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{P 000} Initial Comments {P 000}
Based on the On-Site Revisit Survey initiated and
concluded on 06/30/2026, it was determined the
facility had corrected the deficiencies as of
06/30/2026.
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P GO0 Initiat Comments

A Complaint Survey investigating KY00045388
and KY000454 35 was initiated on 03/25/2025 and
concluded on 03/28/2025.

Regulalory deficiancies were identified and cited
relaled to KY00045388 and KY00045435.

A Type "A" cilation was issued to the facility on
03/31/2025.

Based on the findings of the Complaint Survey,
the facilily failed to ensurs Resident (R) 5
received medicalions as prescribed by the
physician. R5 was admitted on 03/07/2025 with a
physician's order ta receive two antiseizure
medications daily, an antipsychotic medication
daily, and a narcotic pain medication, two times
daily and as needed. The facility failed to obtain
the physician ordered medications from the
pharmacy, and RS was not administered the
prescribed medications on 03/07/2025 through
03/09/2025. On 03/10/2025, RS was found
unresponsive, requiring emergency treatment.
interview with a Nurse Practitioner (NP) who
provided medical services 1o residents in the
facility revealed the facility's failure to administer
lhe prescribed antiseizure medications had
resulted in RS having seizure activity that required
emergency medical intervention in a hospital
emergency department.

Based an the findings, the facility's failure to
ensure RS received physician prescribed
medications lo lreat medical conditions presented
an imminent danger and creates substanlial risk
that death or serious mental or physical harm to
the resident could occur. The facility was notified
of the Type "A" citation on 03/28/2025.

P 000

Effectively 4/23/25 no new
admissions will be done on
Friday's to ensure we can
have all medication's in the
facility prior to the weekend.

Completion 4/24/25
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P 040 902 KAR 20:036 4(1){a-e) Section 4. P 040
Administration and Operation

Section 4. Administration and Operalion.

{1) Licensee. The licensee shall be legally
responsible for:

(a) The operation of the PCH or SPCH;

{b) Compliance with federal, state, and local laws
and administrative regulations periaining to the
operation of the facility,

(¢) The development and implementation of
policies related to administration and operation of
the facllity,

(d) if the licensee is a SPCH, the development
and implementation of written transition
procedures to ensure cooperation with an
individual or entity that assists wilh transilioning
residents with an SMI to community living
arrangements; and

(e) If the licensee is an SPCH, access 1o
confidential and secure telehealth services unless
aceess is impossible to provide due to a lack of:
1. Broadband service; or

2 An appropriate physical space for residents.

This requirement is not mel as evidenced by:
Based on interview, record review, review of the
facility's policies and review of the facility's job
description, the facility failed to develop and
implement policies related to administration and
operation of the facility including medication
administration and pharmacy services for 1 of 9
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P 040 Continued From page 2

sampled residents, Resident (R) 5.
The findings include:

Review of the facility's poligy litled, "Meadication
Policies and Procedures," not dated, revealed all
prescribed drugs should be supplied by the drug
store of the president's choice. Further review
reveaied the policy contained no process
insiructions for ordering or obtaining medications
from the pharmacy.

Review of the facility's policy titled, "Medication
Ordering and Receiving from Pharmacy
Provider," dated 08/03/2024, revealed steps lo
follow when medication had bean administered or
removed from the "Emergency Box,” but there
was no information on ordering or receiving of
daily scheduled medications.

Review of the facility's document "Nursing Aide
Job Duties,” not dated, revealed nursing aide
duties included administering medications.
Further review revealed qualifications included to
be in good health, have a pleasan! disposition, be
able to work with others, have an interes! in the
elderly, and be free from home responsibilities
that interfered with work.

The Stale Survey Agency (SSA) Surveyor
requesied the facility's job description and
responsibilities for the medication aide on
03/26/2025 at 2:20 PM. The second request was
on 03/28/2025 at 10:04 AM. However, the facility
did not preduce this document.

In an interview on 03/25/2025 al 2:15 PM with
Medication Aide 1, she stated she stated she had
never seen a job description, policy, or
information manual on how to administer

P 040
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medications and based her performance on what
another staff member told her te do.

In an interview on 03/25/2025 at 2:40 PM with
Medication Alde 2, she stated she stated the
facility did not provide any written instruclions,
training materials, job description, or policies
related lo administering medications. She stated
another medication aide verbally gave her all the
information she needed to know about the
medication cart and administering medications.

