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The facifity must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by

Based on interview, it was determined the facility
failed to have an effective system in place to
ensure the correct records were sent to the
hospital for one (1) of five (5) Sampled Residents,
Resident #1. The facility sent Resident #2's
Medication Administration Record (MAR) with
' Resident #1 to the hospital and this went
undetected until the family member alerted the
hospital.

The findings include:

deficiency cited by the regulatory’
agency of the Commonwealth of -
Kentucky. ’

Completion Date: 2/9/2015

F 514 ' }
On 1/04/2015 when the receiving l
hospital notified the facility that ’
they had received the wrong
MAR for resident #1 the facility
located the correct MAR and sent

resident #1°s MAR to the
receiving hospital. I

{

I
All discharges from the facility in

the last 90 days were reviewed by

the Director of Nursing, 1
Administrator, Assistant Director |
of Nursing or Medical Records |
Director to ensure that no other ]
incorrect records were sent to the |
hospital. 5

i
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The facility did not provide a policy on sending the
correct records fo other healthcare facilities.

Interview with Family Member #1, on 01/13/15 at
4:15 PM, revealed she informed the hospital on
the day of the resident's admission, 01/04/15,
they had Resident #2's MAR and not Resident
#1's. Family Member #1 stated a doctor at the
hospital told her Resident #1 gave him and EMS
the incorrect information. Family Member #1 toid
the doctor the medical information that he was
given was from the facility. Family Member #1
stated the medical information, MAR, that was
provided was for Resident #2 and not Resident
#1. The hospital then contacted the facility and
the facility sent Resident #1's correct MAR.

Interview with LPN #1, on 01/13/16 at 3:15 PM,
revealed she verified Resident #1's clinical
information and contact information on the
computer. LPN #1 stated she knew she had the
correct resident information pulled up on the
computer due to calling and talking to the
resident's daughter on the phone to inform her
the facility was sending her mother fo the
hospital. LPN #1 stated she then pulied up the
MAR on the computer for Resident #1 and then
hit the print button. LPN #1 stated she did not
re-verify by looking at the MAR after she printed
the MAR or before she handed it to EMS. LPN #1
stated she thought she printed the MAR for
Resident #1, but she did not. LPN #1 stated she
made a mistake and she should have re-verified
the MAR after she printed it.

Interview with the Director Of Nursing (DON), on
01/13/15 at 2:55 PM, revealed Licensed Practical

Nurse (LPN} #1 called her to inform her that she

“beginning on 1/25/15 that a
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Starting on 01/25/2015 any time a
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resident is sent out of the facility
to another healthcare provider a
nurse other than the resident’s
primary nurse will re—\}erify the
information sent to the alternate
healthcare provider. Both nurses
will sign off that they have
verified that the information
contained in the resident’s
medical information packet is the
proper paperwork belonging to
the correct resident.
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Education was initiated on
1/20/15 for all Licensed Nurses
by the Director of Nursing,
Assistant Director of Nursing or
Administrator regarding the
importance of verifying and re-
verifyirig resident medical

information prior to releasing
information to other healthcare
providers. Education was initiated
on 1/20/15 by the Director of
Nursing, Assistant Director of
Nursing or Administrator on the lll
system change that will take place ;

second nurse within the facility
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sent Resident #2's MAR with Resident #1 to the
hospital in error. The DON stated LPN #1 told her
she did not re-verify the MAR after she printed it
or before she handed it to the Emergency
Medical Services (EMS).

information packet prior to the
resident discharge to ensure that
the proper paperwork belonging
to the correct resident is sent.
They will both sign off on the
packet and a copy will be given to
the Director of Nursing.
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4. A copy of the resident medical
information packet will be given
to the Director of Nursing after
each discharge who will audit the
information for verification
accuracy. The Director of nursing
will verify all transfer packets for
the next 4 weeks, then will verify
3 transfer packets for the next 4
weeks, and then will verify |
transfer packet for the finial 4
weeks. All results will be taken
to the QAPI committee and the
audits will be increased if needed. |
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{F 000} INITIAL COMMENTS {F 000}
Based upon implementation of the acceptable
POC, the facility was deemed to be in
compliance, 02/09/15 as alleged.
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