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An Abbreviated Survey investigating Complaints
Y2202, #KY22894 and #KY22920 was
conductad on 03/04/15 through 03/09/15. !
#1Y22923 was substantiated with related
deficlencies, #KY22920 was unsubslantialed with
unrelated deficiencles and #KY22894 was
unsubstantiated with no deficiencies. The highest
Scope and Severity was a "D"

F 281 483.20{k)(3)i) SERVICES PROVIDED MEET

s5=p PROFESSIONAL STANDARDS

The services provided or arranged by the facility
- must meet professional standards af quality.

Ihls REQUIREMENT |s not met as evidenced !
¥
Based on interviaw, record review, facility policy
review, and review of lhe Kentucky Board of
Nursing Advisory Opinlon Statement (AQS) #14, it!
was determined the facllity failed to follow
professional standards of practice and facility i
policy related to medication administralion for one :
{1)of nine (8) sampled residents (Resident# 1),

Registered Nurse (RN)#t administered Norco
(narcotic pain medication) 6-325 milligrams (mg)
to Resident #1 on 03/04/15 at 6:00 PM withouta |
physician’s order to administer the medication at
that time and failed lo document the accurate

time the medication was administared, the reason i
for the administration of the medication and the .
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This Pian of Correction is the center's credible ollegation of compliarce.

Preparatian oncl/er execution af this plan of correction
does not constitute admissian or ogreement by the provider of the
truth of the focts aleged of conciusions set forth in the stotement of
deficiencles. The pian of coerection ls prepared ondfor executed salely
betouse it s required by the pravisians of the federol and state low.

£ 281 483, 20{K)(3}(% SERVICES PROVIDED MEET PROFESSIONAL
STANDARDS
F281
1. Resident #1 ne longar resides In tha facliity. On
3/9/2015 RN #1 recelved disciplinary actlon and verbal
counseling by the DON concernlng how to foliow
physician orders and properly adminlster medization,
RN #1 was removed from the floar to be retrained, She
} complated her revised skills competency education
l: and check off list on 3/24/2015, The Physician was
made awarc on 3/6/2015 by the DON,

2,  An audit of medicatlon documentation was completed
on 3/25/2025 by the DON and her designee to
determnine if any other resldents had been affected.

3, Re-education was compieted by the Staff Development
Coordinator ($DC) on 4/1/2015 with lleensed nurses 10
“Eollow and Werk within the Scope of thelr Practica®,
#pecurate Medicatian Administration”, “Proper
pocumentation of Med Pass”, and *Fellew-Up
Documentatian on the Effectiveness of Medication.”
The Compatency check list was revised 3/10/2015 and
initiated for newly hired licensed nurses o ensure they
know how to administer medications appropriately

Any deliclaricy slatement ending an osterisk (*)

results. and document.
The findings include: :
Review of the Kentucky Board of Nursing AOS E
(AERATORY DIREGTORS OR PROVIDERISUPPLIER REPRESENTATIVES § NATL TME L/ [FOLI
' ' /7 005

tes & deficiency which tha inaitulion may be excused from comaciing providing it Is datermined (hat

pther safeguards gravide sufliclent protection te the patients. (See Instructions.) Except for mursing homes, the lindings stated ahove are dlaciogable 20 doys
following the date of survay whelhat or nat a pisn of carection I8 provided. For nursing homes, tha above findings and pians of correction ar disclosable 14
days lollowing the date these documents are mads avaltable to the facilty. if dafciencies are cited, an approved plan of comection 15 requisha to continuad

program partictpation.
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#14, last revised October 2014, revealed
licensed stafl should prepare and administer
medication In the prescribed dosage, route, and
frequency as ordered and decument on the MAR
immediately afier giving a medicatian.