In an interview on 03/27/2025 at 10:31 AM with
the Pharmacist, he stated the pharmacy had a
contract with the facility lo provide pharmacy
services. He stated the pharmacy assigned an
account manager for the facility that visited
guarterly and was the contact for any questions
from the facility. He stated the pharmacy did not
provide any policies or procedures to the facility
for staff training and had na part in developing
specific facdity policies or protocols concerning
medications.

In an interview on 03/26/2025 at 2:20 PM with the
Administrator, she stated the facility did not have
a job description for medication aides. She stated
medication aides were educated on job role and
duties by other medication aides because they
were not required to be licensed.

In an interview on 03/27/2025 at 1:10 PM with the
Regional Manager, she stated the facility did not
have any policies on medications, and staff
followed the physician's orders and instructions
for medication administration.

P 120 902 KAR 20:036 4{10)Xh) Section 4

Administration and Operation
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(h} In-service training.

1. Each PCH or SPCH employee shall receive
orientation and annual in-service training that
corresponds with the slaff member's job duties.
2. Documentation of orientation and in-service
training shall be maintained in the employee’s
record and shali include:

a. Name of the individuat or individuals who
provided the training.

b. Date and number of hours the training was
given; and

c. A summary of the fraining program’s content.
3. In-gervice training shall include:

a. Policies regarding the responsibililies of
specific job duties;

b. Services provided by the facility,

¢. Recordkeeping procedures;

d. Procedures for the reporting of cases of aduit
abuse, neglect, or exploitation pursuant to KRS
209.030,

@. Resident rights established by KRS 216.510
through 216.525;

f. Adult learning principles and mathods for
assisling residenls to achiave maximum abilities
in ADLs and IADLS;

g. Procedures for the proper application of
emergency manual restrainls;

h. Procedures for mainiaining a clean, healthful,
and pleasant environment;

i. The aging process;

j. The emotional problems of illness,

k. Use of medication; and

I. Therapeulic diets.

4. Each SPCH shall ensure thal at least one (1)
direct care staff member in addition to the
administrator completes the mental dlness or
intellectuat disability training workshop
established by 921 KAR 2:015, Section 14, within
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six {6) menths of hire and every two (2) years
thereafter. An SPCH shall employ at leasi one (1)
direct care staff member who has received the
training.

This LEVEL A is not met as evidenced by:
Based on interview, record review, review of the
facility's job description, and review of the fagility's i i ;

policy, the facility failed to maintain records of All orientation WI"- be done
orientation and/or annual in-service training for by 5/15/25 and will be
medication aies (hat included the name of the i i i
individual who provided training, date and number mamt.am,e(_j a"q kgpt o
of hours training was given, summary of iraining each individual's file.
program content, recording keeping procedures
policies regarding the responsibilities of specific
job duties, and use of medicalions. The deficient
practice was identified for 4 out of 4 medication
aides reviewed, Medication Aide 1, 2, 3, and 4,
and affected all residents of the facility.

Completion by 5/16/25

The findings include:

Review of the facility’s policy litled, "Medication
Policies and Procedures,” not dated, revealed all
medications would be administered by nurse's
aides, and each dose administered would be
recorded in the medical record.

Review of the facility's document "Nursing Aide
Job Duties,” not dated, revealed nursing aide
duties included administering medications.
Further review revealed qualifications included to
be in good health, have a pleasant disposilion, be
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able to work with olhers, have an interest in the
elderly, and be free from home responsibilities
that interfered with work.

The State Survey Agency (SSA) Surveyor
requested the facility’s job description and
responsibilities for medication sides on
03/26/2025 at 2:20 PM, with a second request
made on 03/28/2025 at 10:04 AM. Howaver, the
SSA Surveyor did not receive the document.

Review of employee files for Medication Aides 1,
2, 3, and 4 reveated the following documents
were included: job application, luberculosis
verification of testing, background check including
sex abuse regisiry report and abuse registry
report. Further review revealed no documents or
records of orienlation or annual in-service
completion for medication aide training, no
summary or description of training program
content, the person that provided training, hours
of training, and had no job requirements or
responsibilities.

In an interview on 03/25/2025 at 2:15 PM with
Medication Aide 1, she stated she had been at
lhe facility for approximately six months, She
slated she was trained for one week on how to
give medication by another staff member, and
training did not include any web-based
information, videos, written information, or testing.
She stated she had never seen a job description,
policy, or information manual on how to
administer medications. She stated she based
her performance on what another staff member
told her to do.

