DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 14, 2024

Administrator

Martin Luther Care Center
1401 East 100th Street
Bloomington, MN 55425

RE: CCN: 245272
Cycle Start Date: June 21, 2024

Dear Administrator:

On July 31, 2024, the Minnesota Department of Health completed a revisit to verify that your facility
had achieved and maintained compliance. Based on our review, we have determined that your facility
has achieved substantial compliance; therefore no remedies will be imposed.

Feel free to contact me if you have questions.

Melissa Poepping, Compliance Analyst

~ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4117
Email: Melissa.Poepping@state.mn.us

An equal opportunity employer.
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June 28, 2024

Administrator

Martin Luther Care Center
1401 East 100th Street
Bloomington, MN 55425

RE: CCN: 245272
Cycle Start Date: June 21, 2024

Dear Administrator:

On June 21, 2024, a survey was completed at your facility by the Minnesota Department of Health to
determine if your facility was in compliance with Federal participation requirements for skilled nursing
facilities and/or nursing facilities participating in the Medicare and/or Medicaid programs.

This survey found the most serious deficiencies in your facility to be isolated deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level D), as evidenced by the electronically attached CMS-2567 whereby corrections are

required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance

has been achieved.
To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have been affected by the

deficient practice.
e How the facility will identify other residents having the potential to be affected by the same

deficient practice.
e \What measures will be put into place, or systemic changes made, to ensure that the deficient

practice will not recur.
e How the facility will monitor its corrective actions to ensure that the deficient practice is being

corrected and will not recur.
e The date that each deficiency will be corrected.
e An electronic acknowledgement signature and date by an official facility representative.

The state agency may, in lieu of an onsite revisit, determine correction and compliance by accepting
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the facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

It an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

o Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

. Civil money penalty (42 CFR 488.430 through 488.444).

. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by an "F"and/or an "E" tag), i.e., the plan of correction should be directed
to:

Annette Winters, Regional Operations Supervisor, Federal Rapid Response
Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

625 Robert Street North

P.O. Box 64975

Saint Paul, Minnesota 55164-0975

Email: annette.m.winters@state.mn.us

Mobile: (651) 558-7558

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. In
order for your allegation of compliance to be acceptable to the Department, the ePoC must meet the
criteria listed in the plan of correction section above. You will be notified by the Minnesota Department
of Health, Licensing and Certification Program staff and/or the Department of Public Safety, State Fire
Marshal Division staff, if your ePoC for the respective deficiencies (if any) is acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted

to validate that substantial compliance with the regulations has been attained in accordance with your
verification.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or

Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
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occurred sooner than the latest correction date on the ePoC.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST DAY
OF THE SURVEY

If substantial compliance with the regulations is not verified by September 21, 2024 (three months
after the identification of noncompliance), the CMS Region V Office must deny payment for new
admissions as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C)
and Federal regulations at 42 CFR Section 488.417(b).

In addition, if substantial compliance with the regulations is not verified by December 21, 2024 (six
months after the identification of noncompliance) your provider agreement will be terminated. This
action is mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (IIDR)

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.0. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or |IDR of federal deficiencies must be submitted via the web at:
https://mdhprovidercontent.web.health.state.mn.us/ltc idr.cfm

You must notify MDH at this website of your request for an IDR or [IDR within the 10 calendar day
period allotted for submitting an acceptable electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html

Please note that the failure to complete the informal dispute resolution process will not delay the dates
specified for compliance or the imposition of remedies.
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Feel free to contact me if you have questions.

Sincerely,
Jq/maft ‘f%&&jﬂﬂmﬁ

Kamala Fiske-Downing

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

Health Regulation Division

Telephone: (651) 201-4112

Email: Kamala.Fiske-Downing@state.mn.us




DEPARTMENT
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Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically delivered

June 28, 2024

Administrator

Martin Luther Care Center
1401 East 100th Street
Bloomington, MN 55425

Re: Event|D: BB&C11

Dear Administrator:

The above facility survey was completec

on June 21, 2024 for the purpose of assessing compliance

with Minnesota Department of Health Nursing Home Rules. At the time of the survey, the survey team

from the Minnesota Department of Hea

th - Health Regulation Division noted no violations of these

rules promulgated under Minnesota Stat. section 144.653 and/or Minnesota Stat. Section 144A.10.