Review of the facility’s policy titied, "Medication
Administration®, dated January 2014, ravealed
unlass otherwise specifiad by the prascriber,
routine medications shoutd be administered
according to the established medication
administration schedule for the nursing care
center, if a dose of regularly scheduled
medication was withheld, refused or given at
other than the scheduled time, the space
provided on the frant of tha Medication
Adminisiration Record (MAR) for that medication
administration should be inilialed and circled.
Medications should be administered in
accordance with written orders of the prescriber.
When a medicalion was glven as an as neaded
(PRN) dose, decumentation should include
complalnis or symptoms for which the medication
was given, resulls achleved from giving the dose
and the lima resulls wers noled.

Record review revezled the facliity readmitied
Resident #1 on 01/27/15 with diagnoses which
included Chronic Raspiratory Failure, Chronic
Pain, Chronic Kidney Diseasa, Arthritis, Dlabetes,
and Deap Vein Thrambasis of Lower Extremities.

Review of the March 2015 Physiclan’s Orders
revesled lo administer Norco 5-325 mg three
times a day (TID).

Review of March 2015 Medication Adminisiration
Record {MAR) revealed Norco 5-325 mg was 10

be administered at 6:00 AM, 2:00 PM, and 10:00

{X4) 0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION s
png’m {EACH DEFICIENCY MUST BE PRECEDED BY FULL {EACH CORRECTIVE AGTION SHOULD BE
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F 281 | Continued From page 1 F 281

i '. QAP forms titled *Review of Madication Pass” and
“Pain Management-Chronic Care Residents” will be

conducted by the DON, ADONS, $DC and designee
weekly for four weeks then monthly for two menths
with results presented In GAPI for tracking and
trending and further recommaendations. The Audits
were to ensure the licensad nurses and CMTs wera
Biving raedication consistent with the physiclan arder,
the medicatlons were glven within at 1east 50 minutes
before or after scheduled time and documented as
tuch, medications were given by a quallfied individual,
the raason and the results of the paln medication are
being documented on pain flow sheets, the care plan
inchudes non-pharmacological as well as
pharmacological interventions, QAP! meetings will be
held weekly till ssue is resolved. QAP members
consist of tha Medlcal Director, NHA, DON, ADONS,
Unit Manager, RT (Resp. Therapist), RD (Reg. Dletician),
SOC {Staff Dovelopment Cocrdinator), MDS
Coordinators., Admission Coardinatar, Chaplin, S50
{Sacial Service Diractors), HR {Human Resourcas
Director), Q of L Dir. {Quality of Life Director}. The NHA
or DON may ask CNAs of others to paul.clpate i the
need arises.

Completion Date 4/2/2015

Hialie
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Continued From page 2

PM datly. Further review revealed tha Norco was
initialed as administered on 03/04/15 at 10:00
PM: however, review of the Controlied Drug
Record revealed the Norco was sighed out by
Registered Nurse {RN)#1 at 6:00 PMon
03/04115.

Review of the Nursing Notes, dated 03/04/15,
and further review of the March 2015 MAR,
revealad there was no documentation of Norco
being administered at §;00 PM, or documentation
of why the Norco was administerad at an eariler
lime and the resulls . In addition, review of the
Physician's Orders ravealed there was no order
1o administer the meadication at an sarller time,
Further review of the Nursing Notes, revealed
Resident #1 was found expired on 03/04/15 at
9:50 PM when RN #1 went into the resident's
reom o do an accucheck (check blood sugar).

Interview with RN #1, on 03/08/15 at 5:33 PM,
revealed she did not know how to change the
time {override computer set times) to be able o
document the lime sha aclually gava the pain
medication. RN #1 stated it was an omission an
her part not to have called the physician and she
knew It was not in her scopa of practice to
administer medication without an order but did so
anyway. RN #1 revealed she did not go back into
the room ia reassess the resident's pain afler
adminislering (he Norco at 8:00 PM. RN #1
stated she had only worked at this facility for
about ans (1) month,

Interview with the Direclor of Nursing (DON), on
03/9/15 at 8:40 AM, revealed she would have
expected RN #1 to know how o chart the correct
time of medicaticn in the computar, to call the

physician if the medication needed to be

F 281
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! adminisiered at an earller tima than ordered and
to charl what was done in the Nurse's Notes.
F 282 483.20{k)(3)(il) SERVICES BY QUALIFIED F 282

ss=p' PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified pergons in
accordance with aach resident's written plan of
care.

