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E 015 | Subsistence Needs for Staff and Patlents EOE

CFR(8): 483.475(b)(1)

[(b} Policies and procedures. [Faciities] must
develop and implement emergancy prapa ‘edness
policies and procedures, based on the emargeney
blan set forth in paragraph (a) of this section, risk
assessment at paragraph (8} 1) of this section,
and the sommunication plan at paragraph (c) of
this section. The pollcies and procedures must
be reviewed and updated every 2 years {annuglly
for LTC), Ata minimum, the policies and
procedures must address the following:

(1) The provision of subsisterce needs for staff
and patienis whether ihey avacuate or shelter in
place, include, but are not limited to the following:
() Food, water, medical and pharmaceutical
supplies
(i} Alternate sources of energy to mantain
the following:

(A) Temperatures to protect patient health
and safety and for the safe and =anitary storage
of provisions.

(B) Emergency lighting.

{C) Fire detection, extinguishing, and
alam systems.

(D} Sewage and waste disposal.

*IFor Inpatient Hospice at §418. 113(0)(6){ii)]
Policies and procedures. .
(8} The fallowing are additionz! requirements for
hospice-oparated inpatient care faciities cnly.
The polictes and procedures must address the
following:

(iii} The provision of subsistence needs for
hospice employees and patients, whether they
evacuate or shelter in place, include, but zre not
limited to the following:

(A) Food, water, medical, and 7 L( [\ W&iﬁﬁlf&lﬁ" ﬂfgﬂ
1 LTSI '

LABORATORY DIRECTOR'S OR PROVIDER/SUPRLIER REPRESENTATAE'S SIONATURE {8y DATE

Any deficlency staterment ending with an astersk (%) denotes & defickaney which the inatituion may be excused Thom sormecting praviding it is delermined that
nther safeguands provide sufficient protestion 1o the patients . (See instructions,) Except for nursing homes, the findinga slated above are digclosable 90 days
fullowing the dale of survey whethar ar ot & plan of esrssetion |s providad. For nursing homas, the abave findings and plang of comectlon are disclosable 14
days following the date these documanis ara made svailable i jhe Ragility, if deficiencies are tited, an approved plan of corection is requisite 1o cantinued
program pariicipation.
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pharmaceutical supplics, The QP will in-service Residential 412121
(B) Alternate sources of energy o Team Leader on the importance of
maintain the following: maintaining the food pantry including
(1) Temperatures to protect patient the Emergency FoodSupply bin are
health and safety and for the safe and sanitary full stock/equipped at all times.
storage of provisions. Monitoring the Emergency
{2) Emergency lighting. Preparedness Palices will ocour
(3) Fire detection, extinguishing, and through 2 Evironment Assessments
aiaim systerns. o per week for the next month by the
() Sowage and waste disposal. clinical staff and then on a routine
This STANDARD is not met as evidenced by: basis. In the future
beervation, record verification and P
[Based on observatian, the QP will assure the Emergency
interview, the facilily failed to assure the Plan is in implemented specific &
emergency plan (EP) was implementad specific an 1S in implem RECHIC 10 .
to the subsistence needs of the group home. The required emergency foad and supplies
finding is:
Observation on 2M121 at 5:20pm of the the
kitchen pantry of the group home revealed two
plastic storage bins tabeled "Emergency Faod
Supply” that ware empty. Additional abservation
of the kitchen pantry revealed 1 case of bottled
water on the foor in the pantry.
Review of the facility EP an 2/1/21 revealed there
was to be a supply of emergency food items
relative to the subsistence needs of the group
home,
Interview with staff & on 2/1/21 revealed an
emergency supply of food and water was kept in
the kitchen pantry of the faclity. Furiher interview
with staff A revesled the residence manager (RM)
rotates this food supply every & months. SaffA
stated this food supply has hesn empty since
January 2021. The rotation date on the
containers indicated the supply of emergency
food was to be rotated on 114/21.
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Interview on 2/2/21 with the RM confirmed the
emergency food supply had hot been replenished
since January 2021,
W126 | PROTECTION OF CLIENTS RIGHTS W28

CFR{s): 483.420(a)(4)

The facility must ensure the rights of all cliants,
Thaerefore, the faciilty must allow individus! dlients

to manage their financial affairs and teach them
1o do s0 o the extent of their capabilities.

