSTRUCTIONS IWJECTION SHE CODE

1, INITIAL APPROPRIATE BOX ON FORNT WHEN MEDICATION GIVEN. 1. BUTTOCK (GLUTEUSILEFT 6. THISH QUADRICERS) RIGHT

2. CIRGLE INITIAL WHEN MEDICATION REFUSED OR HELD AND STATE REASCN. 2. BUTTOCK (GLUTEUS) RIGHT 7. RJAG CREST LEFT

3. STATE REASON AND RESULT FROM PRH MEDICATION, 2. ARM {DELTOID} LEFT 8. ILAC CREST RIGHT

4. INDICATE SITE OF INJECTION WITH APPROPRIATE CODE, 2. ARM (DELTQID) RIGHT - 9. OTHER (SPEGIFY

5, THIGH (OUADRICEPS) LEFT
PATIENTS _ MEDICAL RECGRD NE. JPRYSICIAN: |

Hand the medication cup to the tenant. Be sure to observe the tenant taking the
medication (i.e., do not leave the medication with him/her to take at a later time).

Initial on the tenant’s medication record in the square for the appropriate assistance time
for the medication, in the column for the current day.

4. If a multi-dose packaging system is used, the staff member should:

Follow the instructions in #2above (i.e., comparing the information in the medication
book with that on the label).

Initial on the tenant’s medication record in the square for the appropriate assistance time
for the medication in the column for the current day. :

On the back of the medication record, write the date, time, medication, strength, number
of tablets given, and the reason the PRN medication was given. Then initial in the
“Initials” column.

Have the tenant remove the medication from the container if he/she is able (PRN
medications are packaged in separate containers when using a multi-dose packaging
system).

If the tenant is not able to do this, assist the tenant as needed in retoving the medication
from the container.

Observe the tenant taking the medication (do not leave the medication with the tenant).
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5. If a tenant refuses a medication, offer it again later in the shift as appropriate. If the
medication is not taken within an appropriate time frame, follow the procedures in the
“Refused Medications” section of this manual. If unsure of the appropriate window of time
in which a medication may be re-offered, call the RN.

6. Omne to two hours after giving a PRN medication, write on the back of the medication record
the results of the medication (e.g., tenant sleeping, headache better, etc.).

Example:
NURSE'S MEDICATION NOTES

DATE | OUR | Indais WEDICATION AEASON ROUR [Tndias) RESULT
7-B85  |Tam [KB _ |Tyleml# 3 Headache - H30m KB _jHeadache gore
7-9-35 _I8pn |TS [Tylerdl# 3 Headache Dpm |18 rHeadache gore |
7-20-95 [dpn (TS |Tyleroid 3 Headache Spn 1S |teadsifiharts called rrse, Wil

ot oe wk i AM
NSTRUCTIONS INJECTHON SITE CORE

1. INITIAL APFROPRIATE BOX ON FORNT WHEN MEDICATION GIVEN. 1. BUTTOCK (GLUTEUSILEFT 6. THIGH QUADRICEPS) RIGHT -

2. CIRCLE INITIAL WHEN MEDICATION REFUSED OR HELD AND STATE REASON. 2. BUTTOCK (GLUTEUS) RIGHT 7. ILIAC CREST LEFT

3. STATE REASON AND RESULT FROM PRN MEDICATION. 3. ARM {DELTOJD) LEFT 8, ILIAC CREST RIGHT

4. INDICATE SITE ©F HUECTION WITH APPROPRIATE CORE. 14, AR {DELTOID} RIGHT 9. OTHER {SPECIFY

5. THIGH (QUADRICEPS} LEFT
PATIENTIL — JMEDIGAL REGORD NO. { T IPHYSICIAN: |

7. If additional action is needed based on the tenant’s condition, contact the RN,
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ASSISTING WITH CONTROLLED MEDICATIONS

POLICY: Follow established procedures for the storage of and assistance with controlled
medications.

PROCEDURES:

1.

Medication containers for all narcotic or controlled medications must be marked with a “C”
on the label to indicate that the medication is a “controlled substance.” These medications
are differentiated in this manner as special procedures must be fellowed for controlled
substances.

For every medication that is marked with a “C” on the label, a Narcotic Inventory (or Count)
Sheet should be maintained. These forms are located in the medication room in the filing
box. '

When a controlled medication is received from the pharmacy (or the tenant at the time of
move-in), the RN (or other designated staff person) should count the number of
tablets/capsules and enter this number on the Narcatic Inventory Sheet in the “Amount

Received” column. The date, time, and signature of the person should also be entered on this
form.

