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F 000 | INITIAL COMMENTS F 000 The Prepacation and execution ol this Plan
ol Correction does nof constitule an
An Abbreviated Survey Investigating KY #22068 :tffnlsswn ur Bgn::.'lrz’cnt by (he ;_’mwdt‘n_' ol
1¢ trulh of the facts allezed or conclusion
was conducted on 08/12/14 through 08/18/14 to sel farflh in this Stalement of Deficiency,
determing the facility's compliance with Federal This Plan of Correction is prepared and
requiremenls. KY #22088 was unsubstantiated execuled solely because it is requiced by
with unrelated deficlencies cited. Federal and State Juw.
F 281 | 483,20(k)(3)(l) SERVICES PROVIDED MEET F 281
58=D | PROFESSIONAL STANDARDS
; The servicas provided or arranged by the facllity F281
feee s o-ae | mustmeet professional standards of quality. - - e Rl iRt © U SRk ana b Sade no P e
1. ARNP was notificd by the nurse on 08/13/2014.
Order to Jeave meds at bedside for resident to tuke with
This REQUIREMENT is not met as evidenced meal was discontinued cn 08/13/2014 as well. Memo
by: ' was placed in fronl of Resident #1’s MAR, Medication
Based on ohsarvation, interview, record review, Administration Record, on 08/13/14 alerting nurses of
review of the facllity's policy/procedure, and change in resident’s plan of care.  Resident’s care plan
review of the Kentucky Board of Nursing (KEN) was updated and resident and family were made aware
Advisory Opinion Statement (AQS) #14, itwas of changes and voiced their understanding and
determined the faclilty failed to have an effective agreement,
systemn to ensure medication was administered
according to the professional standards of qualily 2.A 100% audit was completed by the Director of
for one (1) resldent, In the selected sample of Nursing on 08/14/2014 for orders to leave meds al
three (3) residents (Resident #1). The facility bedside. No other residents had that order,
failed to have an effective system In place to . ) . )
ensure medications were supervised by the L p [nserwcle was prowlr:ds{d to all licensed sl;}ﬂ a-nd
lesnzed stal CMT(Certified Medication Techs) on Medication
Administration Guidelines to include but not limited to
: . standards of practice for drug adminisiration on
The findings includs: 09/03/2014 by the Assistant Direclor of Nursing.
FBWQIW of the facllity's policy and pr oced“”e.t'“eﬁ’ 4.Med Care Pharmacy will complete medication pass
Medicatlon Administration - General Guidelines”, observation report monthly times 6 months for licensed
revised 12/18/12 revealed medications are staff and CMT(Certified Medication Techs). The
administrated as prescribed in accordance with findings of these observation reports will be reported to
good nursing princlples and praclices and only by the Director of Nursing who will review and forward
persons legally authorized to do so. Additional the results to ths QA commitiee.
guldelines for self-administration of medications
revealed residents who desire to self -administer 5.Date of Completion: 09/03/2014 /Jl i‘{'
LABORATORY DIRECTOR'S OVIDERISUFPLIER REPRESENTATIVE'S SIGNATURE TITLE we) oATE
/"7‘ Apbmiat o rars Q-1/-14

Any deficlency stalement ending vdth an asleffsk (y nolas a deficlency which the Instilution may bo excused from correcling providing It Is determined that

other safeguards provide suffclent prolection lo the/pallents . (See Instructions.) Except for nursing homes, the findings slaled above aja disclosable 80 days
folloving the dale of survey whether o nol a plan of correction Is provided. For nursing homes, the above findings and plans of correclion are disclosable 14

days following the dalo these documents are made avallable to the facility. Il deficlencles are ciled, an approved plan of corcection Is requisile to continued

program parlcipation,
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F 281 | Continuved From page 1

medlcalions are permitted to do so If the facility's
interdlsciplinary team has determined the practice
would be safe for the resident and cther residents
of the facility. Addltionally, a revlew of the facility's
standards of practice for drug administration,
titled "Enteral Administration™, revealed the staff
should stay with tha resident until he/she had
swatlowed the medications not leaving them
unattended.