This REQUIREMENT Is ot met as evidenced

Based on Interview, record review and facility
policy review, It was determined the facility failed
to provide care in accordance with the written
plan of care for one {1) of nine (9) sampled
residents (Resident #1).

Resident #1 was care planned for Pain with
interventions to administer medicatlon as ordered
and to monitor for the effectiveness and any side
effects of the medication, Howaver, on 03/04/15
al 5:00 PM, Registerad Nurse {RN) #
administered Norco (narcatic paln medication)
5-325 milligrams (mg) withoul a physician's order
to administer at that time and falled ta monilor for
the effectivanass of tha medication per the
resident's care plan.

The findings Include:

Review of the facility policy titled,
“Comprahansive Care Plans”, dated October
2010, revealed each resident’s comprehensive
care plan was designed to identify the
professionat services thal are responsible for
each element of care, and reflect currently

F 262 483.20{K){3)(11) SERVICES BY QUALIFIED PERSONS/PER CARE
PLAN

1. Resident 1 no longer resides in the facility. On

© 3/9/2015 AN #1 received disciplinary action and verbal
counseling by the DON conceraing how o fallow
physician arders, properly administer medication, and
Joliowing the plan of care. RN #1was ramoved from
the floor to be retrained. She completed har revised
skills competency education and check off list on
3/24/2015.

2. Anaudit of residents on PRN pain medication was
conducted by DON/Designee {0 datermine If residents
have been rc-assessed for effectiveness of PAN paln
medication and i med given as ordered, This audit
was completed on 3/25/2015.

3. Re-gducation was conducted and completed by the
50C/Dasignee on 4/1/2015 o ficensed nurses on
*Eollowlng the Plan of Care for Administering Meds as
Qrdered”.
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racognized slandards of practice for problem
areas and conditions. Tha resident's Physiclan is
integrat 1o the Intardisciplinary Process of the
Care Plan. 4. OAP! forms titled "Review of Medication Pass® and
*pain Management-Chronic Care Residents” will be
Record review ravealed tha facllity readmitied cenducted by the DON, ADONS, SDC and designee
Resident #1 on 01/2715 with disgnosas which weekly for four waeks then menthly for iwo manths
included Deep Vein Thrombosis (DVT), Chronic with results prasentad in QAP) for tracking and
Pain, Chronic Kidney Dizsease {(CKD), Arthritls, trending and further recommendations. The Audks
Chronic Respiratory Failure, and Pressure Ulcer. were to ensure the licansed nurses and CMTs were
(] dicati 1 ith the physiet b
Ao of Raider 1 Comrshense Car .
Plan for pain, dal 2/04/15, reveale before or after scheduled time and dacumented as
r;zr‘::'?ﬁ:fl;or :gg?ﬁ?&e:ﬂtnpm;?:m such, medications were given by a qualified individual,
tha reaseon and the results of the pain madication are
side effects from medication. belng documented on pain flow sheets, the care plan
Review of the Msrch 2015 Physlclan's Orders includes non-pharmacological as wall as
revealed 1o administer Norco 5-325 mg. per pharmacological interventions. QAP meetings will be
gastrostamy {uba (GT) three (3} times a day held weekly till 1ssug is resolved, QAPI members
D). consist of the Medical Director, NHA, DON, ADONs,
(TiD) Unit Manager, AT [Resp. Tharapist), RD {Reg. Dleticlan),
Review of the March 2015 Medication 50€ {Staff Development Coordinator}, MDS
Administration Record (MAR) ravealed Coordinators., Admission Coordinator, Chaplin, 55D
Norco{pain medication) was given at 10:00 PM; (Soclal Service Directors), HR {Human Resources
however, review of the Controlled Drug Record Diractor), & of L Dir. (Quality of Life Director). The NHA
revealed the Norco was signed oul by Registered or DON may ask CNAs or others 1o participate If the
Nurse (RN} #1 at 6:00 PM on 03/04/15. need arises,
Further reviaw of the March 2015 MAR and 5. Completion Date 4/2/2015
Nursing Notes for 03/04/14, revealed thera was
no documented evidence the nurse monitored for
the effecliveness of the medication,
Interview wilh RN #1, on 03/08/15 at 6:33 PM, 4] 3{ 15
revealed she administered the Norco to Resident
#1 at 8:00 PM for pain because the resident was
groaning. RN #1 stated she did not call the
resident's physician to obtaln an order to
FORM CMS.2567(02:99) Previcus Versions Chsolale Eveon) 1D: KPESYY Faelity 10: 100410 If continuation sheat Page 5 of 15
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administer the Norco early {ordered for 10:00 PM)
because she was behind and did not know how to
voverride” e computer to set the time she
actually administered the medication, so sha
documented she administerad R at 10:00 PM.