Example:

NARCOTIC INVENTORY SHEET

Tenant Name: SMITH, ANNA Medication Name:  TYLENOL #3

Date Received: 07-02-~95 Dosage: PRN EVERY 4 HRS. AS NEEDED

Physician's Name: DR. BILL JONES Rx Number: 07-02-82-480

DATE TIME AMOUNT | AMOUNT ;| AMOUNT AMOUNT STAFF
ONHAND | GIVEN | RECEIVED | REMAINING SIGNATURE

30 J. Smith, RN

Narcotic Inventory Sheel FM-PG201 )

4. Maintain Narcotic Inventory Sheets with the tenant’s current medication record.
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5. When assisting a tenant in taking a controlled medication, a staff member should:

» Turn to the Narcotic Inventory Sheet with identifying information that corresponds to the
label on the medication container. Write in the date, time and signature on the next blank .
line on the Narcotic Inventory Sheet (NEVER leave a blank line on the form).

» Count the number of tablets/capsules available (e.g., in a bubble-packed card) and enter
that number in the “Amount on Hand” column on the form.

»  Draw a line through the “Amount Received” column.

*  Write the number of tablets/capsules to be given at the designated fime in the “Amount
Given” column.

»  Subtract the number of tablets/capsules written in the “Amount Given” column from the
number in the “Amount on Hand” column. Write the resulting number in the “Amount
Remaining” column (this should be the number of tablets/capsules left after the current

dose is taken).
Example:
NARCOTIC INVENTORY SHEET
Tenant Name: SMITH, ANNA Medication Nama:  TYLENOL #3
Date Received: 07-02-85 Dosage: PR EVERY 4 HRS. AS NEEDED
Physician's Name:  DR. BILL JONES Rx Number: 07-02-92~480
DATE | TIME | AMOUNT | AMOUNT | AMOUNT | AMOUNT STAFF
OMHAND | GIVEN | RECEIVED | REMAINING SIGNATURE
30 J. Smith, RN
7-13-95 [11:30pm (30 1 29 Kathy Baker
7-19-95 [10:00pm |29 1 |8 Terry Smith
7-20-95 [5:00pm |28 1 27 Terry Smith
Narcotic iwentory Sheel FM-~
»
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= Follow all procedures in the sections on “Assisting with Routine Medications” or
“Assisting with PRN Medications” in this manual.

6. On aregularly scheduled basis, the number of each controlled medication on hand must be
counted by two staff members together, with this number compared to the last number in the
“Amount Remaining” column on the Narcotic Inventory Sheet.

7. Ifa discrepancy is discovered between the “Amount Remaining” number on a Narcotic
Inventory Sheet and the number of tablets/capsules actually on hand, staff should:

* Re-count the number of tablets/capsules actually on hand, and again compare this number
to the “Amount Remaining™ on the Narcotic Inventory Sheet.

* Determine from the appropriate medication record when the medication was last given
and if documentation was made on the Narcotic Inventory Sheet.

8. If these measures do not resolve the discrepancy, notify the RN or Administrator. Nejther
staff member involved in the count should leave the building until the reason for the
discrepancy has been identified or they have been granted permission to leave by the RN or

_ Administrator.

9. If the count is not resolved (i.e., the missing narcotic(s) have not been accounted for):

= The RN or Administrator should conduct another count of all controlled substances,
comparing this count with the “Amount Remaining” number on each Narcotic Tnventory
Sheet.

= If the repeat count verifies that the medications are missing, the police, pharmacy, and/or
State licensing agency may need to be called.

* Complete a Medication Error Incident Report form (see the section in this manual on
Medication Error Incident Reports).

= The RN and/or Administrator should conduct an investigation by interviewing all staff
who may have had access to the narcotics after the last correct count was taken. These

employees may either give a written or verbal statement re garding their knowledge of the
incident.