This STANDARD is nat mat as evidenced by:

Based on record review and confirmed by
interviews with staf, the feam failed to implement
objective training to increase money management
skills for 1 of 3 sampled clients (#3). The finding
18

Review of client #3's individual program plan
(IFFY} dated 5/8/20 revealed she had 2 money
management chjective to identify a quarter with
85% accuracy for 2 consecutive review peiods.
Mo data coutd be located for this obiective in the
facility. Additional review of the IPP did not reveal
any additional training in the area of money
managsment or budgeting,

Interview with staff A on 2/1/21 this chjective for
client #3 is not being trained In the facility. Further
interview confiemed the clients have not been
attending their vocational sefting for over 41
months due fo the current COVIDW18 Pancemic.

Raview on 2/2/21 of her adaptive behavior
inventory (ABl) dated 4/2/20 revealed cliert #3
requires partial assistance in aff areas of money
managerent and budgeting,

A team meeting will be held to discuss 4/2/21
client #3 skills relevent to Money-
Management. The Habilitation
Specialigt will in-service staff on
results of team meeting. The
Qualified Professional will revise the
Person Centered Plan with results
of the team meeting. The Clinical
Team will monitor client #3 Money-
Management objective through
Interaction Assessments 2 times per
week for 1 moanth a2nd then on a
routine basis.in the future the
Qualified Professional will ensure
Person Centered Plans include
intervention fo address client needs.
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CFR(s): 483.420(a)(7)

The facility must ensure the rights of all ciiants,
Therefare, the facility must ensure privacy during
treatment and care of personal needs.

This STANDARD i not met a= evidenced by.
Based on observations, record reviews ard
irterviews, the facility falled to ensure privaicy for
2 of 3 sudit clients (#4 and #5). The finding is:

During observations in the facility on 201721 staff
C took client #4 to the bathroom at 5:35pr and
lesft him sitting on the {oilet with the door open,
Client #4 was naked from the waist down. Staff O
took client #5 to the bathroom af 5:40pm and left
him in the other bathroom teileting with the door
open, Both bathroom doors were apen. During

 this time, fermale client #3 walked down the

halkway to her bedroom i put away an itern and
she walkad back past the bathroom doars.

Review on 271/21 of client #5's individual program
plan (IPP) daied 3/4/20 revealed he has privacy
guidalines QSGH2 for staff to remind him & clnge
the bathroom door to safeguard his privacy during
toileting.

Review an 2/2/21 of cliert #5's adaptive be havior
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Intarview on 2/2/21 with the qualified intellactuat
dizabilities professional (QIDP) and the
habilitation specialist revealed the objectiva o
recognize a quarter was completed but that no
other money management training had bean
identified for cliant #3.
W30 [ PROTECTION OF CLIENTS RIGHTS W 130 4/2/21

A team meeting will be held to discusg
clients #4, #5 skills revelent to privacy
and toileting. The habilitation Specialist
will in-service staff on results of team
mesting. The Qualified Professional will
revise the Person Centered Plan with
result of team meeting. The Clinical
Team will monitor Client #4 #5 privacy
and {oileting objective Interactive
Assessments 2 fimes per week for 1
month and then on a routine basis. in
the future the Qualified Professional
will ensure Person Centered Plan include
rights for peopie supported and
ensuring privacy during treatment
and care of personal needs.
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inventory (ABD) dated 2/7/20 revealed he i3
independent in the area of closing the bathroom
door for privacy.
Review on 2/2/21 of client #4's ABI dated :/28/20
revealed he has partial independence in the area
of clasing the bathroom door for privacy.
Interview on 2/2/21 with the qualified intellectual
disabiliies professional (QIDF) revealad bath
clients #4 and #5 require assistance from staff to
ensure their privacy. Additional interview revealed
both staff C and staff D have baen trained on
assisting clients In protecting their privacy.
W 158 | QUDP W 158

CFR(=): 483.430(a)

Each client's active treatment program must be
integrated, coordinated and monitored by o
qualified intellectusal disability professional.
This STANDARD is not met as evidenced by
Basod on record reviews and interviews, the
qualified intellectual disabilities professiohal
(QIOF) failed fo ensure clients’ Individual program
plans (1PF's) were reviewed and revised as
necessary. This affected 3 of 4 audit cliens (@1,
#3 and #4 ), The findings are:

A. Review on 2/2/21 of ciant 1's Individuzl
program plan (PP} dated 10/6/20 revealeo
several traihlng objectives to display appropriate
behaviors, wipe his placesetting afier meals,
thoroughly brush his teeth and tolerate wearing 2
mask.