RN #1 siated she did not go back in the resident's
room (o reassess the resident’s pain lavel after
administering the Norco.

(nterview, on 03/08/15 at 9:02 AM with Licensed
Praclical Nurse (LPN}) #4, revesied If a resident
was assessed as having pain, the nurss should
chack the MAR te sea when the fast medication
was administered for pain and if it had been long
enough, then administer the pain medicatian.
LEN #4 stated the nurse should then go back
thicty (30) minules later to reassess the resident's
pain level. LPN #4 revealed the nurse should
chart in the Nurse's Notes and on MAR n the
computer the ime tha medication was
administered and the results. LPN #4 stated a
nurse has to have a physiclan’s order {0
administer @ rouline madication at an earllar time
and the nurse should follow the care plan for
pain.

Interview with RN #2, on 03/07/15 at 10:30 AM,
ravealed If a resident was medicated for pain, the
nurse should reassess Lhe rasident’s pain level
after about forty five {45) minutes and document
this on the MAR. RN #2 slated the nurse should
alsa document In the nurse's notes before ard
after pain medication was administered. RN #2
reveated the nurse should follow the resldent’s
care plan for pain,

Interview with the Director of Nursing, on
03/00/15 at at 8:40 AM, revealed she expacled
the nurses to follow the care plan.
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£ 323 | 483.25(h) FREE OF ACCIDENT F 323
58=D HAZARDSISUPERVISION/DEVICES
The facility must ensura that the raaident
O T A aracvor F 324 M6 FRSS OF ACCIERT
ole; HAZARDS/SUPERVIS
adequate supervision and assistance devices to ) B e
prevent accldents. 1. The firo department came to the facility on
3/4/2015 and gave the all clear for the flash fire
that ocewrred a few minutes prior. Staff and
construction workers recetved education on the
This REQUIREMENT is not met as evidenced L UL KU G L
by: 4/1/2015.
Based on observation, interview, and review of S )
the facility’s policy, it was determinad the facllity , era ware nd rasidants in or near the Iohby at
failed to ensure the environment remained as the time of the incident. The fire was ¢leared by
ires of accident hazards as was possible for the fire department at 4:45pm an 3/4/2015.
residents. Safaty Meetings are held monthly to discuss any
previous incidents or potential accidents or
Otservation on 03/04/15 a1 4:20 PM, revealed a hazards. The results of this meeting are
consiruction taam was remodeling an area In the presented to lhe GAPI commitiee. The Safety
front lobby of the building when an "arc fire Committee members include the SDC (Staff
flashed out of 2 wall receptacie”, The {ire was Development Cocrdinatar), Maintenance
immediately extinguished with a fire extinguisher Director, HR {Human Resources Director), ESD
and then 914 was called; however, staff failed to {Environmental Services Director}, DM {Dietary
pufi the fire alarm pricr to abtalning the Manager), ADONs and Unit Mangers.
extinguisher per the faclity's policy preventing
staff, residents and visitors from knowing about 3.  Education was completed by the Censtruction
the fire. This resulted in the fire daors not belng Crew Leader to the construction workers on the
activated which placed residents at risk shoutd Fire Policy inclutling RACE and PASS an 3/6/201S,
the fire spread throughout the lobby before the €ducatlon was given by the 50C/Designee on the
fica depariment could respond fo the 911 call. Fire Palicy including RACE and PASS to all stalf.
This educat| leted .
Reviaw of the facility's Census and Condition G B 2o
Form, dated 04/04/15, revealed of the facility's
129 residents eightesn (18) were bedfast,
sixty-nine {68) were in a chair ali o most of the
time, and twe (2) were physically restrained.
FORM CMS-2567(02-98) Previous Varslons Qbsolsls Evart ID:KP3811 Facitity 10: 100410 1f continustion sthest Pepe 70118
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The findings include:

