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j DISCLAIMER
F 000 | INITIAL COMMENTS ' F000| Century Care of Laurinburg acknowledges

receipt of the Statement of Deficiency and
proposes the plan of correction to the extent

F 281 | 483.20(k}(3)(1) SERVICES PROVIDED MEET | F 2g¢]| that the summary of findings is factually

ss=E | PROFESSIONAL STANDARDS 1 correct and in order to maintain compliance
[ with applicable rules and the provision of

quality care to residents.

The services provided or arranged by the facility
must meet professional standards of quality. ; The below response to the Statement of

; Deficiency and plan of correction does not
denote agreement with the citation by (facility

This REQUIREMENT is not met as evidenced ‘ name). The faciity reserves the right to

by: ; submit documentation to refute the stated

Century Care at Laurinburg 3/27/12 F 281 E ! deficiency through informal appeals procedures
‘ andfor other administrative or legal

Based on staff interviews as well as a review of ‘ proceadings.

medical records and facility policies the facility

failed to clarify or transcribe physician orders to : ALLEGATION OF COMPLIANCE

The plan of correction is submitted as written
allegation of compliance.

change andfor provide nutritional supplements for
3 of 4 sampled residents (Resident #1, #2, and
#3). In addition the facility faited to assure that a
consultation was reviewed by the physician in a

The below plan of correction pertains to

timely manner to allow for a change in i Resident #1.
anti-depressant therapy for 1 of 4 residents
sampled for weight loss, {(Resident #3). : i, a) On 3/27/12 DON consulted MD

regarding resident #1 tube feedings

Findings: being held and order for additional
o nutrition was added to enteral feeding

1. Resident #1 was admitted to the facility on ; regimen at that time.

212112 with cumulative diagnoses including End ;

Stage Renal Disease, Dementla, and Diabetes. b) Registered Dietitian (RD) visited

The Minimum Data Set (MDS) assessment dated | on 3/28/12 and reviewed enteral

3/3/12 indicated that Resident #1 had severe

_ ! ) feeding regimen (see atiachment ¢),
cognitive deficits. He required extensive to total

Resident was re-visited by Registered

assistance with alt activities of daily living and ; Dietitian (RD) on 4/3/12 (see
nutrition was provided via a Percutaneous ; ttach
Endoscopic Gastrostomy tube (PEG}). : attachment ) on oy
: T . & etove
; ¢} Appropriate disciplinary action |\
Care Plans dated 2/20/12 and updated 3/5/12 i was taken with nurse (LPN #1) A?V‘
included Interventions to address this resident's 1 ‘ ) 24,26\
: ! 1
LABQRATORY DIRECTOR'S OR PROVIDER/SUPRLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
N ~ .
Wit € Ao, NiA Adivistiodor wlalho
T 7 ‘ 1

Any deﬁciskcy stafément ending with an as{eﬁ‘g}( {*) denotes a deficiency which the instifution may be excused from correcting providing itis determined that
other safeguards provide sufficlent protection to the patients. (See instrustions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaitable 1o the facllity. If deficiencles are clled, an approved plan of cofrection is requisite to continued
program participation.
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to ensure that Resident #1 received all bolus
feedings as ordered. :

On interview on 3/27/12 at 8:25am a nurse

i

loss or has enteral feedings ordered
will have their MAR brought to the
weekly weight meeting for review of
accuracy of dietary order and for

