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1 Are-licensing survey was conducted by the State 11-99-20 (¢)(5) NURSING SERVICES
: Agency on 12/9/15 thru 12/11/15. The census [
upon entrance included 4 clients. ' The facility failed to follow up on the
needs of 1 resident. //5//&’
9179 11-99-20(c)(5) NURSING SERVICES 9179
_— . . - To correct this issue, the following
In facilities with residents requiring . ] ) . =
nursing services, the following actions were taken:
additional care shall be provided: ‘ . |
; ‘ 1) The resident was brought to Maui
Regular documentation in the resident ical G
record of all services rendered.
| This Statute is not met as evidenced by:
: Based on observation, interview and record
review the facility failed to follow up on the needs
for 1 of 4 residents.
i
' Findings include: :
~ 2) The agency RN gave ¢
; for a one-time dose of]
The agency
RN was retrained to requesta |
physician’s authorization for any|
desired changes to a physician’s |
PRN order.

3) Staff was retrained to follow RN |
instructions and notify the RN
whenever a PRN medication is |
ineffective in accordance with |
agency policy. The RN will ensure
written instructions are available|for
staff or ensure verbal mslrucllons
are transcribed onto the
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Medication/Medical Change Sheet

and then repeated back to preventf

potential errors. |
To ensure no other residents were |
affected by this issue, PRN medicatioxil
documentation for the past quarter was
reviewed for all residents in the homeito
determine if the RN had been notified!
for any ineffective PRN administration.
No other issues were identified. All st%aﬂ‘
in the Day Program and Residence was
retrained. :‘

A systematic change to prevent ‘
recurrence is the requirement of the RN
to request a physician’s authorization ;for
any desired changes to a physician’s |
PRN medication order and the retraining
of all staff on the need to follow the |
RN’s instructions and notify the RN
whenever a PRN medication is
ineffective.

To monitor this corrective action, the
Resident Manager will observe and
document on a monthly monitoring form
three (3) times weekly for a period of
two (2) months, the correct
implementation of PRN documentation
and following RN instructions.
Monitoring documentation will be
reviewed monthly by the Program
Supervisor and located in the QA
binder.
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