Review of the facility's policy tited, "Life Safety
Code NFPA 101. Section 3104.2", Plant
Operations Pollcy and Procedure Manual,
Dlsaster Preparedness/ Fire Plan, dated January
2005, revaaled, the parson discovering ihe fire
should yell "coda red" and give the lacation of the
fire three (3) times. 1. Remove any residents
from the danger area and close the doors and
windows. 2. Page out the cade adopted by the
facifity : "Code Red" threa times. 3. Hthe alarm
has nat been activated, the person discovering
the fire must pull the nearest fire alarm and return
with the portabte fire extinguisher. 4. Any person
In the Immediate area of the fire must Inveslgate
the area and raport findings back ta the person in
charge. 5. All staff members will report fo the fire
alarm panel far avacuation Insructions from the
person In charge.

Review of the facility's plan tiled RA.CE. -
Rescue or Remave-Alarm-Conlain-Extinguish or
Evacuate.

Obsarvation on 03/03/15 at 4:20 FPM, revealed
sevaral employeas wera running in the front
lobby. Further ohservation revealed a fine rnist
was visible In tha front labby and two (2)
construction workers were on tha floor of the
lobby with a piece of the wall bosrd in their hends.
Interview with the Mainlenance Supervisor and
Administralor at that time, revealed there had
been a small arc type fire in the front lobby,
Sutveyors could hear na audible fire alarms or
overhead page sounding in the facility or the front
lobby, and the front exlestor doot of the facility
was observed to ba propped open. Further

A SUMMARY STATEMENT OF DEFICIENCIES [[v] PROVIDER'S PLAN OF CORRECTION [+ 5]
@O0 |\ CHOEFICIENCY MUST BE PRECEOED BY FuLL PREFIX (EAGH CORRECTIVEACTION SHOLAD BE | COMAETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APP OATE
DEFICIENCY}
F 323| Continued From page 7 F 323

QAP forms titled “Fire Safecy” and “Life Sefaty
fire Inspection” will be conducted by the
$0C/malintenance Director/Designee monthly for
three months with results presentad In QAPI for
tracking and trending and further
recammendations. The audits were to ensure
that fire d1iNs are conducted and recorded onte a
month, new staff orlentation includes
fire/evacuation procedures, and duting @ drill the
staff In the Immediata areq, have appropriate
rasponsa to the “fire scenc”. QAPI meetings will
ba held weekly tillissue is resoved. QAP
members conslst af the Medical Director, NHA,
DON, ADONS, Unit Managet, RT (Resp. Theraplst},
RD [Reg. Dietician}, SDC (Staff Development
Coordinatar), MD5 Coordinators., Ademission
Coordinator, Chapiin, S5D {Social Service
Directors), HR {Human Resources Directar}, QafL
bir. {Quality of Life Director). The NHA or DON
may ask the Malntenance Diractor or others to
participate If the need arises.

Completion Date 4/2/2015
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| revealed it arced and a flame shol out, and thelr

Conlinued From page 8

abservation on 03/04/15 al 4;30 PM revealed the
fira depariment arrived at the facility to maka sure
the fire was extinguished and there was no
damage to the wall or electrical circult, Review of
the Fire Department Report, dated D3/04/15,
raveated the all dlear was given at 4:45 PM by the
fire department,

Phone interview with Construction Warker #1, on
03/D5/15 at 3:50 PM, revealed she was putting
the luan (wall board) on the wall and had to cuta
hole in the material. She stated when she
unscrewed the two {2) screws from the glectrical
receptacle and pulled oul the plug, it must have
hit the utility box and caused a spark. She

first reaction was to say flte and then someone
got the fire extinguisher. She stated someane
from the faciity sprayed it with the fire
extinguisher, but the fire was aready out. She
revealed that she was aware of the fire policy for
the facillty but doesn't know why she didn't pull
the fira alarm, She revealed there were other
employees of the facility present and they wera
the ones that gol the fira extinguisher. She stated
three {3) of the crew membars had language
barriers and would not be able to interview over
the phone.