In an interview on 03/25/2025 at 2:40 PM with
Medication Aide 2, she stated she had been at
the facility giving medications for approximalely
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12 years. She slated she received three days of
Iraining by another staff member on how o
administer medications. She stated she was not
provided with any written instructions, training
materials, job description, or policies. She stated
all the information she needed to know about the
medication cart and administering medication
was received verbally from another medication
aide.

In an interview on 03/26/2025 at 1:30 PM with
Medication Aide 3, she slated she had been at
the facility for approximately five years. She
stated she was trained on how to administer
medication by another medicalion aide for three
days, then they shadowed her for a shift to make
sure she made no mistakes. She staled there
was no formal training, videos, or writlen
information, and all information was received
verbally

The State Survey Agency (SSA) Surveyor
attempted a telephone interview with Medication
Aide 4 on 03/26/2025 at 6:33 PM; 03/27/2025 al
9.27 AM: and 03/28/2025 at 8:58 AM. However,
all three instances were unsuccessful because
{here was no answer, and voice mail was
unavailable

In an interview on 03/26/2025 at 2:20 PM with the
Administralor, she stated medication aide training
was typically four days in length and provided by
anolher medication aide. She stated the
medication aide trainee's progress and readiness
was assessed by waltching the trainee
administration medications with zero errors and a
verbal discussion batween the trainge and the
medication aide trainer. She stated there was no
documentation of the orientation, no written
program content, no documentation of the
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Continued From page 8

employee's orientation or fraining being
completed, and no performance evaluations.

In an interview on 03/27/2025 at 1:10 PM with the
Reagional Manager, she stated medicalion aide
training could last one week to one month,
dependent upon the irainee's skill levet. She
stated afl training was provided by other
medication aides verbally. She staled orientation
was the part before employment and was not
included in employee files. She staled in-service
trainings were done every three months, and that
training was kepl in employee files.

902 KAR 20:036 4{11)(b)3 Section 4.
Administration And Operation

Section 4. Administration and Operation,

{11) Madical records.

{b) Each record shall inciude:

8. Documentation of any accident, injury, illness,
medicalion error, or drug reaction impacting the
rasident;

This requirement is not met as evidenced by:
Based on interview, record review, and review of
the facility’s policy, the facility failed to maintain
medical records that included documentation of
medication errors for 1 of 3 sampled residents,
Resident {R) 5.

Refer to P0220 and P0235

The findings inciude:

P 120

P 170
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P 170 Continued From page 9

Review of the facility's policy titled, "Medication
Policies and Procedures,” not dated, revealed
redication errors would be reported immediately
lo the resident's physician and recorded in an
incident report transmitied to the Administrator or
Manager.

Raview of R5's "Admission Record” revealed the
facility readmitted her on 03/07/2025 with
diagnoses including seizure disorder and chronic
obstructive pulmonary disease (COPD).

Review of R5's “Physician’s Qrders,” signed as
reviewed by the Administrator on 03/07/2025,
revealed the following medications were ordered:
Keppra, a medication for preventing seizures,
1000 milligrams {mg) twice a day by mouth (PO},
Dilantin, a medication for preventing seizures,
100 mg capsules, take 3 capsules PO at bedlime;
hydrocodone 5 mg-acetaminophen 325 mg tablel,
a narcotic medication for pain, take 1 tablet PO
every 6 hours as needed for moderate to severe
pain; futicasone 250 micrograms
(meg)-salmeterol 50 mcg, an inhaled medicalion
used for chronic obsiruclive pulmonary disease
(COPD), take 1 inhalation lwice a day, vitamin D3
capsule 400 unils, take 1 capsule daily, Remeron
15 mg tablet, a medication for depression, take
1/2 tablet PO at bedtime; Paliperidone ER 6 mg
tablet, an antipsychotic medication used to treat
schizophrenia, take 1 tablet PO daily, alendronate
70 mg tablet, a medication used to sirengthen
bones, take 1 tablel weekly; and Certavite, a
vitamin, take one PO daily.

Review of R5's "Medication Administration
Record [MAR]," for March 2025, revealed the
physician ordered medications had been
transcribed on the MAR, with direclions to staff
for agministration. However, further review

P 170

RM will have a staff meeting
with all med-techs on
5/14/25 to refresh them and
ensure that they are following
policies on any med errors .
Also to remind them to
document, any med errors
,contact doctor, and notify
management as well as any
guardians if applicable.

