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| residents (Resident #1). Resident #1 had Resident #1 had no adverse. e_ffect
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Recard review revealed the facility admitted
Resident #1 on 09/29/15 with diagnoses inciuding
Amyotrophic Lateral Sclerosis (ALS), Anxiety,
Hypertension, and Gastroesophageal Reflux
Disease (GERD).

Review of a physician's order dated 12/08/15,
revealed orders for Riluzole (a medication for the
treatment of ALS) 50 milligrams (mg) twice a day.

Review of a physiclan's order dated 12/10/15
revealed stalf was to discontinue the current dose
of Riluzole 50 mg twice a day and begin Riluzole
50 mg once a day, and then Riluzole 50 mg every
12 howrs. Further review revealed an order to
begin Nuedexta - Dextromethorphan/Quinidine (a
medication used to treat pseudobulbar affect
disordar) 20 mg/10 mg every day for seven days,
and then Nuedexta 20 mg/10 mg avery 12 hours.

Review of a physician's order dated 12/11/15
revealed an order to begin Baclofen (medication
used to treat muscle spasms) 20 mg at bedtime
for four days, then Baclofen 20 mg twice a day for
four days, then Baclofen 20 mg three times a day
for four days, and then Baclofen 20 mg four times
a day. Further review reveated to start the
Baclofen 20 mg ene week from other
medications.

Review of a Medication Administration Record
{MAR) dated December 2015 revealed the facllity
begen administering the ordered Baclofen on
12/11/15 and failed to hold the medication for one
week as orderad by the physician.

Interview with the Unit Manager, Licensed
Practical Nurse (LPN) #1, on 12/30/15 at 6:00
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Any issues identified will be
corrected immediately with physician
notification.

3. All new orders will be validated in
clinical meeting by the Director of
Nursing and/or Unit Managers
Monday-Friday to ensure no issues
related to transcribing, entering in the
electronic medical record and start
dates on an ongoing basis with a
begin date of 01/6/16. Any issues
identified will be corrected with MD
notification. A new process will be
implemented that all new orders
written with medication changes in a
shift will be validated by the
oncoming nurse in the Electronic
Medical Record to ensure correct
dates and order is per written request.
All licensed staff will be educated by
the Education Training Director on
this new process by 01/31/16,
Licensed staff will be re-educated by
Education Training Director on
importance of transcribing orders per
physician direction, entering the start
dates in the electronic medical record
correctly and ensuring order follows
physician direction by 01/31/16.
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The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed to
ensure services were provided in accordance
with each resident's care plan for one (1) of threa
(3) sampled residents (Resident #2). Review of
the care plan for Resident #2 revealed
interventions related to the resident’s agitation to
administer medication as ordered and to attempt
medication administration three (3) times prior to
desisting. However, review of the Medication
Administration Record (MAR) for December 2015
revealed twenty (20) doses of Xanax (narcotic
medication for anxiety) was not administered to
Resident #2 with no evidence the resident was
offered the medication three (3) times prior to

Director, Dietary Manager will
review all audit findings and revise
current plan at least monthly
beginning January 2016 and ongoing
until issue is resolved or satisfactory.

5. Date of Compliance: 02/05/16
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the order into the computer system, LPN #1 linical review t that
stated she forgot to change the start date for the c i ki v o Tnsur; ha process
Baclofen from 12/11/15 to 12/18/15 as ordered by 15 working correctly and that
the physician. physician's orders are being entered
per the physician direction in the
interview with the Director of Nursing (DON) on Electronic Medical Record with the
12/30/15 at 6:17 PM, revealed the facility held a correct start dates.
Clinical Meeting each morning Monday through
Friday {o verify the accuracy of the transcription of .
all new orders. The DON stated the Baclofen 4. The Quality Assurance Team
order was "just overlooked.” consisting of at least the
F 282 | 483.20(k)(3)(li) SERVICES BY QUALIFIED F282| Administrator, Medical Director,
55=p | PERSONS/PER CARE PLAN Director of Nursing, Social Services
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documenting the medication was refused by the
resident.

The findings include:

Interview with the Administrator on 12/30/15 at
4:30 PM revealed the facility did not have a policy
ragarding following the care plan. The
Administrator stated staff was expected te follow
the guidelines for following the care plan per the
Resident Assessment Instrument (RA!) Manuai.