= The Administrator or RN should maintain a record of all steps taken to account for the
) missing narcotic. Keep this record, along with all verbal and written statements obtained,
i an investigation file that should be kept in a file cabinet in the Administrator’s office.
» If the reason for the missing narcotics is determined, take appropriate disciplinary action
(see the section in the Personnel Policy and Procedure manual on Disciplinary Action).
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10. If a tendant who has narcotic medications plans to be away from the building during a time
period(s) when he/she would be assisted with the medication, staff must follow special
procedures in releasing the medication to the tenant (see the section in this manual on “Out-
of-Building Medications™). In such a situation the tenant or the person who will be
responsible for the tenant’s medications while he/she is away from the building must sign for
release of the medications on the Narcotic Inventory Sheet for each medication.
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REFUSED MEDICATIONS

POLICY: When a tenant refuses a medication, document the refusal in the tenant’s
medication record with notification to all appropriate parties made.

PROCEDURES

1. When a tenant refuses medication or treatment, initial on the tenant’s medication record in
the corresponding square for that order on the appropriate date and circle your initials.

Example:
Eﬁn‘é‘u‘rﬁ‘ "~ ANE OF FACIIEY AN SSON WO " PATICNT NAME 1 MEDICANONTECORD
fpre e pom l AND PROFILE
TREATMENT. How | 1] 2] 3141 5161 7 [ 81 9110] 111 12] 158 14] 18] 161 17] 18] 19] 20] 23] 221 23] 241 25} 261 271 751 281 0] 371

STATF SHALL ASSIST WALTH MEDICA TION

o paryennnm

27411956 AAR KEKEIKE 7| .F| F| £]KBRE KA KE .F| F| F| F

OILANTIN 100 mg. | TAS BY MCLUTH 2X DAY

FOR SETZWRES

B8P MLUMUML 7S] T3] T2 TSHISMUMLIMUMLE TShTSL TS|

ujals St Sonature: tritidls St Sigharire - nitids Sl Signaturs nifials Stait Signohre

1] KB|Kathy BAtes < |TS { Theresa Sith 7 B

2{.F MieFad 5 8 1%

s{MLiMary Lyas 5 9 ={JS {Janis Srith RN

PRANARY PHVGICIAR ALTERNATIVE PIYGICIAN : eres
kinSrth
PATIENTS NAVE Fdmisscn e | Feem | Bed Se | W Hoc. Mo, | Puice | Siood Prescurs] Fiat [Wage] Tie [ Fap |
1 l i L1 L ! i
X ¥
I
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2. On the back of the medication record write the date, time, medication name and dose
(strength and quantity), and the reason the medication was not taken.

Example:
NURSE'S MEDICATION NOTES
DATE __| HOUR { Injtiais MEDICATION REASON HOUR | Iigials RESULT
5-10-85 [8am |JF {Dilantin 100 mg. Refused, RN/MD notified 3 am |JF (Observed during day-no result
5-16-95 [J8pmliS |[Dilantin 100 mg. Refused. Said makesill. RN/MD
notified . 8 pm [TS |[Dr. visit scheduled 5-17-95
. INSTRUCTIONS TMIECTEON SITE CODE
1. INTTEAL APPROPRIATE BOX ON FORNT WHEN MEDICAHON GIVEN, 1. BUTTOCK (GLUTELS) LEFT 6, THIGH QUADRICEPS) RIGHT
2, CIRCLE INFTTAL WHEN MEDICATION REFUSED OR HELD AND STATE REASON, 2. BUFTOCK (GLUTEUS) RIGHT 7. ILIAC CREST LEFT
3. STATE REASON AND RESULT FROM PRN MEDICATION. 3. ARM (DELTOID) LEFY £, ILIAC CREST RIGHT
4, INDICATE SITE OF INJECTION WITH APEROPRIATE CODE. 4. ARM {DELTOID) RIGHT 9. OTHER (SPECIFY
5. THIGH (QUADRICEPS) LEFT
PATIENT:} ]MEDICAL RECORD NO, JPHYSICIAN: T

- 3. Notify the RN the first time a tenant refuses a medication for appropriate instructions to staff
if any follow-up is needed. As appropriate, the RN may then include parameters with the
medication instructions on the medication record as to whom, if anyone, to notify upon future
refusals of the medication by the tenant and/or what actions the staff should take.

4. Dispose the refused medication according to those procedures outlined in thé section in this
manual on “Disposal of Medications.”

