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ARevisit Survey was iniiated on 07/17/2024 and he im Pl%&l with
concluded on 07/19/2024. Based on
implementation of the plan of correction, it was LNSUr
determined the fadility had implemented 9‘ d“ﬂs +O su < “
comective actions to remove the imminent danger 3 h‘m. -MVgéued ang a.umh
related to the Type "A” Citat on which was cited 40 0.040«.)
related to resident medications. However, Gé
deficient practice continued for tag PO175. n e/ m(al,,y
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Administration and Operation
(9) Medical records.
(b) Each record shall include:

1 Identification information, including:

a. Resident's name;

b. Social Security, Medicars, and Medical
Assistance identification number (if appropriste),

C. Marital status;

d. Birthdate,

e Age;

f. Sex;

g. Home address;

f. Religion and personal clergyman, if any (with
consent of the resident);
i. Attending physician, health care practitioner
acting within the practitioner's scope of practice,
QMHP, dentist, and podiatrist, if any, and address
and phone number for each;

j- Next of kin or responsible person, address,
and telephone number;

k. Date of admission and discharge;
L. If the resident is discharged, transferred, or
transitioned to a community living arrangement, a
copy of the summary of resident's records; and
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Continued From page 1
m. Monthly recording of the resident's weight;

2. If admitted from another facility, @ discharge
summary or transfer summary,

3. Admitting medical evaluation

4. Report by the physician or heatlth care
practitionsr acting within the practitioner's scope
of practice, documenting completion of an annual
medical evaluation of each resident;

5. Physician, health care practitioner, or QMHP
pragress notes indicating any changes in the
resident's condition, documented at the time of
each visit by the physician, health care
practitioner, QMHP or consultant;

6. Orders for medication or therapeutic services;

7. Nurses' or staff notes indicating any changes in
the resident's condition as changes occur;

8. Documentation of any accldent, injury, illness,
medication error, or drug reaction impaciing the
resident;

9. Documentation of social services, dents,
taboratory, x~ray, or reports from consultanis or
therapists If the cesident receives any of these
services;

10. Medication and treatment sheets, including all
medications, treatments, and special procedures
performed for that resident, with the date and
time of each service documented and initialed by
the individual rendering treatment or
administering medication;
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11. Documentation of the use of an emergency
manual restraint for that resident, including
justification for why the procedure was used:

12. Documentation of the resident's discharge,
transfer, or fransition destination, if applicable:
and

13. Monthly documentation of ADL and IADL
skills instruction provided to, or made available
and refusaed by the resldent if the resident is an
SPCH resident who is transitioning to living
independently in the community pursuant to 808
KAR 2:065.

This requirement is not met as evidenced by:
Based on observation, interview, and raview of
the facility's poliey, the facility falled to ensure the
medical record included documentation of two (2)
staffs’ signatures for narcotic medication refusals
for 1 of 3 sempled residents (R14).

The findings include:

Review of the facility's policy, titled "Medication
Use Policy,” not dated, revealed the facility would
provide supervision of self-administered
madications, starage and control of medications
as prescribed by a resident's health care provider
Continued review revealed all expired or unused
confrolied substances would be disposed of or
destroyed in accordance with 21 C.F.R. Part
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1317. However, the palicy dig not defing 21 C.F.R % gAe 5&'(_
1317. Further review revealed the Administrator Rf
was responsb e for disposng of madication in a USa d
way that made it unavailable and unusable. The
review rgvealed the destroyed controlled SZ.Q
medications should be maintained for a minimum | 5 d [Wféﬂ % 7 '-54(
of eighteen months from the date of destruction. at 2 20 >
The documentation would ‘nclude; date, /)ﬂ-ﬂd M o7t <
resident's name, drug name, strength, quantity, - W
destruction method and mane of persen &/yé/ b—& < /—O
responsible for destruction; and, the name of the d@ﬁ, WM W:j‘g
witness Add honal review revaaled the ¢ ‘{ ,70
Administrator and Assistant Administrator would pg[ ; . /(W(
complete a random controlled medication count ﬂ C’ﬁ #/Z(MO
audk at least three (3) times each month. cizn .
Y il ey &f Z0/pnex
Review of R14's admission record revealed R14 i /0 PS
was admitted on 04/10/2017 wth diagnoses oof /ﬂ«’ﬂl% Y, O % V4
Bipolar Disorder Personality Disorder, and
Schizoaffective Disorder. Sé(’[aﬂ &@C 390 Tem
zgwgv_l of R14's July 2024 Medication M MLdication om P
ministration Record (MAR) revealed 3l
Clonazepam 0.3 milligrams(mg) 1 tablet twice i) )10 ard *Pa’-\b ﬁuhm;
daily. (a controlled sedative used for panic AL AP am ,(4\/ QMM'
disorders and anxiety} was refused by R14, for WLEQ 65 4
£:00 AM dose on 07/02/2024. 07/08/2024, Uy anclude
07/00/12024, 07/12/2024, 07/13,2024, 07/14/2024,
07/16/2024, 07/17/2024 and 8:00 PM dose on Whwn Maolp arg dl{d-/ldgzd
07/16/2024. However review of document titied Mo 1 Gb’h' ; %
"Narcotic Sign Qut.” log revealed there was only Cae W\.Qd.//\MLQ ,
one staff signature noted for the Clonazepam 0.3 d@h’_ w MM
milligrams (mg) signed out for R14, and no S]. ) .
documentaion of the R14's refusal or disposal of At h 9 kanily anclnamg
the medications. % Wbrzas
e 0 oo n 7B 130 Randem auotih 20 be
i . she stated she had
recent training regarding medication refusals and tonducted ax Btema,
wasting medications. She stated that twa (2) staff Q—’Yl&ﬂj’h Yrea -
-
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members were 1o witness and sign the narcotic
sign out log if a medication had to be wasted.

During an interv'ew with the Administrator (ADM)
on 07/17/2024 at 4:17 PM, she stated she had
been doing audits on the Narcotic Sign Out L ogs
to ensure all the narcotic counts were correct bul
she had not been comparing the Narcotic Sign
Out Loga to the MAR's. She stated she had
provided education to the staff on 06/17/2024
regarding 2 staff members being present whan
destroying scheduled drugs. but she failed to
Include signing off narcotics by 2 staff members.

During an interview on 07/18/2024 at 7:00 AM
with Medication A:de (MA) 5, she stated that
when disposing of a controlled medication, she
had been instructed to wait until another staff was
presant to witness a controlied medication
destruction. She further stated the process
included dropping the medication into the drug
buster container and shaking it to dispose of the
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During an interview on 07/19/2024 at 4:09 PM pQQI

with the ADM she stated that she would ’p A C‘d

re-aducate staff that the “Narcotic Sign Out” log on. Mo

required 2 steff members to witness and sign on cem

when controlled medications had to be destroyed. -

She further stated that she expacted staff to S Prand

follow the policy regarding 2 staff members s by

witnessing and signing with medication She

destruction. 5
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