Record review revealed the facility admitted
Resident #2 on 02/22/14 with diagnoses that
included Severe Intellectual Disabilities,
Schizophrenia, Major Depression, and Anxiety,

Review of a quarterly Minimum Data Set (MDS)
assessment dated 12/15/15 revealed the facility
assessed Resident #2's cognition as severely
impaired with a Brief Interview for Mental Status
(BIMS) score "not assessed” Indicating Residant
#1 was not interviewable,

Review of the Comprehensive Care Plan, revised
on 12/158/15, revealed Resident #2 had behaviors
related to agitation, was combative, and refused
medication. Further review revealed
Interventions that Included: administer
medications as ordered by the physician and
atternpt medication administration three times
prior to desisting.

Review of Resident #2's monthly physician's
orders for December 2015 revealed an order for
Xanax {narcotic medication for anxiety} 1
milligram {mg) three times a day.

Review of the Medication Administration Recard

F282

1. Resident #2 care plan was
reviewed and updated by IDT Team
(consisting of Administrator, Medical
Director, Director of Nursing, Social
Services Director, Dietary Manager)
on 12/31/15 to validate plan of care
related to refusal of medication was
individualized and met resident goals.
MD and Family were aware of
resident’s refusal of medication prior
to survey. Resident #2 had no adverse
cffects related to alleged deficient
practice,

2. Unit Managers were educated by
Administrator and Director of
Nursing on 01/06/16 on review of
care plan, individualizing a care plan
and refusal of medication. Unit
Managers observed 5 Nurses/KMA
giving medication and following plan
of care related to refusal of
medication and appropriate actions
per the care plan to identify if there
were any other issues reiated to not
following the plan of care when a
resident refuses medication. No
issues were identified. Completion
date 1/06/16
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{MAR) from December 2015 revealed tha
physiclan ordered Xanax was scheduled for 6:00
AM, 2:00 PM, and 10.00 PM. Further review of
the MAR revealed Certified Medication Aide
(CMA)} #1 documented "N" indicating the
medication was not administered on 12/16/15 and
on 12/18/15 at 2:00 PM, 12/20/15 at 10:00 PM,
and 12/21/15 through 12/27/15 at 2:00 PM.
There was no documented evidence Resident #1
was offered the medication three times per the
Comprehensive Care Plan before the medication
was documented as "not administered."

Review of the Medication Administration Notes
revealsd documentation by the CMA that the
physician ordered Xanax was “refused by
resident" on 12/16/15 and on 12/19/15 at 2:00
PM, 12/20/15 at 10.00 PM, and 12/21/15 through
12127115 at 2:00 PM, for a total of 20 doses of the
madication. There was no documented evidence
Resident #t was offered the medication three
fimes per the Comprehensive Care Plan before
the medication was documented as "refused.”

Observations on 12/209/15 at 10:15 AM, 12:47
PM, and 1:30 PM, revealed Resident #1 was in
histher bed. Further observation ravealed
Resident #1 was yelling and cursing.

Interview with CMA #1 on 12/29/15 at 2:43 PM,
revealed she was aware of Resident #2's care
plan interventions to offer refused medication
three times before desisting. CMA #1 stated that
Resident #2 rafused his/her medication frequently
and stated she did not always offer the
medication three times per the interventions on
the care plan,

Interview with the Director of Nursing {DON) on
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F 282 | Continued From page 4 F 282 3. Licensed staff will be re-educated

on following plan of care for
residents related to refusal of
medication, where on the care plan
the interventions are located and
when to notify the MD for refusal of
medication by Education Training
Director by 01/31/16. IDT Team will
audit 5 care plans a week for 4 weeks
to ensure that care plan for refusal of
medication is individualized and that
the services provided are in
accordance with the resident’s written
plan of care. Audit to begin week of
01/18/16. Any discrepancies
identified will be corrected
immediately.

4. The Quality Assurance Team
consisting of at least the
Administrator, Medical Director,
Director of Nursing, Social Services
Director, Dietary Manager will
review all audit findings and revise
current plan at least monthly
beginning January 2016 and ongoing
until issue is resolved or satisfactory.

5. Date of Compliance: 02/05/16
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed to
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care for one (1) of three (3} sampled
residents (Resident #2). Review of the
December 2015 Medication Administration
Record (MAR) revesled 20 doses of Xanax
(narcotic medication for anxiety) were not
administered to Resident #2 according to the plan
of care,

The findings include:

Review of the facility policy and procedure titled
"Medication Administration," revealed

Director, Dietary Manager) on
12/31/15 1o validate plan of care
related to refusal of medication was
individualized and met resident goals.
MD and Family were aware of
resident’s refusal of medication prior
to survey. Resident #2 had no adverse
effects related to alleged deficient
practice.