5. If a tenant refuses a medication on a consistent basis, the RN or Administrator should ask
him/her the reason for the refusals. The RN or Administrator should then try to address the
tenant’s concern. If appropriate, the RN should contact the tenant’s physician and/or
pharmacist to determine any viable alternatives to the current order that might be more
acceptable to the tenant.
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“QUT OF BUILDING” MEDICATIONS

POLICY: Staff shall release medications for tenant use according to established procedures .
to tenants and/or their responsible parties when tenants plan 1o be absent from the Community. 2

PROCEDUREKS:

1. If staff are providing a tenant with medication assistance, follow the procedures listed below
if the tenant plans to be out of the building when medication assistance would be provided:

When a Bubble-Packed System is Used:

2. Staff should prepare an out-of-building medication envelope for each medication dose the
tenant will miss (e.g., if he/she will miss his/her 8:00 am and 12:00 medications, two
envelopes should be prepared).

3. On each envelope, the staff member should write the time and date the medication is to be
taken, the tenant’s name, the physician’s name, and instructions for the medication (including
dose, strength, and how to take). Complete a separate envelope for each medication.

4. 1If a tenant who receives assistance with medications plans fo be away from the building for
an extended period of time, the tenant’s bubble-packed cards should be sent with the tenant
and/or the person who will be responsible for the tenant’s medications.
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5. IF THE TENANT HAS NARCOTIC MEDICATIONS, these cards should not leave the
building. Rather, follow these procedures:

= Tfthe tenant will be gone from the Community for less than three days, place the
appropriate medications in out-of-building envelope(s), as per the instructions outlined
above. In addition, however, the tenant or responsible party must sign the Narcotic
Inventory sheet for each narcotic taken from the building (see the procedures in this
manmual for Assistance with Controlled Medications).

«  [fthe tenant will be absent from the Community for a period longer than three days, the
RN or Administrator should consult with the pharmacist regarding possible alternatives
for supplying the tenant with his/her medications. Alternatives may include having the
medications repackaged so the tenant can take only the medications that will be needed
during his/her absence or obtaining a new medication order from the tenant’s physician
for this period of time.

If Using a Multi-Dose Packaging System:

6. If a multi-dose system is used, determine which labeled medication packages correspond to
the times and dates the tenant will be away from the building. Give these packages to the
tenant or the person who will be responsible for the tenant’s medications and explain what
medications should be taken when. Ask that any unused medications be returned to the
Community.

7. If the tenant has any narcotic medications, the tenant or person who will be responsible for
his/her medications must sign for the release of the medications on the Narcotic Inventory

Sheet corresponding to each medication.

For All Out-of-Building Medications:

8. When releasing a tenant’s medications to a tenant and/or responsible party, the RN,
Administrator, or other designated staff member should document the release on the back of
the tenant’s medication record: '

. = Note the date, time, medication (name, strength and quantity released) in the appropriate
spaces.

= Tnitial in the “Initials™ column

3
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= Inthe “Reason” column, state “Medications sent with tenant and/or family member.”

9. At each medication assistance time that the tenant is away from the building:

* Make a line with each day tenant is gone from facility then when tenant returns continue
initialing each medication as previously stated.

10. The refusal should then be recorded on the back of the medication sheet by noting the day,
time, “medication refused while tenant out of building”, and the reason for the refusal if
known.

11. Any refused medications returned to the building should be disposed of according to the
procedures in the section on “Disposal of Medications” in this manual.
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DISPOSAL OF MEDICATIONS

POLICY:  Medications shall be disposed of according to state and federal regulations and
established procedure, with appropriate documentation made.

PROCEDURES:

1. Medication must be disposed of when it is refused by a tenant, becomes outdated (i.e.,
expired), or is discontinued by the tenant’s physician. Depending upon the situation, destroy
the medication at the Community or refurn it to the pharmacy.

2. Check expiration dates for all medications (prescription and over-the-counter) on a regular
basis to ensure that all medications are current.

- 3. Dispose of a single dose of medication (e.g., a medication that was refused by a tenant) by
placing the medication in a medication disposal container {typically supplied by the company
supplying the Community's sharps containers).

4. If disposing larger quantities of medications (e.g., due to a change in order, discontinued
order, or the death of a tenant), the medications should be returned to the issuing pharmacy.
The House pharmacy may have a policy that any unused bubble-packed medications and
unopened tubes/bottles of medications supplied by the House pharmacy may be returned with
credit provided to the tenant.

5. Typically, controlled medications (i.e., those marked with a “C”) cannot be returned to the
pbarmacy. Thus, when these medications need to be destroyed, they must be placed.in a
medication disposal container, with those procedures outlined in #3 and above followed.