L) SUMMARY STATEMENT OF DEFICIENCIES ; [} PROVIDER'S PLAN OF CORRECTION o8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) f TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
5 DEFICIENCY)
: , d) On 3/28/12, Administrator called
F 281! Continued From page 1 F 281! resident #1 responsible party and
need for enteral feedings, history of weight loss } ' made aware of RD visit and MD
and risk for skin impairment. These care plans ; notification.
included but were not limited to provision of !
nutritional supptements based on evaluations of : ¢) Resident #1 was re-weighed on
the Registered Dietitian (RD} and physician i 3/29/12 and weight showed an
orders and the administration of tube feedings " : increase in 6 lbs. Resident to remain
as ordered. ” \ on weekly weights and to continue to
N & be discussed during weekly weight
3 sominsous oneral foadings wae mecting unti weight sabl. See
n S W 6« H : »
changed to Bolus feedings 4 times per day. The ; l(lft(ti;;leﬁle\]:;egl;tnrélzc;tg;%e%rg:‘?:ic)glht b oV
bolus feedings were scheduled as 2 cans of foss/eain tracking and meetin perrt
Nepro 2 times per day 6am and 6pm and 1 can of | S5/8 " g & ﬁp\?\\ 4
Nepro 2 times a day at 12am and 12pm. } minutes” (attachment b). 7. OV~
A "Weights " progress note dated 3/7/12 2. a)On3/27/12, AUl “R” recelving
indicated that this resident had a 13.9 pound . enteral feedings MARSs were
weight loss in one week. The 12pm bolus i reviewed for accuracy of order and
feeding, not administered because the resident ' accuracy of defivery. No errors were
was at dialysis 3 days a week; was changed to ! identified during this review.
9am. This was done to ensure that the resident 1 :
received the 1 can of Nepro originally scheduled ? b) Revised weekly “weight loss/gain
for 12pm everyday including dialysis days. L tracking and meeting minute” form.
| See attachment b with highlighted
The MAR for the month of March 2012 was found | changes. Revised form was
to have the 12pm administration time for the i implemented on 4/5/12 during the
bolus feading lined through and 9A written in. ; weekly weight team meeting.
There was no date that indicated when this i
change was made. There continued to be X' s at ; ¢) Re-inservice completed on or
this administration time on this resident * s dialysis | before March 30, 2012 by Staff
days despite the change in administration times. | Devel opfr'l ent C o’ ordinator. See O oV
A distary note dated 3/8/12 written by the 5 attachment C1 and attachment C2 & efove
Rc.eg.istered Dietitian {(RD} included that the ‘ ) ; w
original 12pm bolus feeding was changed to Sam ! 3. a) Any resident expericncing weight | 79\, 2o\

i
1

FORM CMS-2567{02-69) Previous Versions Obsolste

Event ID:LR1811

Fatitty 1D: $53087

If continuation sheet Page 20of ¢



PRINTED: 04/02/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

=TT Ay
CTORNAPRROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION \DENTIFICATION NUMBER: COMPLETED
A. BUILDING
8. WING C
. [
345383 03/27/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
£900 HASTY ROAD
CENTURY CARE OF LAURINBURG
L AURINBURG, NG 28352
4D SUMMARY STATEMENT OF DEFICIENCIES 5] : PROVIDER'S PLAN DF CORRECTION ‘ (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX : (EACH CORRECTWE ACTION SHOULD BE I COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION} i TAG ! CROSS-REFERENGED TO THE APPROPRIATE } DATE
|

I DEFICIENCY}

F 281 | Continued From page 2

(LPNi#) stated that the X ' s indicated ihat the
resident didn ' t get the feeding because he teft
for dialysis between 10 & 10:30am. When asked
about the administration time change to 9am she
stated that the dialysis center had called and
reported that the resident had vomited and could
not tolerate the 9am feeding. She stated that she
had documented this but was unable to locate
this documentation. She stated she notified her
Unit Manager but had not notified the physician.
She also reviewed 24 Hour Report sheets for the
month of March but was unable to locate any
documentation of this report from the dialysis
center.

On interview on 3/27/12 at 8:40am the Unit
Manager (LPN #2) recalled that she had been
told of the dialysis center* s concerm in regard to
the 9am feeding. She believed that LPN#1 had
changed the time to 8am. She also stated that
she thought that LPN #1 would have called the
physician to determine if this scheduted feeding
should be withheld or rescheduled. When asked
if she had followed up on this issue she indicated
she had not.