Review an 2/2/21 revealed these training
objsctives had not been reviewad to determine
whether client #1 was making progress sinze

ABC,

The Administrator will in-service the
Qualified Frofessional and Mabilitation
Specialist on reviewing and monitaring
clients Person Supported Plans on a
monthly basis and implementing revisions
as necessary. The Qualified Professiona!
and Habilitation Specialist will be require
to submit a scheduled to the Administrator
which will include assessments in the
home and monitoring program progress.
The Administrator will monitor on a
weekly basis {0 ensure scheduled
monitoring occurs far 60 days and then
on a routine basis. In the future the
Qualified Professional will ensure clients
Personal Centered Plans are reviewed

and revised as necessary.

412121

[~
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B. Review on 2/1/21 of client #3's 1PD dated
5/6/20 revealed she has current training
objectives to slow her rate of eating and tclerating
a mask.

Review on 22121 revealed these training
objsctives had not been reviewed to deterine
whether client #3 was making progress since
August 2020,

C. Review on 2/1/20 of client #4's IPP dated
3/24/20 reveated he has training objectives to
refrain from physical aggression, to fold chithing,
recognize printed menus and {olerate weaing a
mask.

Review an 2/2/21 revealed these training
obiectives had not been reviewed to determine
whether client #3 was making progress sirce
October 2020,

Interview an 2/2/21 with the qualified intellectual
disabifities professional (QIDP) and the
habilitation specialist revealed there were ng
recent prograss notes for these training programs
for dlients #1, #3 and #4, Additional interviews
confirmed the clients have not been cominy fo
the vocational center for over 10 menths bacause
of the COVID-19 pandemic and there are
restrictions on staff going between homes ‘a
pravent the spread of COVID-18,

W 227 | INDIVIDUAL PROGRAM PLAN W27
CER(s): 483.440{c)4)

The individual program plan states tha specific
objectives necessary to meet tha client's needs,
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as idertifigd by the eomprehensive assessment
roguired by paragraph (3(3) of this setion.

This STANDARD is not met as evidenced by;
Based on obsetvations, racord review and
interview, the facilily failed to ensure for 1 of 3
audit clients #5) individual program plan (iPP)
included specific ohiectives to address his
commurication needs identified in the
comprehensive functionst assessment. The
finding is:

Throughout abservations in the facility on 2/1/21
stalf used verbal cugs 1o communicate with client
#3 who is non-verbal. When it was time for
supper at 5:55pm, staff C and staff D verbaily
cued clienf #6 fo come to the table to supper.
Staif C pointed the table and client 5 came to the
dining roorm o eat.

Throughout observations on 2/2/21 the residencs
tranager (RM) and staft £ verbally cued client #5
t come 1o the table to eat breakfast and 0 go to
the medication room to get his medication.

Revigw on 2/1/21 of client #6's individual program
plan (IPP} dated 3/4/20 revealed client #5 has a
diagnosis of Autism and moderate intaillectual
disabitities. Further review of ts IPP revealed he
is non-verbal and is able to communicate with
pestures, facial exprassions.

Review on 2/2/21 of client #5's communication
evaluation detad 10/21/20 revesled client §5's
skills are not functional for his current living
anvironment and that he does not make
communication attempts. The recommendations

A team meeting will be held to discuss | 4/2/21
client #5 Communication Evaluation.
The HabilitationSpecialist will in-service
staff on results of team meeting. The
Qualified Professional will revise the
Person Centered Plan with resuits

of the team meeting. The Clinical

Team will monitor through

Interaction Assessments 2 times per
week for 1t month and thenon a

routine basis to ensure the objective for
client #5 are implementad as perscribed.
In the future the Qualified Professional

will ensure Person Centered Plans include
intervention/objectives to address client
heeds,
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fram this evaluation included: encouraging staffto
develop yes of no answers with olient #5 when
possible and use of a communication board to
label items in client #5's fving area as well az
using picture and symbol based communication
as much as possible.

Interview on 2/2/21 with the qualified intellsctuat
dizahilities professional (QIDP)} revealed despite
recommendations from the speech therap st o
develop trafining using picture communication for
client #5, this has not been implemented.