6. Document the dis;ﬁosal on a Narcotic Inventory Sheet, with the date, timne, amount and
method of disposal noted. Only licensed personnel staff are allowed to destroy any
conirolled medication.

7. Dispose of medications as soon as possible after the need for disposal has been determined
(e.g., the tenant refuses a medication, a medication has expired, an order has been
discontinued, etc.).
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MEDICATION ERRORS

POLICY:  Report any medication error to the RN (and other parties as appropnate) with
appropriate follow-up action taken and documentation made.

PROCEDURES:

1. A medication error may be defined as any one of the following:
* Wrong Dose — any medication given at a dose not ordered by the physician
* Missed Dose — Any dose of medication that is not administered

*  Extra Dose — Any dose of medication given in excess of the number of daily doses
ordered by the physician.

* Wrong Route —~ Any dose of medication administered by a different route than that
ordered by the physician.

* Wrong Tenant — Any dose of medication administered to the wrong tenant.

= Wrong Time — Any dose of medication administered more than one bour before or after
the designated time of administration as ordered by the physician (i.e., as written in the
medication book).

* Missing Medication -- Any medication that cannot be accounted for.

= Given after the “D/C” Date Any medication given after it has been discontinued by the
physician.

= Given with No Order — Any medication given without a physician’s order

2. When any of these errors occur, notify the RN immediately. Follow all instructions provided
by the RN.

3. The statf member involved in the medication error should complete a Medication Error
Incident Report.

)
* On aMedication Error Incident Report form, describe the incident, note all action taken,
and sign the form. Under the “Action Taken” part of the form, document all individuals
contacted regarding the incident (e.g., physician, family, licensing agency, etc.).
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» The RN and Administrator should note any additional action needed. Develop a plan to
prevent recurrence of the incident. Both the RN and Administrator should review and
sign the Medication Error Incident Report form.

4. Document the original incident and all follow-up action taken in the tenant’s Service Notes
{this can be a summary of the incident with a reference to the Medication Error Incident
Report). :

5. Provide appropriate follow-up and fraining to the staff person who made the medication error
(with disciplinary action taken if needed). Document all action taken in the employee’s
Personnel Notes.
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P.008/016
6171562015 1455 PRIME LIVING APT (FAX)7122266362

Prime Living Dietary Information

Regular Diets: General Diet with no restrictions.
Meet nutritional needs based on Dietary Reference
intakes (DRI),
Calories: 1808-2300 per day

Total Fat < 35% daily calories
Sodiam: < 3000mg

Protein: 80-120 g

Purpose: Regular diet is designed to meet the muritional needs of
individuals who are not acutely ill and do not require mechanical
modifications or dietary restrictions. This diet is based on the DRI, 2010
Dietary Guidelines for Americans and Choose My Plate provides a variety
of foods and the appropriate number of servings of the food groups on a

daily basis., This diet also incorporates the basic principles of mitrition and
healthy eating,

nick-Reference to Choose My Plate (Based on a 2000 Calorie Diet):

Breads: 6 ovnces total daily

1 ounces = 1 slice of bread, 1 oz dry ceresl, % cup
cooked cereal, Y2 cup cooked rice/pasta. This includes
muffins, sweet breads, and potatoes (white or sweet)
Fruits: 2 cups
¥ cup = 1 medium piece of fresh fruit, ¥ cup chopped,
cooked or canned fruit, 2 cup 100% fruit juice.
Dairy: 3 cups
1 cup =1 cup milk or yogurt, 1-2 ounces cheese
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P.010/016
017152015  14:55 PRIME LIVING APT (FAN7122266362

Prime Living Dietary Information

Regular Diets; General Diet with no restrictions.

Meet nntritional needs based on Dictary Reference
intakes (DRI). |
Calories: 1800-2300 per day

Total Fat < 35% daily calories

Sodium: < 3600mg

Protein: 80-120 g

Purpose: Regular diet is designed to meet the mutritional needs of
individuals who are not acutely il and do not require mechanical
modifications or dietary restrictions. This diet is based on the DRI, 2010
Dietary Guidelines for Americans and Choose My Plate provides a varigty
of foods and the appropriate number of servings of the food groups on 4
dajly basis. This diet alao incorporates the basic principles of nutrition and
healthy eating.