2. Unit Managers were educated by
Administrator and Director of
Nursing on 01/06/16 on review of
care plan, individualizing a care plan
and refusal of medication. Unit
Managers observed 5 Nurses/KMA
giving medication and following plan
of care related to refusal of
medication and appropriate actions
per the care plan to identify if there
were any other issues related to not
following the plan of care when a
resident refuses medication. No
issues were identificd. Completion
date 1/06/16

3. Licensed staff will be re-educated on
following plan of carc for residenis
related to refusal of medication, where on
the care plan the imerventions are located
and when to notify the MD for refusal of
medication by Education Training
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medications were administered in accordance
with written arders of the prescriber. Further
review of the policy revealed if a medication was
refused by a resident an explanatory note was
entered on the reverse side of the record
pravided for PRN (as needed) documentation.

Record review revealed the facility admitted
Resident #2 on 02/22/14 with diagnoses that
included Severe Intellectual Disabilities,
Schizephrenia, Major Depression, and Anxiety.

Review of a quarterly Minimum Data Set (MDS)
assessment daled 12/15/15 ravealed the facility
assessed Resident #2's cognition as severely
impaired with a Brisf Interview for Mental Status
(BIMS) score "not assessed” indicating Resident
#2 was not interviewable,

Review of a Comprehensive Care Plan revised
on 12(19/15 revealed Resident #2 had behaviors
of agitation, was combative, and refused
medication. Further review revealed
intarventions that included: administer
medications as arderad by the physician and
attempt medication administration three times
prior to desisting.

Review of Resident #2's monthly physician's
orders for Decemnber 2015 revealed an order for
Xanax (narcotic medication for anxiety) 1
milligram (mg} three times a day.

Review of the December 2015 Medication
Administration Record (MAR) revealed the
physician ordered Xanax was scheduled for 8:00
AM, 2:00 PM, and 10:00 PM. Furher review of
the MAR revealed Certified Medication Aide
(CMA) #1 documented "N" (Not Administered) an

week for 4 weeks to ensure that care
plan for refusal of medication is
individualized and that the services
provided are in accordance with the
resident’s written plan of care. Audit
to begin week of 01/18/16. Any
discrepancies identified will be
corrected immediately,

4. The Quality Assurance Team
consisting of at [east the
Administrator, Medical Director,
Director of Nursing, Social Services
Director, Dietary Manager and
Maintenance Supervisor will review
all audit findings and revise current
plan at least monthly beginning
January 2016 and ongoing until issue
is resolved or satisfactory.

Date of Compliance: 02/05/16
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12/1815 and on 12/19/15 at 2:00 PM, 12/20/15 at
10:00 PM, and 12/21/15 through 12/27/15 at 2:00
PM. There was no documented evidence
Resident #2 was offered the medication three
limes per the Comprehensive Care Plan before
the medication was documented as "not
administered.”

Review of the Medicatiort Administration Notes
revealed documentation by the CMA that the
physician ordered Xanax was "refused by
rasident” on 12/16/15 and on 12/19/15 at 2:00
PM, 12/20/15 at 10:00 PM, and 12/21/15 through
12/27115 at 2:00 PM, for a total of 20 doses of the
medication. There was no documented evidence
Resident #2 was offered the medication three
times per the Comprehensive Care Pian before
the medication was documented as "refused."

Observations on 12/29/15 at 10:15 AM, 12:47
PM, and 1:30 PM, revealed Resident #2 was in
histher bed. Further observation revealed
Resident #2 was yelling and cursing.

Interview with CMA #1 on 12/29/15 at 2:43 PM,
revealed she was aware of Resident #2's care
plan interventions to offer refused medication
three times before desisting. CMA #1 stated that
Resident #2 refused hisfher medication frequently
and stated she did not always offer the
medication three times per the interventions on
the cara plan.