Interview with the Malntenance Supervisor, on
03/03/15 at 4:25 PM, revealed the conslruction
worker sprayed the wall board with a spray
adhesive, then she proceeded to pull the plug
receptacle through ihe hole in the board, causing
a spari that ignited an “arc flame®lorunup a
plece of wall board. The Maintenance Supervisor
siated the fire was immediately extinguished by
the conslruciion worker, and someone then

called 911. The Maintenance Supervisor further

Fa23
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ravealed siaff did nol pull the fire alarm; and the
smoke detector In the area of the fire did not
alarm due to the mist going out the propped open
front door. The Maintenance Supsrvisor stated
someona sprayed the area with a fire
axtinguisher and that was what caused the cloudy
mist In the area.

Interview with the Administrator, an 03/04/15 at
4:25 PM, revealed {he construction crew had
been using a spray adhesive to apply wall board
to the lower portlon of the wall in the front {obby
and it caused an arc fire. She ravealed staff
sprayed the area with a fire extl nguisher and
alerted the fire depariment by calling 811,

Further interview with the Administrator by phone,
on 03/05/15 at 10:28 AM, revezled at the time of
the fire sha was working in her office (Jocated in
Ihe front lobby area) with two (2) other staff
members when she heard one of the construction
warkers yell fire, She siated she immediatety ran
out of her office into the lobby area and saw 3
construction warker with a pieca of wall board
wilh a small flame running up the board, She
revealed she immediately ran lo get the fire
extingulsher, and by the time she got back with it
ihe fire was out. She staled they sprayed the fira
extinguisher Just to make sure the fire was out.
She staled there was no smake visible from the
fire and the fire detector did not go off and she
{old the Maintenance Supervisor lo call the fire
department. She further revealed the fire alarm
did not go off and there was no smoke with tha
flame. She stated it was an Instant flame and the
mist In the lobby was from the fire extinguisher,
so they opened tha front doar. She revealed there
were no residents in the labby at the time of the
fire.
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Interview with Assistant Prcject Manager forthe |
facility, an 03/07/15 at 8:40 AM, reveaied the l
contracted construction crew was expectedto |
obey all faciiily rules and policy and procedures |
while thay were in tha facility. He stated the l
facillty had a safety maeting on the morning of |
03/04/15 ta remind everyons 10 follow the safety
rules but the fire safaty plan was not discussed.
He revealed he gave the consiruction crew a :
packet of papers to read and signwilth the fire |
rescue plan in it, and they could have asked 1
questions if needed, but he did not go over the
plan with them.

Interview with Licensed Practical Nurse (LPN) #1, .
on 03/09/15 at 11:00 AM, revealed she was }
familiar with the facility's fire plan, and thought it
was important to know for when there was a orill

or a real fire. She staled when the fire alarm goes
off, staff should go to the fire panel and the panel
will indicate the location of the fire to ensure the
safety of all the residents. She revealed If the
alarm was not pulled no one would know how to
react to the siluation and know what plan to put in
place.

Interview with LPN #2, on 3/09/15 at 11:15 AM,
revealad she was not aware of the fire in the
facility until after the fact, and stated, "l wasina
resident’s rcom” at the time of the fire. She
revealad she was famiiiar with the facllity’s fira  *
plan and feit it was imperiant to pull the fire alarm °
aven If the fire was extinguished, because there
was B possibllity the fire could Ignite again. She
stated she thought it was important to make sure
everyone in (he facllity was aware of what was
going on to ensure everyone's safety.