W 242 | INDIVIDUAL PROGRAM PLAN W 242
GFR(s): 4838.440(c){B) (D

The individual program plan must include, for
those dlients who fack them, training in personal
skills essentizl for privacy and independence
(including, but not imited to, toilet training,
persatial hygiens, dental hyglene, self-feeding,
bathing, dressing, grooming, and commurlcation
of basic needs), untll it has been demonstatad
that the client is developmentally incapable of
acquiring them,

This STANDARD is not met as evidenced by:

Based on observation, interview and recornd
review, the facility fsiled to ensure the individua
program plan (PP} Included objective training o
address bathing, dressing and medication
administration needs for 4 of 4 sampled cliznts
(81, #3, 94 and #5). The findings include;

A. Review on 2/1/21 of client #1's individuz |

program plan (PP} dated 10/6/20 revealed &
formal training objective to wash his face with
65% partial independence was complated an

FORM CMS-2587(02-85) Previous Verslona Obaolete Event ID: XReBN Faciity I 321981 ¥ continuafion aheet Page 8 of 158
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3130720, Further review of the IPP did not reveal
any additional objective to address client $1's self
help needs.

Raview on 2/2/21 of client #1's adaptive behavior
inventory (ABI dated $/4/20 revealed client #1
has ho independence in the follawing areas:
applying deodorant, all areas of bathing and
shampooing his hair, Client #1 needs assistance
with washing his hands with scap and dryiag his
hands with 3 towel.

Interview on 2/2/21 with the qualified inteflectus!
disabilifies professional (QIDPY and habifitation
specialist confirmed no other kraining objectives
had been developed for client #1 despite his lack
of independence in bathing and washing his
hands.

B. During vbservation of the medication
administration pass on 2/2/21 at 7:05am client #3
was told what medications she was receiving and
then she gunched out Vitamin D3 (1) pill and
Oscal Vitarmin D 500 mg. (1) pill. Client #3 poured
her water and disposad of her frash.

Review on 2/1/21 of client #3's individual program
plan (IPP) dated 5/5/20 revealed no frainin
idertified in the area of medication administration.

Raview on 2/2/21 of her adaptive behavior
inventory (ABF dated 5/4/20 revealed in the area
of medication administration, she bas no
independence in the areas of recognizing t1e
time of her medication, recagnizing the side
effects of her medications, no independence in
tecognizing tems on the madication
administration record (MAR) and no
independence in naming her madications.

(A)YA team meeting will be held to discuss
client #1 Self help needs.

The HabilitationSpecialist will in-service
staff on results of team meeting. The
Qualified Professional will revise the
Person Centered Plan with results

of the team meeting. The Clinical

Team will monitor through

Interaction Assessments 2 times per
week for 1 month and then on a

routine basis to ensure the objectiva for
dient #1 are implemented as perscribed.
In the future the Qualified Professional
will ensure Person Centered Plans include
intervention/objectives to address client
neads,

(B).A team meeting will be held {0 discugs
client #3 Medication Administration.

The Habilitation8pecialist will in-service
stafl on results of team meeting. The
Qualified Professional will revise the
Person Centered Plan with results

of the feam meeting. The Clinical

Team will monitor through

interaction Assessments 2 times per
week for 1 month and then on a

routing hasis to ensure the objective for
client #3 are implemented as perscribed
in the future the Qualified Professional
will ensure Person Centered Plans incluge
intervention/objectives to address client
heeds.
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Irtenview on 2/2/21 with the QIDP and the
habilitation specialist revealed client #3 has not
been considered for training in medication
administration despite the fact she haz no

C.Ateam meeting will be held o discuss,  4/2/21
client #4 Self-Help needs.
The HabilitationSpecialist will in-service

independence in this area, staff on results of team meeting. The
Qualified Professional will revise the

C. Review on 2/1/21 of cliant #4's IPP datud Person Centered Plan with results

3/24/20 revealed he had met eriteria for a formal of the team meeting. The Clinical

training objective to wash the front of his body on Team will monitor through

B6/26{19. Further review of the IPP did not -evea! Interaction Assessments 2 times per

any additional objective fo address client £4's self week for 1 month and then on a

help needs. routine basis to ensure the objective for
client #4 are implemented as perscribed.