Completion 5-15-25
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revealed no medications were administered ta R5
on 03/07/2025, 03/08/2025, 03/09/2025, and
03/10/2025 (RS al the local ED} by the facility's
staff.

Review of R5's “Progress Notes,” dated
03/07/2025, revealed documentation of RS's
return to the facility from a skilled nursing facility
{SNF). The note revealed the Administratar
signed that the medication orders had been sent
{0 the pharmacy. Further review revealad notes
dated 03/08/2025 and 03/09/2025 both
documented that "medication is not in facility” and
were signed by the Administrator,

Review of R5's "Accident or Incident Report,”
dated 03/10/2025 at 12:45 AM and written by
Medication Aide 4, revealed at 12:30 AM, R5 was
found by the facilily's staff during bed check,
stumped over and withoul speech or movemenl.
The report stated Emergency Medical Services
(EM$) was called, and RS was taken to the local
ED. Further review of the report revealed it did
not mention any medication error,

In an interview on 03/26/2025 at 1:30 PM with
Medication Aide 3, she stated she worked on
03/09/2025 and assessed there was no
medication for RS. She slaled she sent a text
message to the Administrator informing her of the
missing medication. Medication Aide 3 staled she
did not complete an incident reporl because she
had not been instructed to. Sha stated the facility
did not have any policies or manuals concerning
medication administration, medication errors, or
inciden! reporting.

In an interview on 03/26/2025 at 2:20 PM with the
Administrator, she stated she worked on
03/08/2025 as the medication aide. She slated
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she realized RS did not have any medications,
contacted the pharmacy, and was told medication
could not be refiled until 03/15/2025. The
Administrator stated she did not take any further
action to secure medications due to not knowing
what else to do. She stated she did not complete
an incident report or nolify the provider that
medications were not given.

In an interview on 03/27/2025 at 1:10 PM with the
Regional Manager, she stated the facility did not
have any policies on medications, and they
followed the physician's orders and insiruclions
for medication administration. She stated a
medication error was anytime the wrong
medication was given to the wrong resident,

902 KAR 20:036 5(1){c) Section 5 Proviston of
Services

Seclion 5. Provision of Services.

(1) Basic health and health related services.

{¢) Medications or therapeutic services shall not
be administered or pravided to any resident,
except on the order of a licensed physician or
other heaith care practitioner as authorized under
the practitioner's scope of practice.

This requirement is not met as evidenced by:
Based on inlerview, record review, and review of
the facility's policy, the facility falled to ensure
residents recelved medications as prescribed by
Ihe physician. The deficiency was identified for 1
of 9 sampled residents, Resident {R) 5.

P 170

P 220 . . .
No New admissions will be

done on Friday's to ensure
that all medications are
reviewed by physicians and
sent from pharmacy.

Completion 4/25/25
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RS was admitled on 03/07/2025 with a
physician's order to receive two antiseizure
medications daily, an antipsycholic medication
daily, and a narcotic pain medication, two limes
daily and as needed. The facility failed to obtain
the physician ordered medications from the
pharmacy, and RS was nol administered the
prescribed medications on 03/07/2025 through
03/09/2025. On 03/09/2025, RS was found
unresponsive, requiring emergency lreatment and
transfer to the local Emergency Depariment (ED)
via Emergency Medical Services (EMS) on
03/10/2025. At the ED, R5 exhibited seizure iike
activity, and the ED Physician suspecied this was
due to the anti-seizure medications baing omitied
from 03/07/2025 through 03/09/2025.

Based on the findings, the facility’s fallure to
ensure R5 received physician prescribed
medications to treat medical conditions presented
an imminent danger and creates substantial risk
that death or serious mental or physical harm to
the resident could occur. The facility was notified
of the Type "A" citation on 03/28/2025.

The findings include:

Review of the facility's policy tilled, "Medication
Policies and Procedures,” nol dated, revealed all
prescribed drugs should be supplied by the drug
store of the resident’s choice. Further review
revealed lhere was no process instructions for
ordering or abtaining medications from the
pharmacy.

Review of RS's "Admission Record" revealed the
rasident was readmilted to the facility on
03/07/2025, with diagnoses lo include seizure
disorder and chronic obstructive pulmonary
disease (COPD), and the resident was had a
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State Guardian appointed.