Electronically posted is the Minnesota D
noted at the time of this survey. The Mi

epartment of Health order form stating that no violations were
nnesota Department of Health is documenting the State

Licensing Correction Orders using federal software. Please disregard the heading of the fourth column

which states, "Provider's Plan of Correct
requirement to submit a Plan of Correct

Please feel free to call me with any ques

Sincerely,
h/mafm -f%&dﬂumnﬁ
Kamala Fiske-Downing

Minnesota Department of Health
Health Regulation Division
Telephone: (651) 201-4112

Email: Kamala.Fiske-Downing@state.mn

ion." This applies to Federal deficiencies only. There is no
lon.

tions.

-ederal Enforcement | Health Regulation Division

.US

An equal opportunity employer
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NH LICENSING CORRECTION ORDER

In accordance with Minnesota Statute, section
144A.10, this correction order has been issued
pursuant to a survey. If, upon reinspection, itis
found that the deficiency or deficiencies cited
herein are not corrected, a fine for each violation
not corrected shall be assessed in accordance
with a schedule of fines promulgated by rule of
the Minnesota Department of Health.

Determination of whether a violation has been
corrected requires compliance with all
requirements of the rule provided at the tag
number and MN Rule number indicated below.
When a rule contains several items, failure to
comply with any of the items will be considered
lack of compliance. Lack of compliance upon
re-inspection with any item of multi-part rule will
result in the assessment of a fine even If the item
that was violated during the initial inspection was
corrected.

You may request a hearing on any assessments
that may result from non-compliance with these
orders provided that a written request Is made to
the Department within 15 days of receipt of a
notice of assessment for non-compliance.

INITIAL COMMENTS:

On 6/20/24 -6/21/24, a complaint survey was
conducted at your facility by surveyors from the
Minnesota Department of Health (MDH). Your
facility was IN compliance with the MN State
Licensure

The following complaints were reviewed during

2 000
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the survey: H52724723C (MN104115)

Minnesota Department of Health is documenting
the State Licensing Correction Orders using
Federal software.

The facility 1s enrolled in ePOC and therefore a
signature Is not required at the bottom of the first
page of state form. Although no plan of correction
IS required, It Is required that the facility
acknowledge receipt of the electronic documents.
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F 000 | INITIAL COMMENTS

On 6/20/24 - 6/21/24, a standard abbreviated
survey was conducted at your facility. Your facility
was NOT in compliance with the requirements of
42 CFR 483, Subpart B, Requirements for Long
Term Care Facilities.

The following complaints were reviewed.
H52724723C (MN104115) with deficiencies
Issued at F609 and F/55

The facility's plan of correction (POC) will serve
as your allegation of compliance upon the
Departments acceptance. Because you are
enrolled in ePOC, your signature Is not required
at the bottom of the first page of the CMS-2567
form. Your electronic submission of the POC will
be used as verification of compliance.

Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate that substantial compliance with the
requlations has been attained.

F 609 | Reporting of Alleged Violations
SS=D | CFR(s): 483.12(b)(5)(1)(A)(B)(c)(1)(4)

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
Involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown
source and misappropriation of resident property,
are reported immediately, but not later than 2
hours after the allegation is made, if the events
that cause the allegation involve abuse or result in
serious bodily injury, or not later than 24 hours If

F 000

F 609

(126124

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
Electronically Signed

TITLE

(X6) DATE

07/03/2024

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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F 609 | Continued From page 1

the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (Including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

§483.12(c)(4) Report the results of all
Investigations to the administrator or his or her
desighated representative and to other officlials In
accordance with State law, including to the State
Survey Agency, within 5 working days of the
Incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT Is not met as evidenced
by:

Based on interview and record review the facility
falled to report an allegation neglect to the State
Agency (SA) within 24 hours for 1 of 1 resident
(R1). R1 was given the incorrect medications at
the facility, which required R1 to be sent to the
hospital for bradycardia (low heart rate), pain and
anxiety.

