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The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Repeat

Based on record review and observation, the
nurse failed to provide over-sight to ensure that
medication were administered as ordered by the
physician for 1 of 1 (R5) outside the sample.

Finding Include:

Review of R5's POS (Physician Order Sheet) of
3/16, R5 is a 61 year old male who functions in
the Mild Range Of Intellectual Disabilities with
additional diagnosis of Seizure Disorder,
Psychotic Disorder and Schizophrenia.

POS indicates for 4:00pm medication pass: R7 is
to receive: Oyster Shell 1 tablet by mouth with
food and Pantoprazole 40mg 1 tablet by mouth
once daily for GERD give 30 minutes before
meals.

On 4/25/16 at 4:45pm, R7 entered the medication
area to receive his 4:00pm medications. E4
(Direct Support Staff) was observed identifying
the Pantoprazole 40mg to R7 and the instructions
that the medication is given 30 minutes before
meals.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) 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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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R7's Pantoprazole and Oyster Shell was
administrator and R7 received a cookie with the

medications. The supper meal began at 5:00pm.

The nurse failed to ensure over-sight to prevent
the contra-indication of R7's medications.
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