Review of R5's “Admission Agreement,” not
dated, revealed the facility would administer or
assist residents with medications under the order
of the physician. Further review revealed the
facility had an available pharmacy for delivery of
residents' medications

Review of RS's "Resident's Righls," signed on
11/29/2018 by R5's responsible party, revealed
every resident at the facility had the right to
receive adequate and appropriate health care,
medical treatment, and protective suppor
services.

Review of R5's "SMI Screening Form,” signed on
10/05/2020 by RS's respensible party, revealed
RS had a diagnosis of a “serious mental illness"
{SMI). Further review revealed SM| was a mental
iliness or disorder that was diagnosed by a
physician or behavioral health practitioner of
impaired functioning in one or more major areas
of living that was unlikely to improve without
trealment, services, or support.

Review of R5's "Physician's Orders," signed as
reviewed by the Administrator on 03/07/2025,
revealed the following medications were ordered.
Keppra, a medication for preventing seizures,
1000 milligrams {mg}) twice a day by mouth (PO},
Dilantin, 2 medication for preventing seizures,

100 myg capsules, take 3 capsules PO at bedtime,
hydrocodone 5 mg-acetaminophen 325 mg tabtet,
a narcotic medication for pain, take 1 tablet PO
every 6 hours as needed for moderate to severe
pain; fluticasone 250 micrograms
{mcg)-salmeterol 50 mecg, an inhaled madication
used for chronic obstructive pulmonary disease
(COPD), take 1 inhatation twice a day, vitamin D3

P 220
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capsule 400 unils, take 1 capsule daily, Remeron
15 mg tablel, a medicalion for depression, take
142 tablet PO at bedtime; Paliperidone ER 6 mg
tablet, an antipsychotic madication used to treat
schizophrenia, take 1 tablet PO daily, alendronate
70 mg tablet, a medicalion used to sirengthen
bones, take 1 (ablet weekly, and Certavite, a
vilamin, take one PQ daily.

Review of R5's "Medication Administration
Record [MAR)," for March 2025, revealed the
physician ordered medications had been
transcribed on the MAR, with directions to stafl
for administration. However, further review
revealed no madications were administered to RS
on 03/07/2025, 03/08/2025, 03/09/2025, and
03/10/2025 (RS at the local ED) by the facility's
staff.

Review of R5's "Progress Note,” daled
03/07/2025, revealed documentation of RS's
raturn to the facility from a skilled nursing facility
{SNF), and the note, signed by the Administrator,
stated the medicalion orders were sent lo the
pharmacy. Further review revealed notes signed
by the Administrator and dated 03/08/2025 and
03/09/2025 both documented “medication is not
in facility.”

Review of RS's "Accident or Incident Report,”
dated 03/10/2025 at 12:45 AM and writien by
Medication Aide 4, revealed at 12:30 AM, R5 was
found by the facility's staff during bed check,
slumped over and without speech or movement.
The report staled Emergency Medical Services
(EMS) was called, and RS was 1aken o the local
ED.

Raview of the EMS "Run Form," dated
03/10/2025, revealed at 12:27 AM, EMS received
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a call from the facilily about R5, and at 12:28 AM,
EMS arrived at the facility and transported RS to
the local €D, transferring care to ED staff on
03/10/2025 at 12:55 AM. Per the EMS personnel
assessment, RS had a medical history of epilepsy
or seizure disorder. EMS personnel documented
that RS, upon their arrival to the facility, was
sitting slouched over in bed and was criented lo
name only. In addition, according to the form, RS
had an uneventful transport to the local ED
excepl for blood oxygen saturation evels thal
dropped into the 80's {normal 95 to 100 percent
on room air). EMS personnel applied oxygen
initially at 2 liters per minute (Ipm) per nasal
cannula and increased the flow rate lo 4 lpm per
nasal cannula to increase RS's blood oxygen
saturalion level to 94 percent.