F 323
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Interview with Ragistered Nurse (RN) #1, on
03/09/16 at 14:10 AM, revealed she thought it
was important 1o pull the alarm when you see a
fire or suspact a fire in the faclity. She stated
when tha alarm goes off, the fire doors close

doars would not automatically close and the
antire faciliity would not be aware of the fire,

03/07/15 at 11:00 AM, revesled if atefl saw a
visibla fire, she expected them to follow the

revealed it was a part of all new employees
training during the orlantation process.

Interview with Quality Assuranca Nuree, on
03/07/45 at 9:50 AM, revealed she was In tha

area with the fire extinguisher and than cpened
the facility's potlicy related to RACE (Rescue,

would have meant she neaded help, and would
have scarad the residents.

Interview with Direclor of Nursing {DON), an
the facility's fire policy (RACE), and she was In

it contained. She revealed they yelled fire then
extinguished it cut before we could get the fire

anabling you {o keep the rasidents In a gafe erea.
She revealed I the alarm was not pulted the fire

Intarview with Staff Development Coordinator, on

RACE plan. She stated all staff were trained on

the facility's fire plan including the RACE plan on
0B/13/14 and 08/14/14, and wera given coples of
the fire plan {o attach to their name badges. She

lobby at the time of the fire, and saw thal the fire
was already extinguished when she retumed with
the fire extinguisher. She stated she sprayed the
the front door. She revealed she was aware of

Alarm, Canfine, Extingulsh) and pulling the alarm

03/07/15 at 9:45 AM, ravealed she was aware of

the front fabby al the time of the fire. She stated
it was a rapid fire and tha canstruction worker hed

F 323
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extingulsher. She stated thera was no reason to
pull the fire slarm because the fire was =0 quick
and was extinguished so fast.
Interview with the Medical Diractor, on 03/08/16
at 1:50 P\, revaaled he was not aware (here was
a fira at the facility. He stated if there was a fire in
the facliity he expected the staf to follow the fire
pratocol. He revealed If the facility had a policy in
place, it was important to follow It. He slated
pulling the fire alarm would have notified all tha
people in the facility of the fire.
F 514 | 483.75(1}(1) RES F 514
5s=0 | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE F 514 483,75{/}{4) AES RECORDS-
COMPLETE/ACCURATE/ACCESSIBLE
The facility must maimaln clinical records on each
resident in accordance with accepled professional o .
standards and practlcas that are cemplete; 1. Resident #1 no longer rasides in the facility, On
accurately documented; readily accessible; and 3/8/2015 RN #1 received disciplinary action and
systemalically organized. verbal counseling by the DON concerning how to
document paln levels prior to and after the
The clinical record must contain sufficient adminlstratien of paln medication and
information to Identify the resident; a record of the documenting the accurate time of medication
residents assessments; the plan of care and administratian. RN #1 was removed from the
services provided; the resuits of any floor te be retrained, She recelved additional
preadmission screening conductad by the State; tralning on the EZMar system, She complated her
and progress noles, revised skills competency education and check
off st on 3/24/2015.
2. An audit of medicatlon documentation was
completed on 3/25/2015 by the DON and her
This REQUIREMENT 18 not mel as evidenced designes to determine if any other residents had
0 been affected.
Based an Interview, record review, and facllity
policy review it was determined the facility failled
to ensure a clinical record was complets and
accurate for one (1) of nine{9) sampled residents
FORM CMS-2567(02:58) Praviaus Versions Gbsolete Evant 10: KP511 Facility ID; 100410 1f continuation sheet Page 130l 15
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(Resident #1), Registered Nurse (RN) #1 falled
to document Resident #1's pain level prior {0 and
after the administration of pain medication and
failed to document the accurate time the
medication was administered,

The findings include:

Review of the facility's policy titled, "Medication
Administration”, dated January 2014, revealed ifa
dose of regularly scheduled medicalion was
withheld, refused or given al olher than the
scheduled time, the space provided on the front
of tha Medlcation Administration Record (MAR})
for that medicalion administration should be
initialed and circled. When a medicatlon was
given as an as needed (PRN) dose,
documantation should include complaints or
symptama for which the medication was given,
results achieved from giving the dose and the
lime results were noted.