Quick-Reference to Choose My Plate (Based on a 2000 Calorie Diet); °

Breads: 6 ounces fotal daily :
1 ounces =1 slice of bread, 1 oz dry cereal, % cup
cooked cereal, % cup cooked tice/pasta. This inchudes
muffins, sweet breads, and potatoes (white or sweet)

Fruits: 2 cups '

1% cup = 1 medivm piece of fresh fruit, % cup chopped,

cooked or canned fruit, ¥ cup 100% fiuit juice.

Daijry: 3 cups
1 cup =1 cup milk or yoguxt, 1-2 cumees cheese
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Protein: 5 ¥ ounces
1 ounce = 1 ounce cooked lean meat, poultry, or figh; 14
cup cooked beans; 1 egg; 1Tablespoon Peanut Butter,
Vegetebles: 2 ¥ cups :
1 serving = 1 cup raw leafy greens, % cup raw or cooked
vegetables, ¥ cup vegetable juice.

Discretionary Calories such as fats and sweets, use sparingly

R




L
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6 ounces of bread daily 4 ounces of bread
2 ounces each meal

2 cups of fruit 1 1/3 cup of fruit

% cup each meal

3 cups of dairy 2 cups of dairy

1 cup dairy each meal

5 % ounces of protein 4 ounces of protein
2 ounces protein each meal

2 % cups vegetables 1 2/3 cups vegetable
% cup each meal

Prime offers 2/3 of the above Monday —
Friday & 1/3 on Saturday and
Sunday....numbers in red identify amounts
necessary to serve per meal




What’s

on your plate?

Protein

Make half your
plate frults and
vegetahles,

Switch to skim
er 1% milk.

Make at lsast
half your grains
whole,

Vapry your protein
food choices,
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Eak rnore red, crande,
and dark-green veq-
gies like romatoes,
sweat potatoes,

and broccall m main
dishas.

Add beans or peas

to salads {kidney or
chickpeas), scups
{split peas or kentils),
and side dishes {pinto
ar baked beans}, or
serye 55 a man dish.

Fresh, frozen, and
canned veoetables
all count, Choase
“redyced sodium"
or "no-salt-added"
canned veggies.

]

* pancakes,

Use fruits as snacks,
salads, and desserts.
Ak preakfast, top your
cereal with bananas
ar straw berries;

add blueberries to

Bury fruits that are
dried, frozen, and
canned {in water or
100% juicel, as well as
fresh fruits.

Select 100% fruit uice
when choosing juices.

rice, and pasta.

t Check the ingredientg,

Supstitute wiole- ]
arain choices for
refined~grain breads,
bagels, rolls, break-
fast cereals, crackers,

list pn product labels
for the words "whole”
or “whole grain®
befare the grain
ingrediant nagne.

Choosg products that
nama a whole grain
first on the ingredi-
ents list.

el

Choose skim (at-
free) of 1% (low-fat)

" milk. They have the

same amount of
caleium and other
essantial nutrients as
whole rmillk, but less
fak and calories,

Top fruit salads and
baked potatoes with
|owr-fat yogurt,

If you are lactose
intalerank, try
lactose-free milk ar
fortified soymilk {soy
beverage),

Ear avarkety of fopds

group each week,
such as seafoed,
beans and peas, and
nuts as well as tean
meats, poultry, and
BOIQS.

Twice a week, make
sgafpod the pratein
on your plate.

Choose lean meats
and ground beef that
T are st least 20% lean,

Trirn or drain fat fraom

fram poultry to cut
fat and caleries.

ot

For a 2,00G-calorie dailly lood plan, you nxed the amounts below from ach

T §has Areents persmtalres Tt rar pia, g Lo ChoasaMyPlate aov

food growp.

Eat 2% cups
every day

What counts as & cup?
1 cup cf raw ar
cookad vegetables

or vegetable juice;

2 cups of leafy

salad greens

Lo JA‘l " .
ity e — ’
T e

£€at 2 cups
argry day

What counts as a cup?
1 cup of raw or
cooked fruit or

100% fruit juice;

% cup dried fruit

Eaf & ounces
avery day

What counts as

an ouhce?

1slice of hread;

% cup of cooked rfca,
cerzal, or pasta;

1 aunce of ready-to~
eat careal

Get T cups
avary day

What counts as a cup?
1 cup of milk, yogurt,
ar fortified sovmllk
1% aunces natural or
2 ounces processed
cheese

£at 5% pupcas
gvary day

What counts as

an olnce?

