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Assisied living Programs are defined by the type
of population served. The census numbers were
provided by the Program at the time of the
on-its. ”
Number of tsnants without cognitive disorder: 14 Preparation and/or execution of
Number of tenants with cognitive disorder: 1 this plan of correction does not
TOTAL census of Assistad Living Program: 15 constitute admission of agreement
The . ] e by this pravider of the truth of the
m""m“ '"mm"“ rogulator 'm'-"- "'m,,":“du' “Mw':‘, facts alleged or the conclusions set
deh_rmm_u_;mpﬁatmwimm:mform for the in the statement of
Assisted Living Program: deficiencies. The plan of correction
A1 431.67.5(4)d Staffing A0S is prepared and/or executed solely
because it is required by the
481-87.9(231B,231C,231D) Staffing. i .
67.904) | iocal res. The provision of federal and or state
program's regisiered nurse shall ensurs certified law.
and noncertified staff are competent to meet the
individual neede of tenants. Nurse delegation Please accept this as the facility’s |
shall, at a minkmum, inciude the following:
4 fiod anc ifod sialf m credible allegation of compliance.
mwmm Regarding Tag A061, (specifically
rehebilitation needs and hospice care) in documented training regarding the
accordance with medical or nursing directives . -
and the A he ' healt e OF administration of Nasal
functional status. Medications.
¢ The facility’s delegating nurse will
This REQUIREMENT s not mt es evidenced assure that all certified and non-
by: certified staff are properly trained
Mmmmdmmﬁ”";ﬁ in all areas of Medication
treining regarding the administretion of nasal Administration.
medications. This pertained to 4 of 4 staft
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reviewed (StaffA, B, C and D). Findings follow:
On 8/20/19, staff C & D were
Record review on 8-20-19 of Staff A's training
by a hire dats of 3.15.16. delegated by the delegating nurse ]
Training on the administration of nassl on the proper procedures for
medications was not documented in the nurse administering nasal medications.
delegation documents provided.

Record review on 8-20-19 of Staff B's training
documents revealed a hire dste of 11-1-17 and
an assisted living (AL) start date of 11-11-18.
Training on the administration of nasal
medications was not documented in the nurse
delegation documents provided,

Record review on 8-20-19 of Staff C's training
documents revealed a hire date of 1-23-17 and
an AL start date of 2-8-17, Training on the
administration of nasal medications was not
msdlnhmmmdm

Record review on 8-20-18 of Staff D's training
documents revesled a hire date of 4-27-17.
Training on the adminietration of nasal
medications was not documentad in the nurse
delsgation documents provided.

The Staffing and Hire date list provided by the
Program indicated the Delegating Nurse's hire
date was 5-5-18; however, she did not become
the delegaling nurss for the Program until
11-1-18.

Continued record review revealed a Quality
Assurance form dated 8-20-10 ldentifiad nasal
spray delegations as an area of concem. It would
ba comected by the addition of nasal apray
delegationa o sl staff administering medications

| orders or any changes to the

at the Program. The Delegating Nurse was

On 8/21/19, staff A & B were
delegated by the delegating nurse
on the proper procedures for
administering nasal medication.

The delegating nurse will review
and train the certified and non-
certifled staff upon admission of
any new tenants, on an as needed
basis for any new medication

medications as prescribed.
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responsible to ensure it was completed.

Further record review revesled Tenant #3's June,
July and August 2018 medication administration
records (MARs) Indicated an order for
Fluticasone spray 50 microgram, one spray in
each nostril daily at 7:00 p.m. It was documented
as administered by staffindluding: StaffA, C and
D.

Record review of Tenant #4's June 2019 MARs
indicated an order for Nasogel to both nostrils
twice per day for four weeks at 9:00 a.m. and
7:00 p.m. it was discontinued on 6-8-19. it was
documented as administered by staff including:
StaffA, B, C and D. June, July and August 2018
MARSs also indicated an order for Nasogel to both
nostrils $wee times per day as needed. It was
documented as administered by steff including:
StaffA, B, C and D.

rd

When interviewed on 8-20-19 at 3:08 p.m. the
Director revesaled iwo tenants were assisted with
nasal medications. All four staff reviewed had
assisted with nasal medications. There had been
no adverse outcome relatad to the administration
of the medications.

When interviewed on 8-20-19 at 3:15 p.m. the
Delegating Nuree revealad two tenants were
asslsted with nasal medications. There was no
adverse oytcome related to the administration of
the medications. Two staff (Staff C and D) were
delegated on 8-20-19. There were no other
nurse delegations completed by the Delegating
Nurse regarding the administration of nasal
medications.

A081

In addition, both the Program’s
Director and Delegating Nurse wilf
review the delegations on a
quarterly basis as part of the
tenant(s) Quarterly Assessment
process.

The Delegating Nurse also provides
annually a Delegation Review for
all certified and non-certified staff
to meet the individual needs of the
tenants.

This will provide us multiple
checks in order that the Program
stay in compliance with the proper
procedures for administration of
nasal medications along with all
other delegations required to
maintain compliance with State
Regulation 67.9 (4).
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