Reviev of lha KRN Advisory Opinlon, AQS #14,
last revised 10/2010, revealed Reglstered Nurses
(RN} and Licensed Practical Nurses (LPN) are
raquired to administer medicafions and
treatments prescribed by the physlcian, physiclen
assistant, denlist and advanced practice
registered nurse. Componants of medication
adminlstealion are prepating and giving
medicatton In the prescribed dosags, routs, and
frequency and monitor for iis affect.

Record review revealed the facility admitted
Resident #1 on 11/29/12 with diagnoses which
included Alzhslmar's, Hyperlipldamia, Diabeles
Meilitus Type II, Anxlaty, Osteoarhrosis,
Deprassion, Hypertenslon, Ostacporosis, Chronic
Kidney Disease, Anamla, and Cardlomegaly.
Review of the Quarerly Minimum Data Set
(MDS) assessment, dated 07/08/14, revealed the
facliity essessed Residen! #1 as cognlfively infact,
with a Brief Intarview for Mental Status (BIMS)
score of fifteen {18), which Indlcated the resident
was Inlerviewable. Resident #1 had sustained a
head Injury relaled to two (2) recsnt falls,

Review of a physician's order, dated ©1/22/14,
revealsd "may leave PO medications at the
bedside with the resident lo take with meals",

P Rt = TR e stizoru
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Review of a Physician's Progress Noles, dated
July 2014, ravealed Resident #1 had a recent
decline in his/her Alzheimer's. Addifionally, a
review of tha Emergency Room (ER) record,
dated 08/18/14, and agaln on 07/19/14, revesled
"CT head without conirast as scon as possible
dua {0 head injury™,

Review of Resident #1's Comprehensive Care
Plan, dated 08/06/14, revealed "may leave by
-1 mouth (PO) medicstions at.thehedside fo.dgke. .. - .| . .
with meals®. '

R B I L eaprte)

Review of Resldent #1's Medication
Administration Record (MAR), dated 08/01/14
through 08/31/14, revealed medicalions ordered
to be glven at 8:00 AM included Asprin 81
milligrams {mg), take two (2} tablets; Coreg 3.425
mg, take one (1} lablel; Celexa 10 mg, lake
one-half {1/2) tablet; Ferrous Sulfate 325 mg,
lake one (1) tablet; Namenda XR 21 mg, take
one (1) capsule; Sepira DS 800/160 mg, take one
{1} tablet; Torsemlde 10 mg, take one (1) tablet;
Vitamin D3 2000 Units, take one (1) capsufe; and
Macrobld 100 mg, take ons (1) tablet.
Additionally, at 8:00 AM, medications Included
Tylenol 500 mg, lake one (1) tablet.

On 08/13/14 at 8:36 AM and 9:01 AM, Resident
#1 was observad to have nine and one-half pills
laylng oh hisiher over-the-bed table, unattended
by the licensed staff as wall as the Cortified
Medication Techniclan (CMT). At 9:54 AM, 10:55
AM, and 11:22 AM, Resident #1 was observed to
have eleven and one-half pills laying on his/her
over-the-bad table, unaliended by tha licensed
staff or the CMT, and wilh no stpervislon by the
nurse to be administered.
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On 08713114 at 12:07 PM, an Inferview and
review of the resfdent's MAR with CMT #1,
revealed she had taken bolh 8:00 AM and 9:00
AM doses of madications Into the resident's room
and left tham unattended. She voiced a concern
about wandering residents picking the medication
up and/or taking the medicatlon; however,
observations revealed the medication remainad
on the resldent’s bedside 1abla throughout the

meming.

On 08/14/14 al 12:42 PM, an interview with the
Director of Nursing {DON), revealed medications
should not be left unattended at any lime, She
stated the facilily conducts an assessment of the
resident to determine if they are capable of
self-administering their own medications;
however, she does not have a process to
document an assessment to identify safely of
sell-adminlstering medlcations,