The Director of Nursing (DON) during this same
interview stated that this was the first she knew of
this matter and that the LPN would have had to

accuracy of delivery if enteral
F 281 feedings have been ordered.

b) Any discrepancies will be
addressed in the weight meeting with
physician clarification orders

obtained as needed .
O OF

i

\ ¢) Any re-inservicing of staff will be - "55{?{&

i : v

| done as appropriate. ’:&1”’0\7’
P4, a) Results of plan and audits will be

discussed during morning
administrative meeting weekly X 4
weeks with adjustments to plan made
as needed, followed by: :

b) Results of audits and compliance
with plan will be discussed and
minutes recorded X 4 months during
the facility’s monthly QA meeting
with adjustments to plan made as

. needed, followed by:

¢) Results of audits and compliance

. with plan will be discussed and

| minutes recorded quarterly X 3

| quarters during the facility’s quarterly
QA committee meeting, with v
adjustments to plan made as needed, G“;%b L

get a physici_an:u 's qrde{ for a change in enteral 1 '; followed by: 0
feeding administration times. When asked the 5 i - MJ\\
DON stated that she expecied enteral feedings to 2 | d) Oneoi AN
be administered as ordered and as scheduled on 1 ) Ongoing as needed. A w

the resident ' s MAR. ‘ ' The below plan of correction pertains to

i .

On interview on 3/27/12 at 9am the RD stated . Resident f12.

that the Resident #1' s bolus feeding times were |

changed to make sure no feedings were missed L. ;) Og 3/ ?;é 12 3011 consulted_tlriDt?n

esident #2 and order was written 1or

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID:LR1811 Eacifity ID: 953087 If continuation sheet Page 3 of &
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5 cans of Nepro via bolus at 12am, Bam and
epm.

2 Resident # 2 was admitted to the facility on
10/24114 with cumulative diagnoses of End Stage
Renal Disease and Diabetes. The MDS dated

| 13112 indicated that the resident had severe

i cognitive deficits with both short and long term
memory impairments. She required extensive
assistance with most activities of daily tiving and
raquired limited assistance with eating.

A care plan dated 11/15/11 and updated 212012
included interventions to address weight foss.
These interventions included but were not limited
to " provide supplement as ordered. "

On 1117112 the Regiatered Digtitian {RD}
recommended a nutritional supplement (Med
Pass) 4 times a day gsecondary to an unplanned
weight loss, An DT {Interdisciplinary Team) note

1 daied 1/13/12 included that Resident #2

STATEMENT OF DEFICIENCIES [4.4)] PROWDER’SUPPL[ERICL!A X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION (DENTIEICATION NUMBER: COMPLETED
A. BUILDING
B.WING C
: I
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% l‘ DEFICIENCY) \
r ; I
. ‘ “med pass 120 cc qid” to promote
F 281 | Continued From page 3 | F 281 weight gain.
due to his baing out to dialysis 3 times a week. ; i
She stated that she had checked the MAR on ‘L ! b) Registered Dietitian (RD) visited
?»'8{’12 1o make sure the time was chapged. She lx 2 on 3/28/12 and reviewed utritional
indicated tha§ she next-assessed Resudant#j on i 'i supplement regimen (see attachment
3{3 eri2 db't“’t gld ngt r:ot:ce thati t)lze‘: go!us:t:eeh:gag 1 | ¢). Resident was re-visited by
changed to 9am dally was st onthe ' l Registered Dietitian (RD) on 4/3/12
| { )
A review of the facilily ' s Weekly Weight Meeting i 5 (see attachment )
procedure {undated) included that the current 1 ; . ;
MAR woulld be reviewed weekly to assure that it i " z)fz%glde?it #2 “]’fs ﬁe-weaghe(.i Onease
matched the current order(s). if the orders didn* ? ’ and weight ShoWee an nereast:
t match the MAR they would be dlarified " at that I of 1 Tb, Resident to rematn on
time. [ : weekly weights and to continue tobe
, % ' discussed during weekly weight
A physician ' s order was obtained on 3/27/12 and meeting unti! weight s}able. See i
it rescheduled the total of & cans of feeding to be ! updated “weight meeting protocol” g vat

(attachment a) and updated “weight \?75?“
loss/gain tracking and meeting ! N\;\\
Minutes” (attachment b). DA \Q/O\CL

2) On 3/27/12, All “R” receiving
supplemental feedings MARs werc
reviewed for accuracy of order and
accuracy of delivery. No errors were
identified during this review.

b) Revised weekly “weight lossigaini:
fracking and meeting minute” !
form. See attachment b with
highiighted changes. Revised form |
was implemented on 4/5/12 during °

the weckly weight team meeting.