Record review ravealed the facily readmitted
Resident #1 on 01/27/15 with diagnoses which
included Chronie Paln, Arthritis, Chronic Kidney
Disease, Deap Veln Thrambosis of Lower
Exlremities, and Respiratory Fallure.

Review of the March 2015 MAR revealed staff
should administer Norce 5-325 mg, three times a
day at 6:00 AM, 2:00 PM and 10:00 PM. Further
review of the MAR revealed the Norco was
administered on 03/04/15 at 10:00 PM; hawever,
review of the Controlled Drug Record (Narcatic
Racord) revealed Norco 5-325 mg was signed out
al 5:00 PM by RN #1,

Review of Nurse's Notes for 03/04/15 and further
review of the MAR reveated there was no
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Development Coordinator {SDCT) on 4/1/2015
with licensed nurses on “Accurate Medication
Administration”, “Proper Documentatian of Med
Pass”, "Fallow-Up Documentation on the
Effactiveness of Medicatian” and "Pain Flow
Shests.” The Competency check list was revised
3/10/2015 and inltiated for newly hired licensed
nurses to ensurg they know how to adminlster
medications appropriately, document, and have
the capabllities to manguver through the EZMar
system.

QAPI farms titled “Review of Medication Pass”
and "Pain Management-Chronic Care Residents”
will be conducted by the DON, ADONS, S0C and
designes weckly for four weeks then monthly for
two months with rasults prasented in QAP! for
tracking and trending and further
recommendations. The Audits were to ensure the
licensed nurses and CMTs were giving medication
cansistent with the physician order, the
medications were given within at least 60
minutes befare of after scheduled time and
dotumented as such, medications were given by
a qualified individual, the reason and the rasults
of the pain medication are being documanted on
paln flaw sheets, the care plan includes non-
pharmacological as well as pharmacological
Interventions. QAPI mestings willbe held weekly
il issue is resolved. QAPI members consist of the
Medical Director, NHA, DON, ADONs, unk
Manager, RT (Resp. Tharapisth, RD (Reg.
Diatlclan), $OC (Staff Development Ceordinator),
MDS Caordinators,, Admitsion Coordlnator,
Chaplin, 55D (Sucial Setvice Directars}, HR
{Human Resources Directer), Q of L DIr. {Quality
of Life Director), The NHA or DON may ask CNAs
ot others to participate if the need afises.
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documentad avidence the Norco was

administered at 6:00 PM and no documented
evidence of Resident #1's pain tevel prior to and 5. Completion Date 4/2/2015
after the administration of the pain medication.

interview with RN #1, on 03/08/16 at 5:33 PM
ravealed sha administered Norce to Resident #1 ).{

at 8:00 PM because the resident was groaning in ’ 5
pain but documented tha medication was
administered at 10:00 PM on the MAR. RN#
stated she knew she was supposad to charl at
the lime the medication was administared but she
did not know haw fo do so on the computer. RN
#1 ravealed she did not feal she had 1o chart
about the pain medication in the nurse's notes, &8s
she had charted it on the MAR in the compulter.
RN #1 stated she did not go back into the room to
reassass the resident's pain after administering
the Norco at 8:00 PM.

Interview, on 03/077/15 at 10:55 AM with Licensed
Practical Nurse (LPN) #3, and on 03/08/15 at
9:02 AM with LPN #4, revealed the nurse should
document the resident paln lavel before and afler
the pain medicalion was administered on the
MAR and in the nurse's notes.

Intarview with RN #2, on 03/07/15 at 10:30 AM,
revealad If a resident was maedicatad for pain, the
nursa would documant the rasulls of the
medication on the MAR.

Interview, on 03/09/15 at 8:40 AM with the
Director of Nursing {DON), revealed she
expected RN#1 to document the time the pain
medication was administered and the rosults of
the pain medication an the MAR and In the
nurse's notes.
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