QOn 08/16/14 at 1:12 PM, an inlerview with the
resident's Physician revaaled this was not a safe
practice related to other residents potenilally
geliing the medication, He expressed the
exireme Importance that this resident recelved
hisfher medications as orderad to pravent
worsening of hisfher condition. He stated the
resident has exparienced conditions, that without
proper madication adminisiration, he/she could
explre, He siated this resident had recently had a
decfine in his/her Alzhelmer's Disease and fsit
hefshe required suparvlsion to fake their
medications, Additionally, he volced concerns thal
the resident's recent falls could be a contributing
factor to him/her not belng able to seif-administer
hisiher ewn medications. He revealed he had not
co-signed any orders for PO madicatlons to be
loft &l the bedsids.
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F 323 | 483,25(h) FREE OF ACCIDENT F 323
$3=0 | HAZARDS/SUPERVISION/DEVICES
The facllity must ensure that the resident
environment remalns as free of accldent hazards
as is possible; and each resident recelves
adequale supervision and assistance devices fo
prevent accldents,
Fini

1. ARND as notified by the nurse on 08/£372014, |

| This REQUIREMENT s fiot met as evidenced
Order to leave meds at bedside for resident to take with

by: ’

gased on observalion, interview, record review, meal was discontinued on 88/13/20 14 as well. Mewmo
and revisw of the facllity's policy and procedure, i was ;‘:I:fced i.n froat of Resident #1's MAR, Medication
was determined the facility failad to provida Adrmmgrau?n Record, on 08/13/14 alerling nurses of
adequale supervision of medications to prevent change in rcmdent‘s'pfma of care, lResiduul‘s care plan
accidents for one (1) resident, In the sefocted was updated and r?SIdenl ;.md family w%‘m made aware
sample of thres (3) residents (Resldant #1). The of chtnges and voiced their understanding and

facility falled o hava an effective system In placs agrecment.

to ensure medications were supervised by the 2.A 100% audit was completed by the Director of
ficensed slaff, On 08/13/14 at 8:36 AM and 9:01 Nuesing on 08/14/2014 ftf:' erdcrsyto leave meds at
AM, there were nine and one-haif (8 1/2) pills bedside. No other residents had ihal ozder,

laying on tha resident's over-the-bed lable,

Continued observallon at 9:54 AM, 10.55 AW, 3. Inservice was provided o alf Heensed staff and

and 11:22 AM, revealed there were eleven and CMT(Certified Medication Techs) on Medication
one-half (11 1/2) pills laying on hisiher Administration Guldelines to nclude but not fimited to
over-the-bed fable, unaltended by staff. stanndards of practice for drug administration on

09/03/2014 by the Assistant Director of Nursing,
The findings include:
4.Med Care Pharmacy wilt complete medication pass
observation report monthly times & mowihs for ficensed
staff and CMT(Certified Medication Techs). The
findings of these observation reports will be reported (o '
the Director of Nursing who will review and forward

the resulls to the QA commillee.

Review of the facllity's policy and procedure titled
"Medication Adminisiration - General Guideiines”,
revised 12/18/12 revealed medications are .
administraled as prescribed in accordance with
good nursing principles and practices and only by

persons legally authorized to do so. Additional . ) q 3
guldslines for self-adminisiration of medications 3.Pate of Completion: 09/03/2014 ’4
reveated residents who desire to self -administer :

EventiD:0vVaot Faziity ID; 100014
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med|catlons are permitted to do so if ihe facility's
Inferdisciplinary team has determined the practice
would be safe for the resident and other residents
of the facility, Additlonally, a reviaw of the facllity's
standards of practice for drug administration,
fifled "Entoral Administration”, revealed the staff
should stay with the residant untll hefshe had
swallowed the medications not leaving them
unattended.

1.Reecord ravisw revealed the facllity admitted.
Resident #1 on 11/29/12 with diagnoses which
included Alzhsimer's, Hypsilipidemia, Diabetes
Meliitus Type i, Anxlety, Osteoarthrosis,
Depression, Hypertension, Osteoporosis, Chronle
Kidney Disease, Anemia, and Cardiomegaly.
Review of the Quarierly Minlmum Data Set
{MDS) assessment, dated 07/09/14, revaaled the
facility assessed Resident #1 as cognitively intact,
with a Brlef interview for Mental Status (BIMS)
score of fitlean (15), which indicated the resident
was Interviewable. Resident #1 had sustalned a
head injury relaled to two (2) racent falls.

Review of a physiclan's order, daled 01/22/14,
revealed "may leave PO medications at the
bedslde with 1he resident to take with meals™.