1
I
¢) Re-inservice completed on or }
before March 30, 2012 by Staff LW oY
Development Coordinator. See . Gaf’w b‘

AN
attachment C1 and attachment C2. lm‘l/\}/‘{) o
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i | i
i i3. a) Any resident experiencin weight
. , Xp g
F 281 | Continued From page 4 | F 281 loss will have their MAR brought to

remained on this supplement 4 times a day. The
medical record contained no physician order for
this nutritional supplement and it was not on the
resident ' s MARS.

During an interview on 3/27/12 at 8:25am with the
Unit Manager (LPN #2) and the DON they both

l stated that they were unable to explain why the

t RDs recommendation was not foliowed and could

| not find physician orders for the recommended
supplement. The medical record indicated that

| the weekly weight meeting for review
% of accuracy of dietary order and for
accuracy of administration.

b) Any discrepancies will be |
i addressed in the weight meeting with
physician clarification orders
! obtained as needed o oV
| ' i
! ¢) Any re-inservicing of staff willbe A
' A \':i/
done as appropriate. 1%

L the resident was hospitalized on 1748112 and : P
! reaq:'patted on /24112 with no order for this 4 a) Results of plan and au dits will be
nutritional supplement obtained. j discussed duri .
i issed during mornin
On 3/28/12 at 11:40 am the RD who had | ? administrative meeting weekly X 4
evaluated Resident #2 and recommended the i weeks with adjustments to plan made
Med Pass supplement was interviewed. She '@ ‘ as needed, followed by:
stated that she was no jonger the facility ‘s RD | :
and that she had no recalt about any specific l | b) Results of audits and compliance
residents. When asked about how she had | | with plan will be discussed and
notified facility staff of any recommendations she ! Ik mjnutes recorded X 4 months during
indicated that she would write & Dietary Note but i i the facility’s monthly QA meeting,
would also provide a list of all her i { with adjustments to plan made as
! recommendations to the Administrator, DON and i l needed, followed by:
‘ Food Service Supervisor for follow-up. ,
| ' 1 ¢) Results of audits and compliance
il On‘mterview with the DON on 3/27/12 at {pm she : ; with plan will be discussed and
indugated that t'he resident’ s physician haq ! 1: minutes recorded quarterly X 3
routinely permll_tted her to write ofdere'z for dietary | ; quarters during the facility’s quarterly
recommendatl_ons bu_t that shv'a hadn ' t seen this | 1 QA corimittee meeting, with .
recorpm‘endatlon untit the resident was | : adjustments to plan made as needed, R
; hospitalized. When asked about recenciliation of ; ‘ followed by: SN %‘jq,
monthly orders and readmission orders she L ! ’ (bE ’19\‘
stated she did not have a written policy. She | I &) Ongo ded ?‘Q\A\
stated that it was her expectation that nurses ! l ) Ongoing as nee ea. .,VQ\V
would review the previous orders for the 1 month : ' \ .
prior to the monthly reconciliation of physician \ The below plan of correction pertains to
| | Resident #3.
FORM GMS-2567{02-89) Previous Versions Obsolete Event ID:LR1811 Facility 10: 853087 i continuation sheet Page 5of9
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A care ptan dated 1/20/12 and updated 2/3/12
indicated that the goal was for this resident to
consume 75-100% of meals daily and that the
diet was to be served in accordance with
physician orders. A care plan dated 1/20/12 and
updated 2/6/12 to promote healing of a surgical
incision and unstageable pressure ulcer ‘
(community acquired) included monitoring for

1 decreased oral intake andfor weight loss and to

assistance with most activities of daily living. i
t
i
\
1

implemented for psychiatric consult
recommendations.

"9, a)0n3R27/12, All “R” receiving
supplemental feedings MARSs were
reviewed for accuracy of order and
accuracy of delivery. No errors were
identified during this review.

b) Revised weekly “weight loss/gain
& tracking and meeting minute” form.

