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W 000 INITIAL COMMENTS W 000

 A revisit was conducted on 10/25/19 for all 
previous deficiencies cited on 8/13/19. One of the 
deficiencies were recited and one new area of 
noncompliance was found. The facility remains 
out of compliance.

 

W 342 NURSING SERVICES
CFR(s): 483.460(c)(5)(iii)

Nursing services must include implementing with 
other members of the interdisciplinary team, 
appropriate protective and preventive health 
measures that include, but are not limited to 
training direct care staff in detecting signs and 
symptoms of illness or dysfunction, first aid for 
accidents or illness, and basic skills required to 
meet the health needs of the clients.

This STANDARD  is not met as evidenced by:

W 342

 Based on observations, record review and 
interviews. the facility failed to ensure all staff 
were sufficiently trained to detect and report 
potential signs and symptoms of illness for 1 of 2 
audit clients (#2).

The medication technician (MT) was not 
adequately trained to report relevant signs and 
symptoms of illness as indicated.

During observations of medication administration 
in the home on 10/25/19 from 7:30am - 7:50am, 
client #2 ingested 15 different medications in pill 
form. In addition, Flonase nasal spray and 
Artificial Tears eye drops were also administered. 
At 7:48am, after all medications had been 
administered, the MT took client #2's blood 
pressure.  At that time, his blood pressure 
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W 342 Continued From page 1 W 342

reading was 182/107.  The MT took the client's 
blood pressure a second time at 7:50am.  His 
blood pressure reading was 183/113 at this time.  
The MT was not observed to call the facility nurse 
or indicate that the nurse needed to be called.

Immediate interview with the MT revealed she 
had taken client #2's blood pressure a second 
time because it was a high reading.  The MT also 
indicated the client's blood pressure is high at 
times.

Review on 10/25/19 of client #2's physician's 
orders dated 8/1/19 - 7/31/20 revealed, "Check 
BP once daily, call nurse if BP is (greater than) 
150/100, if bottom # is (greater than or equal to) 
120 may be sent to hospital. Record pulse before 
giving meds, call if (greater than) 100...7am"

Interview on 10/25/19 with the facility's nurse 
indicated she had not been called regarding client 
#2's blood pressure readings from the 10/25/19 
med pass or any previous high blood pressure 
readings. The nurse confirmed the MT should 
have called her about the client's blood pressure 
reading and obtained further instructions. 
Additional interview also confirmed client #2's 
blood pressure/pulse should have been taken 
before he ingested his medications as indicated 
on his current physician's orders.

{W 369} DRUG ADMINISTRATION
CFR(s): 483.460(k)(2)

The system for drug administration must assure 
that all drugs, including those that are 
self-administered, are administered without error.

{W 369}
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{W 369} Continued From page 2 {W 369}

This STANDARD  is not met as evidenced by:
 Based on observations, record review and 
interview, the facility failed to ensure all 
medications were administered without error.  
This affected 1 of 1 clients (#2) observed 
receiving medications.  The finding is:

Client #2 did not receive his Azelastine as 
indicated.

During observations of medication administration 
in the home on 10/25/19 at 7:30am, client #2 
ingested 15 different medications in pill form. In 
addition, Flonase nasal spray and Artificial Tears 
eye drops were also administered. The client did 
not receive any other medications at this time.

Review on 10/25/19 of client #2's physician's 
orders dated 8/1/19 - 7/31/20 revealed an order 
for Azelastine .15% nasal spray, inhale 2 sprays 
in both nostrils twice daily at 8:00am and 8:00pm.

Interview on 10/25/19 with the facility's nurse 
confirmed client #2 should have received 
Azelastine nasal spray at the 8:00am med pass in 
accordance with his current physician's orders.
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