Review of a Physlclan's Progress Notes, datad
July 2014, revealed Resident #1 had a recent
dacline In his/her Alzhelmer's. Additionally, a
review of the Emergency Roorn (ER} record,
dated 06/18/14, and again on 07719/14, ravesled
"CT head withoul contrast as soon as possible
dus 1o head tnjury",

Review of Resident #1's Comprehansive Care
Plan, daled 0B/06/14, ravealed "may leave by

mouih (PO} medications at the badsida io {aks
Evenl |D:OvBOH Fadiity 1D 100014 If continuation shest Page 6of §
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with meals*,

Reviaw of Resident #1's Medication
Administralion Record {MAR), dated 0B/I0H/14
{hrough 08/31/14, revealed medications ordered
{o be given at 8:00 AM included Asprin 81
milligrams {mg), take two {2} tablets; Coreg 3.125
mg, take one (1) tablel; Celexa 10 mg, take
one-half {1/2} tablet; Ferrous Sulfaie 325 mg,
fake one {1} tablel; Namenda XR 21 ing, take
one (1) capsute; Seplra.DS 800/160.mg, takeona. .. -] . . . |- .. e
(1} tablet; Torsemide 10 mg, take one (1) tablet; :
Vitamin D3 2000 Unlts, take one {1} capsule; and
Macrobld 100 mg, take one (1) tablet.
Additionally, at 9:00 AM, medications Included
Tytenol 500 mg, take ona (1) {ablet,

Agereaim o vde e

On 08/13/14 at 8:356 AM and 9:01 AM, Resident
#1 was observad to have nine and one-half pllls
faying on hisher over-the-bed table, unattendad
by the llcensed staff as well as the Cerlified
Medlcation Technician {CMT). Af 8:54 AM, 10:55
AM, and 11:22 AM, Resident #1 was observed to
have eleven and one-half pilis laying on his/her
over-the-bed lable, unattended by the licensed
staff or the CMT, and with no supsrvision by the
nurse to ba adminlstered,

On 0B/13/14 al 8:36 AM, an interview with
Resldent #1 revaaled he/she would take his/her
medications in awhile, The resident staled helsha
liked to take them a few al a lime with his/her
meals,

On 08/13/14 at 12:07 PM, an Interview and
review of the resident's MAR with CMT #1,
revealed she had taken both 8:00 AM and 8:00
AM doses of medications Inlo the resident’s room
and left them unattended, She staled there was
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an order from the physlclan to leave the
medications at the bedside, and the medications
had been there since approximately 8:30 AM,
Sha volced a coneern about wandering residents
picking ths medication vp andlor taking the
medication; howevar, observations revealed the
medicalton remained on the resident's bedside
tabfa throughout the morning,

On 08/13H4 at 11:22 AM, an observation and
interviewwith the Direclor of Nursing (DONY. w0 - b L. e L
revealed there were elevan and one half (11 1/2)
medications [aying on the residen{'s over the bed
table, She révealed concerns refated lo the
medications belng unsupervised to include other
esldents wandering Into the room and taklag the
medications, and voiced concern aboul Resident
1 not taking his/her medications In a limsly
manner, Further interviaw with the DON, on
08/14/14 at 12:42 PM, revealed medications
shouid not be feft unaltended at any fime, She
stated the facfity conducts an assessmen( of the
resident to determine i they are capable of
salf-adminisiering their own medications;
however, she doos not hava a process to
document an assessment to identify safety of
self-adminisiering medications.

On 08/15/14 &t 1:12 PM, an interview with the
resident's Physiclan revealed this was not a safe
praclice related lo olher residents potentially
getting the medication, He expressed the
extreme Imporiance that this resident received
hisfher medlcations as ardered {o prevent
worsening of his/her condition, He stated the
rasident has experienced condllions, that without
proper medication administration, he/she could
explre. He slated this resident had recently had a
daciing In hisfher Alzhelmer's Disease and felt

Evant [D: 0VBOH
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helshe required supervision to take thelr
madicalions, Additionally, he veiced concerns that
the resident’s recent fails could be a contributing
factor to himvher not being able to self-administer
histher own medications. He revealed he had not
co-slgned any orders for PO medicallons to be
feft at the bedslids,
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