X4) 19 SUMMARY STATEMENT OF DEFICIENCIES ! 1D PROVIDER'S PLAN OF CORRECTION ] )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE AGTION SHOULD BE | COMPLETON
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) : TAG i CROSS-REFERENCED TO THE APPROPRIATE ' DATE
i ‘ DEFICIENCY) !
£ 281 | Continued From page 5 ; F 281 ' 1. a)On3/28/12, nurse cpnsulted MD
. . ! | and new order was written for
orders and fax the physictan a note with any ‘ i «Glucernia 1.5 1 can each meal if he
discrepancies. She also stated that residents | i —oter than 50%. Give ;
who were readmitied also required a review of 1 ‘. consumes preater .an o. BNV PR
prior physician orders and again the nutse would : f addltlolnalncan at 10:00 AM and 5:00°
fax the physician a list of any discrepancies. She ! PM daily. 1
stated that if the order had been written when the 1 ] oo . |
RD had made this recommendation it would have . b) Registered Dietitian (RD) visited |
been included in this resident ' s readmission L | on3/28/12andr eviewed nutritional :
orders on 1/24/12. | supplement regimen (see attachment :
3 ! ¢). Resident was re-visited by !
A review of the facility ' s Weekly Weight Meeting | . TRegistered Dietitian (RD) on 43112
procedure {undated) included that the current 1 (see attachment f). i
MAR wotld be reviewed weekly to assure that it ; i
matched the current order(s). If the orders did ! ¢) Resident #3 was re-weighed on ‘3
1 not match the MAR they would be clarified " at | 4/2/12 and weight showed a decrease
i that time. * 1 of 1 1b. Resident to remain on
l ) . - l weekly weights and to continue to be
| The DON cortacted Roster B omended | | disoussed during weckly Welgrh
i nutitional supptement was wiitten to address | ‘ meeting untl! weight S.t able. See
I weight foss and promote weight gain 5[ i updated “woight meeting protocol”
I ) ; (attachment a) and updated “weight !
& 1. Resident # 3 was admitted to the facility on | H lo§s/ga1:}’Uackmg and meeting !
| 1/20M2 with diagnosis including End Stage Renal ; i Minutes” (attachment b). S
Disease and Diabetes. The MDS assessment I | A AR
dated 1/27112 indicated that the resident had no i . d)On 3/27/12, nurse consulied MD ST
| cognitive or memory deficits and required limited ‘ new order was writien and i m\f‘ O

s

]
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{X4) 1D
TAG

SUMMARY STATEMENT OF DEFICIENCIES

PREFIX l {EACH DEFICIENGY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

D . PROVIDER'S PLAN OF CORRECTION ; e
PREFIX | {EACH CORRECTIVE ACTICN SHOULD BE | COMPLETION
™we | CROSS-REFERENCED TO THE APPROPRIATE AL
: DEFICIENCY) :

F 2814 | Continued From page 6

i

i provide the diet as ordered.

! Resident #3 ' s MAR included Glucernia 5 cans
daily beginning on 2/16/12 at 2:30pm. The MAR
revealed that the resident refused this
supplement daily at 6:30am but not at other
fimes. The last documented nufritional
supplement was on 22212 at 10:30am. The
madical record indicated that the resident was
hospitalized on 2/22/12 and returned on 2/23/12.

On 2128112 the physician ordered that the
Glucernia supplement be Testarted 5 times a day.
The MARs for February 2/22/12 through 2/28/12
and for the month of March 2012 did not Inciude
Glucernia.

A weight review documented 2723/12 at 11:21am
indicated that Resident #3 returned from the
hospital after a short stay, and continued to have
a poor appetite and continued to receive
nutritionat supplements, On 3/15/12 a weight
review was documented which indicated that the
resident ' s appetite had improved and that he
continued to receive Glucernia 5 times a day.

A review of the facllity * s Weekly Weight Meeting
procedure (undated) included that the current
MAR would be reviewed weekiy to assure that it
matched the current order(s). |fthe orders did
not match the MAR they would be clarified " at
that time. "

The Unit Manager during an interview on 32712
at 11:50am after reviewing Resident #3 's
medical record was unable to offer an explanation
as to why he had not received the nutritional
supplement (Glucernia) as ordered. She also

: See attachment b with highlighted

F 281l changes. Revised form was
. implemented on 4/5/12 during the
weekly weight team meeting. 'y

k before March 30, 2012 by Staff
i Development Coordinator. See
‘ attachment C1 and attachment C2.