Findings Include:

R1's care plan dated 6/12/24 indicated R1's
diagnoses included pneumonia, shortness of
breath, saddle emolus of the pulmonary artery
with acute cor pulmonale (a large blood clot that
lodges in the pulmonary artery obstructing blood
flow to both lungs), chronic pain, stage 3 kidney
disease, hypertension (high blood pressure),
cerebral infarction (stroke), hemiplegia and
hemiparesis affecting the left side (weakness),
osteoarthritis, and depression.

F 609

All staff within the facility will be
re-educated on the vulnerable adult
policy, Including how every staff member
In the facility iIs a mandated reporter. All
previous medication errors were reviewed
and reported as necessary per federal
guidelines. Facility will audit all incidents
and allegation of neglect twice per week
for two months. Audits will be presented
to the Quality Assurance Performance
Improvement (QAP|) committee to
determine if additional monitoring is
necessary. The correction will be
monitored by the campus administrator or
designee.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BB8C11
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R1's medication/treatment error report dated
6/15/24 at 9:15 a.m. indicated R1 was given
Keppra (an anticonvulsant), metoprolol (a beta
blocker to treat high blood pressure), and
clopidogrel (a blood thinner). The description of
the error indicated the nurse on the cart pulled
out a patient's medications and did not check the
right room. She entered the room and gave the
medications to R1 not knowing she was in the
wrong room. The provider was notified and gave
orders to monitor R1's blood pressure, pulse, and
respirations every 30 minutes, monitor for
sedation and bleeding. R1 was to be hydrated
and hold his morning Gabapentin (indicated for
nerve pain, apixaban (blood thinner),
methocarbamol (a muscle relaxant) and assess
before the next dose.

R1's progress note dated 6/15/24 at 1:17 p.m.
Indicated R1 had taken the wrong medications.
His vital signs were within normal range expect
his heart rate. The on-call provider was notified
and R1 was sent to the hospital for close
evaluation.

R1's Hospital Emergency Department after visit
summary dated 6/15/24 indicated R1 was seem
for 1. drug overdose: multidrug. 2. Metoprolol
organ tablet. The reason for R1's visit was he
was given the wrong medications. His diagnosis
was medication reaction. Labs taken were a
complete blood culture (CBC) with platelets and
differential and a complete metabolic panel.
Imaging Tests included a 12-lead
electrocardiography (EKG). R1 was given
Tylenol, Lidocaine (for irregular heart rate), and
Oxycodone was given twice for pain.

R1's admission Minimum Data Set (MDS) dated

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BB8C11 Facility ID: 00227 If continuation sheet Page 3 of 10
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6/18/24 indicated R1's Brief Inventory for Mental
Status (BIMs) score was 15 indicating R1 was
cognitively intact. R1's MDS did not indicate his
diagnoses.

Upon interview on 6/20/24 R1 stated he was
given the wrong medications at the facility. He
stated his stomach began to hurt and he left like
he was going "throw-up.” He stated he had never
been "so terrified” in his life, stating he felt like his
chest was going to collapse. R1 stated he did not
kKnow If the feeling In his chest was due to the
Incorrect medications being administered or if the
medications were hurting him.

Upon interview on 6/20/24 at 3:05 p.m. registered
nurse RN-A, the unit manager stated R1 was
given another resident's medications on 6/15/24
which was a Saturday. She stated she was not
aware of the incident until 6/17/24 the following
Monday upon reporting to work. She stated she
was not certain why the incident was not reported
to the SA over the weekend when R1 required
hospitalization.