Interview with the Direclor of Nursing (DON) on
12/30M15 at 6:17 PM revealed sha expected the
staff to follow the care plan. The DON stated the
CMA should have gotten another staff member to
attemnpt to administer the medication.
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LE prescribed per physicians orders.
Statement of Deficiencies stated
The facility must maintain clinical records an each this was a CMA, however stafl
resident in accordance with accepted professional member was RN. Resident #1
standards and practices that are complate; had no adverse effects of
accurately documented; readily accessible; and alleged deficient practice.
sysiematically organized. Medical Director notified hy
Director of Nursing 12/30/15
The clinical record must contain sufficient with no new orders received,
information to identify the resident; a record of the )
resident's assessments; the plan of care and 2. Unit Managers were re-
services provided; the results of any educated on how 1o validate the
preadmission screening conducted by the Stale; Medication Administration
and progress notes. record against thg telephone '
order, how o audit the Narcotic
Log for signature and quantity
by Administrator and the
Director of Nursing on 12/30/15
_ prior to survey exit. Unit
This REQUIREMENT s not met as evidenced Managers and Director of
by: Nursing completed a one timne
Based on interview, record review, and review of audit of all residents in the
the facility poficy and procedure it was determined facility receiving PRN narcotic
the facility failed to ensure clinical records were medication and PRN anti-
maintained in accordance with eccepted anxiety medication to identify if
professional standards as complete and there were any issues with any
accurately documented for one (1) of three (3} other resident that did not have
sampled residents (Resident #1) Review of the a signed Narcotic Log or
Medication Administration Record for Resident #1 Medication Administration
revealed the facility failed to document Record.
medication that was administered fo the resident
on 110515,
The findings include:
Interview with the Administrator on 12/30/15 at
5.30 PM revealed the facility did not have a palicy
and procedure that addressed accuracy of
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) Completion date 01/06/16
Review of the facility's policy and procedure titled . .
"Medication Administration,” dated December 3. Licensed staff will be re-
2012, revealed the staff member who educated to ensure that all
administered medication would immediately narcotics are signed out with
record the administration on the resident's MAR quantity and signature as
immediately following the medication they are dispensed and to
administration. Furiher review revealed in no ensure that medication
case shouid the individual who administered a administration record is
medication report off duty without first recording completed to validate that
the administration of any medication. medication was given by the
Education Training Director.
Record review revealed the facility admitted Completion date 01/06/16.
Resident #1 on 09/29/15 with diagnoses including Unit Managers will
Amyotraphic Laterat Sclerosis (ALS), Anxiety, randomly audit 10 PRN
Hypertension, and Gastroesophageal Refux Narcatic/Anti-anxiety
Disease (GERD). medications weekly for 4
Review of a physician's order dated 09/29/15 ;::l‘stf" f:s‘l’:’c‘hrf;c Cand
revealed Resident #1 was ordered Xanax M ° _":. § 15 correct an
! o edication Administration
{Narcotic medication for anxiety) 0.5 milligram . .
(mg), three times a day. recgrd is complete. Audit to
begin week of 01/18/16.
Review of a physician's order dated 10/07/15 Any staff member 'de""ﬁe.d
revealed Resident #1 was ordered Xanax 0.5 mg of not following process will
at night as needed for anxiety. be re-educated by Unit
Managers, Director of
Review of a Narcotic Record dated 10/19/15 Nursing or Education
revealed Resident #1 was administered Xanax Training Director one on one.
0.5 mg on 11/05/15 at 1:00 AM. Further review Director of Nursing will
revealed there was no signature in the Nurse's validate weekly that all
Signature area for that dose. Narcotic records and
Medication administration
Review of a Medication Administration Record tecords are correct on an
{MAR) for November 2015 revealed no ongoing basis.
documented evidence Resident #1 received an
as needed dose of the Xanax on 11/05/15.
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Interview with Certified Medication Alde (CMA) #1
revealed she workad the night shift on 11/05/15
and was the staff parson who signed out the
medication, CMA #1 stated she just forgol to
initial the MAR and sign the Narcotic Record.
CMA #1 stated she knew that was the facility's
policy and stated she just got busy and forgot to
sign it.

Interview with the Director of Nursing (DON) on
12/30/15 at 8:17 PM revealed it was her
expectation for staff to sign all narcotics out per
the policy and procadure. Further interview
revealed the MAR should have been initialed as
well for any medication that was administerad by
the person who administered the medication.
The DON stated she does “spol checks” on the
MARs and Narcotic Records to ensure accuracy
and completeness and stated she was not sure if
the particular Narcotic Record had been reviewad
yet

Monday-Friday that all Narcotic
records and Medication
administration sheets are correct
on an ongoing basis. Review of
Narcotic records will be
discussed ongoing in the Quality
Assurance Meeting, Audit to
begin week of 01/18/16

4.  The Quality Assurance
Team consisting of at lcast
the Administrator, Medical
Director, Director of
Nursing, Social Services
Director, Dietary Manager
and Maintenance Supervisor
will review all audit findings
and revise current plan at
least monthly beginning
Jenuary 2016 and ongoing
until issue is resolved or
satisfactory. Review of
Narcotic records will be
discussed ongoing in the
Quality Assurance Meeting,

5. Compliance date 02/05/16
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