1

i

.§

¢) Re-inservice completed on or |
1

d) “Psychiatric Consult Log” to be
completed monthly following
psychiatric visits to ensure orders are
written and transcribed to MAR
appropriately (see attachment d).
Facility social worker, or designee, to ! |
complete log monthly and keepin \

i psychiatric services notebook in
! social worker office.

¢) Meeting with attending physician

1 on or before April 23, 2012 to discuss ' |
pracess for return of time sensitive :
orders. Administrator/DON or |
designee will propose with attending |

i physician a set date to drop off time | W

sensitive orders and a set date to %
retrieve items. |

loss will have their MAR brought to
the weekly weight meeting for review
of accuracy of dictary order and for
accuracy of administration.

3. a) Any resident cxperiencing weight 1

b) Any discrepancies will be
addressed in the weight meeting with I
physician clarification orders 1
obtained as needed.

|
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F 281 ! Continued From page 7 F 281 o o 5
 could not explain wiy the documentation j ¢) Any re-inservicing of staff will be KoY X
regarding Resident #3 ' s weight reviews included ; done as appropriate. \;\\7’
that the resident was receiving Glucernia when ; ¥ 4;)\'1’
| there was no evidence of that afier 2/22/12. 1. 4. a) Results of plan and audits will be
| L 4 27H2 indi | i discussed during morhing i
; ﬁ\] Psycrgatréc Cor:tiit iEi.ate 2 mdm:ated that : ; administrative meeting weekly X 4
| the resident reports is problem was " my : ! weeks with adjustments to plan made ;
i eating. " The recommendations were to change [ j as necded, followed by:
or increase the dose of the resident ' s current : i ? th
anti-depressant. ! : . .
P ( ' b) Resuits of audits and compliance
A review of the resident * s physician orders for | ‘ with plan will be discussed and
February and March 2012 did not indicate that . ‘t miniies .rec,orded X 4 months during
there had been any change in the resident ' s : i the facility’s monthly QA meeting,
anti-depressant medication since his admission L i with adjustments to plan made as
on 1/20M12. ; j needed, followed by:
During an interview on 3/27/12 at 1pm the DON ‘ 1 ¢) Results of audits and compliance
stated that she could not find any response to the | 1 with plan will be discussed and
psychiatric consult done on 2/7/12. She stated ! | minutes recorded quarterly X 3
that there was no policy in regard to how g l quarters during the facility’s quarterly
Consultations were processed. She indicated i ! QA committee meeting, with
that consults are faxed to the primary physicians ‘. 1 adjustments to plan made as needed,
| for their review. The night nurses matched new | ! followed by: W 5y
' orders to the consults and would refax consults to : ' %){;‘i%‘ﬂ’
. physicians when there was no response. She | ‘ &) Ongoing as needed. N\
' stated that the staff would normally let her know E ‘t ) Ongoing M"k,yo\?’
| when a physician had not responded to I § | /I)M
. consultations or requests far new orders within ; [ l
12-3 days of the request/consult. She stated that i ‘ ‘
 she was unaware that this consuit for Resident #3 ; | |
| had not been addressed. | 5 ]
i i I !
On 312712 3t 2:10pm the DON stated that a staff | : 5
| member had taken the psychiatric consuit for ‘
. Resident #3 to the physician ' s office and was | g
' waiting for the physician ' s response. ! ]
‘ - % i
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F 281 | Continued From page

On 3/28/12 the facility
physician ' s order for

| dated 3/27/12 disconti

8

provided a copy of a
Resident #3 which

indicated that the resident ' s anti-depressant
| medication was changed. The physician ' s order

nued the current

f antidepressant and started Zoloft fitrating the
dose from 25mg to 100mg over a 14 day period.
This was the recommendation documented on
the Psychiatric consult dated 2/7/12.

F 281
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