Upon interview on 6/20/24 at 4:12 p.m. family
member (FM)-A stated she was visiting R1 shortly
after the medication error occurred. She stated
the medication error caused him "great anxiety,"
which was still lingering as R1 does not trust the
staff at the facility anymore. She stated she felt
like she could not trust the facility as well since
the medication error caused his heart rate to drop
46 beat per minute. She stated the medication
error keeps her awake at night.

Upon interview on 6/21/24 at 1:15 p.m. RN-B, the
nursing educator stated the medication error
should have been reported. She stated her

FORM CMS-2567(02-99) Previous Versions Obsolete Event [D: BB8C11 Facility ID: 00227 If continuation sheet Page 4 of 10
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rationale was R1 was exhibiting a low heart rate
of 46 and a change in sedation. RN-B stated, "if
anything prompts them to be sent out it would be
a VA" (vulnerable adult report).

Upon interview on 6/21/24 at 1:37 p.m. the
Administrator stated she chose not to report the
medication error incident at the time because R1
did not have serious bodily harm.

A facility policy titled Vulnerable Adult - Adult
Prohibition Plan dated 10/6/22 indicated
Mandated reporters in skilled nursing facilities
ensure that all alleged violations involving abuse,
neglect, exploitation or mistreatment, including
Injuries of unknown source and misappropriation
of resident property, are reported, and a report
made immediately, but not later than 2 hours after
the allegation Is made, If the events that cause
the allegation involve abuse or result in serious
bodily Injury, or not later than 24 hours If the
events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officlials In accordance with State law through
established procedures. The report will be made
to the Minnesota Department of Health
(MDH)/OHFC. To identify and meet this VAA
reporting obligation, follow these procedures:
Neglect Is the failure of the facility, its employees
or service providers to provide goods and
services to a resident that are necessary to avoid
physical harm pain, mental anguish, or emotional
distress.

F 755 | Pharmacy Srvcs/Procedures/Pharmacist/Records F 755 7126124
SS=D | CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services
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The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described In
§483.70(g). The facility may permit unlicensed
personnel to administer drugs If State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
recelpt and disposition of all controlled drugs In
sufficient detall to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an account of all controlled drugs

IS maintained and periodically reconciled.
This REQUIREMENT is not met as evidenced

by:

Based on observation, interview, and record All licensed nursing staff within the facility
review the facility failed to provide pharmaceutical will receive education regarding the
services to meet the needs for 1 of 4 residents medication storage policy. They will also
(R4) reviewed for medication administration. R4 review the medications self-administration
had an over-the-counter medication on his tray policy. Residents will be assessed for
table that he had been taking for approximately medications self-administration upon

two weeks, the facility falled to monitor his intake admission. All other previous medication
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of the medication. This medication had an storage errors have been reviewed and
Interaction with a prescription medication R4 was reported per federal guidelines. Facility
taking. will audit resident rooms for inappropriate
medication storage and
Finding Include: self-administration assessments three
times a week for four weeks. Audits will
R4's self-administration of medication be presented to the Quality Assurance
assessment dated 6/8/24 indicated: Performance Improvement (QAPI)
-Required assistance for storing medications in a committee to determine If additional
secure location. monitoring Is necessary. The correction
-Required assistance for opening and closing will be monitored by the director of nursing
medication containers. or designee.

-Could count not accurately tell time to know
when medications need to be taken.

-R4 did understand that skipping a medication
dose Is a refusal and staff will be notified when
refusal has occurred.

-Required assistance administering eye
drops/ointments, topical lotions, ear drops,
suppositories, subcutaneous injections, nasal
sprays, and oral medications.

-Required assistance naming his medications
and their prescribed use.

-Fully capable of reading the labels for
medications.

-Required assistance to identify common side
effects of medications.

-Required assistance with time of medications,
dosage, proper amount, and documentation of
self-administration of medications.

-Required assistance with being able to identify
when needing a prn (as heeded) medication.
R4 was not approved for self-administration of
medications or to keep medications at bedside.

R4's care plan dated 6/12/24 did not indicate R4
was able to self-administer any medications.