Review on 2£2/21 of client #4's ABI dated 2/28/20 In the future the Qualified Professional

reveaied he requires partial assistance with al will ensure Person Centered Plans include

areas of washing his hands, face and all areas of interventionfobjectives to address alient

bathing, shampooing his hair and brushing his

teath negds,

Interview an 2/2/21 with the QIDP and hatilitation
specialist confirmed no other training objectives

had been developed for client #4 despite his lack (D).A team meeting will be held to discuss

of independence in bathing toothbrushing and client #5 Self Help needs.

washing his hands. The HabilitationSpecialist will in-service
staff on results of team meeting. The

D. Review of client #5's IPP dated 3/4/20 Qualified Professional will revise the

tevealed he completed criterla far completion of Person Centered Plan with results

an abjective to wash hls face with 50% partial of the team meeting. The Clinical

physical protnpts for 2 consecutive review periods Team will monitor through

on §/30/20. Further review of the IPP did not Interaction Assessments 2 tires per

reveal any additional objective fc address client week for 1 month and then on a

#5"s self help needs. routine basis to ensure the objective for

client #& are implemented as perscribed.
In the future the Qualified Professional

will ensure Person Centered Plans include
intervention/objectives to address client
neetls.

Review on 2/2/21 of client #5's ABI dated 2/7/20
revezled he has no independence in all araas of
bathing, brushing Hs teeth and requires
assistance with hand washing.
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[nterview on 2/2/21 with the QIDP and habilitation
spevialist confirtned na other training obje stives
had been developad for cllent #5 despite his lack
of independence in bathing teothbrushing and
washing his kande,
W 346 | NURSING SERVICES W 340

CFR(s): 483.460(c)(5)()

Nursing services.raust include implemanting with
other members of the interdisciplinary team,
appropriate protective and praventive heaith
measures that include, but are not imited to
training clients and staff as needed in appropriate
health and hygiene methods.

This STANDARD is not met as evidenced by:
Based on obsarvations, record raview and staf
intervisws, the nurse failed to ensure competency

when training staff to prevent cross
contarination, white providing servicea tn 5 of &
clients (#1, #2, #3, #4 and #6) . The finding is

Duting observations at the facility on 2/1/21
between 3:15pm-6:08pm, staff C kept his face
mask befow his nose several times. At ohe time
while hs was sitting in the living area next to dlient
#1 and then again in the dining area duriny
supper at 5:55pm.

Duiring observations in the facility on 2/2/2° ataff A
came Into work, clocked in, was scresned
wearing a mask and a gown, During

observationg on 2/2/21 from 7:00am-7:45%am
during meal preparation in the kitehen and during
dining, staff A did not wear a face shield,

Review of several memorandums posted ir) the

The responsbile nurse will inservice
all staff on properly of wearing require
PPE. Monitoring will be completad
through the Interaction Assessments
2 times per week 10 ensue staff are
wearing PPE correctly and Quarterly
Nursing Assessment. in the future
nursing will ensure all staff are trained

on information relvent of using the PPE.

472721
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faciity from Nursing and the residence managar
(RM) which were undated indicated residential
staff were trained In personal protection
equipment (PPE) and preventing the spread of
COVID-18, Further review of @ memorandum
from the Nursing department indicated all direct
carg staff were to wear full PPE (mask, facial
shield and gown) when working with the dients in
the facility at all fimes.

Interview on 2/2/21 with the RM confirmed
recently Nursing had changed the requirerient of
FPE wesr and mandated that all direct cara staff
were to wear full PPE (magsk, facial ghield and
gown} when waorking with the clients in the faciiity
at all times.

Interview on 2/2/21 with the facility nurse
confirmed she had instructed direct care staff fo
wear full PPE {mask, facial shield and gown)
when working with the cients in the facility at all
times to prevent the spread of COVID-18 Lntil
further notice.