1 cunce of learn meat,
poultry, or fish; 1 egg;
1 Thsp peanut Bbutter;
% punca nuts of
seeds; W cup beans
ar pEas

from the protein food j

meat and remove skin &

Vol i
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2o me Shual

Maika Ja0dy thal are high In solid
fatz—puch s cakes. cookles, lcw

avery day logds,

Limik amgty calories to less than
200 per ey, based on & 2,000
calorie Siet,

Pick activities you ke snd do
abch lor at jeast K minutes ot »
tirne. Every bit adds vp, snd beaith
benafits iIncreass M8 you! spend more
e batng active.

Childiean and sdelesconts: gt
50 mirestes Or mOrE & iy

Adults: Dot 2 hours and 30 minutes
OF miors 3 wask of activity that
Tacuives moderate sffort, such as
brisk walking.
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Prime will offer Egg Bake Tuna Casserole | Tavern
B ounce serving Cassercle Peas Pickle
of il"ce and milk Bacon Dinner roll Chips
with each meal Muffin Cookies Fruit
4 5 6 7 8 9 10
BBQ Chicken Pork Casseroie Roast Beef Ham & Baked Chef Salad Pork Cutlets Goulash
Boiled Potatoes | Carrols Mashed Squash Bread Sticks Potafoes Salad
Veggies Dessart Bar Potatoes/Gravy | Veggies Cookies Veggies Dinner Roil
Cake Veggies Frusit Dessert lce Cream
Jello
11 12 13 14 15 16 17
Hamburger Steak | Philly sandwiches | Meatioaf Chicken Strips Tater Tot iLasagna Scalloped
wl/Onion & Pickle Mashed French Fries Cassercle Salad Potatoes & Ham
Mushrooins “Coleslaw Potatoes/Gravy Comn Salad Garlic Braad Veggies
Baked Potato cockie Veggies Pie Desert Bar Fruit Fruit
Fruit Fruit
18 19| - 20 21 22 23 24
Pork roast Figh on a Bun Meatballs Enchilada Chicken Noodle | Pancakes Pizzz Bake
Baked potato Tater Tots Parsley Potatoes | Casserole Casserole Sausage Salad
Veggies Veggies Salad Salad Dessert Bar Fruit Fruit
Lemon bars Cookies Pudding Jello
25 26 27 28 . 2930 31
Baked Chicken Hot Turkey Chef Salad Hot Dogs Soft Shell Taco Beef Siroganoff Spaghett: & Meat
Potatoes Sandwich Bread Sticks Potato Salad Chips & Saisa Vegetable Sauce
Vaggies Green beans Dessert Bar Cake Ice Cream Cake Salad
Pie Peach crisp Pudding
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January Supper Menu
Suif ] 16 Wigd::: i “Bat -
9 3
Prime will offer & Sub Sandwich Reast Best
ounces of mik Chips Sandwich
and juice with Dasgert Bar Cole Slaw
evary meal Cookies
4 5 8 ¥ 8 o 10
Grilled Cheese Egg Salad Ham & Swiss Tuna Salad Pulled Pork
Tomato Soup Sandwich Cheese Sandwich Sandwich
Fruit Cucumbers & Sandwich Chips Baked Beans
Cnions Vegetable Salad | Fresh Fruit lee Cream
Dessert Bar Brownia
11 12 13 14 15 16 17
Lasagna Soup Turkey Sardwich | Pizza Burgers Cream Chipped | Grllled Ham &
Bread sfick Pea Salad Satad Beef on Toast Cheose
Chocolate Fruited Jefllo Blushing Pears Peas French: Fries
Pudding Surptise Fruit Dessert Bar
18 19 20 21 22 23 z24
Chicken Nugaets | Gheese Burgers | Ham Salad Chiii Brats an & Bun
Mashed Lettucefomato Sandwich Cheese & Baked Beans
PolatoesiCravy | Fries Tomato Slices Crackers Chips
Green Beans ice Cream Cupcales Cinnamon Roll Peachss
Jello Cake
25 26 27 28 29 30 31
Rusben’s Sloppy Joe's Bacon{ Chicken Salad BLT Sandwich
French Fries Chips Cheeseburger Sandwich Macaroni Salad
fce Cream Watermelon Casserole Fruit Salad Fruit
Jello Cake Pugdding
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