R4's admission Minimum Data Set (MDS) dated
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6/14/24 indicated R1 had a Brief Inventory for
Mental Status (BIMs) score of 15 indicating R1
was cognitively intact. R1's diagnoses were
Rhabdomyolosis (breakdown of muscle tissue
that releases damaging protein into the blood),
unspecified fall, unspecified symptoms and signs
of cognitive functions and awareness,
abnormalities with gait and mobility, and Type 2
Diabetes Mellitus.

Upon observation and medication review on
6/21/24 at 8:57 a.m. R4's medication
Rosuvastatin 20 mg (a statin to treat high
cholesterol) card indicated to not take aluminum,
magnesium, or antacids within two hours of the
medication. Registered nurse (RN)-C
administered all R4's morning medications
Including the Rosuvastatin. On R4's table was a
bottle of over-the-counter Rolaids. RN-C asked
R4 if the facility knew he had the Rolaids. R4
stated that the facility was aware. RN-C did not
guestion R4 when he had taken the Rolaids last
or how often he takes them. RN-C did not
remove the Rolalds from R4's room.

Upon interview on 6/21/24 at 9:10 a.m. RN-C
stated it was fine for R4 to have the Rolaids In his
room since the facility knew about them. He
stated they should not cause any adverse effects.

Upon interview on 6/21/24 at 9:14 a.m. R4 stated
his family member (FM)-B brought in the bottle of
Rolaids after he had been admitted. R4 stated he
FM-B her to bring him some antacids because
when he had daily heartburn, he would not have
walit for staff to give him a medication due to long
wait times. R4 stated he did not think he was on
any other medications for heartburn. R4 stated
the Rolaid had been on his tray table for a few

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: BB8C11 Facility ID: 00227 If continuation sheet Page 8 of 10



PRINTED: 07/08/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
245272 B. WING 06/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1401 EAST 100TH STREET

MARTIN LUTHER CARE CENTER
BLOOMINGTON, MN 55425

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 735 | Continued From page 8 F 755
weeks.

Upon interview on 6/21/24 at 10:34 a.m. FM-B
stated she brought R4 a bottle of antacids due to
his frequent heartburn and it takes the staff so
long to answer his call light, she thought it was a
good Idea that he keeps his own bottle. She
stated she brought the medications in about
6/12/24 or 6/13/24.

Upon interview on 6/21/24 at 11:38 a.m. the
pharmacist stated that R4 having the Rolaids at
his bedside was a concern because it did interact
with R4's Rosuvastatin and the facility was not
monitoring the use so the pharmacy could not
address how much and how often R4 was taking
the medication. R4 stated their pharmacy
consultant would be doing a full assessment as
soon as possible to assure R4 is taking the
correct medication for his heartburn.

Upon observation and interview RN-A the nurse
manager stated she was unaware that R4 had
the Rolaids in the room. She stated the bottle
should have been removed and the provider and
pharmacy should have been notified. She stated
she was not aware of any contraindications of the
Rolaids with any other medications R4 was
taking.

Upon interview on 6/21/24 at 1:37 p.m. the
Administrator stated if a resident is not allowed to
self-administer their own medications, then the
nurse staff would remove the medication from the
room. "lf the nurse sees it, we don't rifle through
their things.”

A facllity policy titled Medication Administration -
General Guidelines dated 3/10/23 indicated
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Residents are not allowed to self-administer any
medication unless specifically authorized to do so
by their attending physician/nurse practitioner and
then only in accordance with the procedure for
Self-Administration of Medications. Medications In
a resident's room must be secured or maintained
In the medication's cart/room. A physician's order
Is to be obtained when a resident is involved with
self-administration of his/her medications in any
way:

If a resident keeps his/her medications at the
bedside, an order similar to the following is to be
obtained: "resident self-administer mediations-
medications kept at bedside" (this would include
prescription medications and over-the-counter
medications). The Resident is instructed to
report use of PRN.
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