W 388 | DRUG ADMINISTRATION W 368
CER(=): 583.480(kX(1)

The system for drug administration must assure
that all drugs are administered in complian e with
the physician's orders,

This STANDARD is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the system of administrating
medications as ordered was implemented. This
affected 1 of 4 audit clients (#4) The finding is:

During interview with staff G prior to the
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medication administration pass on 2/4/21 at
4:056pm he explained that client #4's medication
Trictrates solution had been ordered but had not
been received from the pharmacy. As a result he
had missed several doses of this medication.
Further intarview cotfirmed this medication for
chient #4 was ordered to be administered =t Sam
and 8pm every day,

Review on 2/1/21 of the medication
administeztion record (MAR)for client #4 for
January 2021 revesled client #4 had missed his
doses of Tricitrate salufion on the following dates:
111221 st Bam

141421 at Spro

1/2/21 at 8am

1/3/21 at 8am

1/3/21 &t 6pm

1/4/21 at 8am

1/4/21 at 6pm

/6421 at at Bam

1/5821 at Gpm

Review an 2/1/21 of the February MAR revealed
client #4 had missed the following doses:

21421 at 8am

201721 at 8pm

Interview an 27121 with staff G indicated this
medication was ordered but had not arrived from
the pharmacy. Further irtarview with staff ¢
confirmed this has happened twice since since
client #4 had started this medication, Additional
interview canfirmed the facility nurse had been
notified tha medication had not arrived fron: the
pharmacy.

Interview on 2/2/21 with the facility nurse
confirmed she had been notified the medication

Physician to ensure client #4 and ali
individuals received their medication as
ordered o be adrinister as written to
prevent delay in implementation.
Monitoring administrating medication
will take place through

chart reviews complated by the Clinical
Team on a quartely basis. In the future
the RN will coordinate with the Physician
to ensure all individual medications are
ordered on time.
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had not arived from the pharmacy, Further
interview confirmed the back up pharmacy coutd
nat fill this medication either.

W 388 | DRUG ADMINISTRATION W 369

CFR(s): 483.460(0(2) The RN will coordinate with the Primary | 4/2/21

Physician to ensure client #4 and all
The system for drug administration must azsure individuals recelveg .the’r madlgation as
that all drugs, including those that are ordered to be administer as written to
self-administerad, are administered without error. prevent delay in implementation.
Monitoring Medication Administration
will take place through chart reviews

This STANDARD is not met as evidenced by: completed by the ClinicalTeam on a
Based on observations, record review anc quariely basis. In the future the RN wilf
interviews, the facility failad to ensure client #4's coordinate with the Physician

medications were administersd without ersar, {0 ensure all individual medications are
This affected 1 of 4 clients (#4) observed ordered on time and given as prescribed
receiving medications. The findings includz: to prevent error.

A, During interview with staff C prior to the
medication administration pass on 2/1/21 zt
4:05pm he explained that client #4's madication
Trictrates solution had been orderad put had not
baen received from the pharmacy. As a result he
had missed several doses of this medication,
Further Interview confirmed this medizatior for
client #4 was ordered to be administered a; 8am
and Gpm every day.

During ohservations an 21421 frorm 3:15pm until
B:15pm client #4 did not receive Tricitrate
Bolution zs ordered by the physician,

B. During ohservations of the medication
administration pass on 212721 at 7:26am clienl #4
received Phenabarbital 32.4 mg. (1), Vimpat 20
mg. (1}, Venlafexine 75 mg. (1), Macrobid 100mg,
910, Naltrexone S0mg. (1), Multivitamin 913,
Metoprolol Succinate 100mg. (1), Keppra 750
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mg. (1), Vitamin [ 2,00 {1), Vitamin D3 4,900 (1),
Client #4 did not receive Tricitrate Salution,
Lactulose solution 10mg. ar Systane eye drops.

Review on 2/2/21.0f the physidian arders dated
1/11/21 for client #4 revealed Tricitrate Solution
take 15 ml. twice daily with meals for kidnays, mix
with 8 aunces of water. May use thickening
powder o thicken to neclar consistency. Cirdered
at 8Bam and Bpm daily, Additional review of the
physician orders dated 1/11/21 also sorfirned
Phenobarbitel 32.4 mg. (1), Vimpat 20 mg. (1),
Venlafexine 75 mg. (1), Macrobid 160mg. 310,
Naltrexone 50my. (1), Multivitamin 91),
Metoprotol Succinate 100mg. (1), Keppra 750
rrt. (1), Vitamin D 2,00 ¢1), Vitamin D3 4,000,
Lactulese solution 10mg. and Systane eye drops
to be given at 8am,

Interview on 2/2/21 with the facility nurse
canfirmed the physician ardarg for client £ were
current and that he should have received
Tricitrate Solution at Bam and 8pm. Further
interview confirmed client #4 shoyld receive
Lactulose solution 10mg./25 ml. and Systane eye
drops to both eyes to be given at 8am.
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