Review of RS's hospital ED medical racords
ravealed the resident arrived at the local ED on
03/10/2025 at 12:55 AM with altered mental
status. Diagnoslic tests included computed
tomography (CT) scans of the abdomen, head,
neck, and ches! (small area of possible infilirate).
Per the record, faboralory tests included a
complete blood count (CBC), a comprehensive
metabalic profile (CMP), and two venous blood
gases. The record stated, upon arrival, R8s
blood oxygen saturation level was 95 percent on
oxygen at 2 Ipm per nasal cannula. Per the
record, the ED Nurse documented at 3:43 AM,
R5 had a myoclonic seizure-like movement and
did not make eye contact. R5's blood oxygen
saturation level dropped to 74 percent, and R5's
oxygen flow rats was increased to 6 Ipm per
nasal cannula, which raised the resident's
oxygen level to 98 percent. The record also
stated the ED Physician wilnessed RS having the
seizure-like activity and suspected RS had not
been receiving prescribed antiseizure
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medications. Per the record, RS raeceived
leveliracetam (Keppra) 2000 mg IV at 3:44 AM.
Other medications RS received during her ED
stay were phenytoin (Dilantin) 300 mg PO at 8:15
AM; doxycycline 100 mg PO at 6:33 AM (an
antibiotic started for acute exacerbation of
COPD); and prednisone 50 mg PO at 6:32 AM (a
steroid given for acute exacerbation of COPD).
Further review revealed on 03/10/2025 at 7:30
AM, the Physician spoke with unnamed facility
staff who confirmed RS had nol been
administered any of her prescribed medications
since admission to the facitity on 03/07/2025.

Review of R5's hospital medical record decument
"SW [Social Worker]/Discharge Planner Note,"
dated 03/10/2025 at 9:47 AM, revealed the
{acility's Administrator informed the hospital that
RS arrived al the facility on 03/07/2025 from a
SNF after 5:00 PM, and medications were unable
to be filled. Per the note, the Administrator
verified that R5 did not receive any medications
throughout the weekend. The note also stated the
Administrator informed the hospital staff she
would fax 2 current medication list and was
waiting on the consent o be signed by R5's State
Guardian. Furiher review revealed the
Administrator infarmed the hospital staff that a
telehealth visit would occur upon RS's return to
the facility. Per the note, the Administrator
requested the hospital send R5's evening dose of
medication with the resident at discharge.

In an interview with RS on 03/25/2025 a1 11:18
AM, she stated she did not clearly remember ihe
incideny, but “just woke up in the hospital.” She
stated when she was readmitled to the facility
from the SNF, the facility did not have her
medication for two to three days. She stated
when she returned to the facility from the hospital,
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she started getling her medicine again, She
stated she now knaw her "seizure pill” was her
only pill that was a long white capsule that she
received twice a day. She stated she now looked
at her medicine to make sure she got her "seizure
pill." She stated now she was mare cautious wilh
staff. She stated she knew she was going o get
her medicine now, but she always checked.

In an interview on 03/26/2025 at 6:30 AM with
State Guardian 1, she stated she received a call
from Adult Protective Services (APS} about a
comptlaint received from a local hospital
concerning RS not being administered prescribed
medications, which resulted in RS having a
seizure. State Guardian 1 stated the assigned
guardian for RS was not available, and as her
backup, she was sent to the facility lo investigate.
She stated that on arrival to the facility on
03/10/2025, she observed the medications
available at the facility for RS did not match the
ordered medications, with the antiseizure
medication Keppra slill not available. State
Guardian 1 stated she spoke with Medication
Aide 3 while al the facility and was to!d she would
call the pharmacy and straighten out the situation.

In an interview on 03/26/2025 at & 46 AM with
State Guardian 2, she stated she gave consent
for RS to return 1o the facility from a SNF
following rehabilitation after surgery. State
Guardian 2 stated she had been oul of office
when R5 returned to the faciity, and upon return
to office, she received an update from State
Guardian 1. She stated residents currently at the
facility under guardianship were designated as
“high" priority meaning they were checked on
frequently, including looking al their MARs and
their medications due lo the concerns they had
for residents receiving medications.
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In an interview on 03/26/2025 al 9:27 AM with the
SNF Social Worker, she slated she had a video
call with R5 and the Administrator on 03/05/2025
s0 they could assess R&'s appropriateness to
return to the facility. The SNF Social Worker
stated al the end of the video call the
Administrator stated RS was accepted and
agreed on a return date of 03/07/2025. She
stated the Administrator and was given RS's
pharmacy contact information to send R5's
current madication list. She stated RS left the
SNF on 03/07/2025 as arranged, and her
remaining medications were returned to their
pharmacy for credil back lo the insurer, as
directed by their facility policy.

In an interview on 03/25/2025 at 2:40 PM wilh
Medication Aide 2, she stated medications were
typically delivered on the same day they were
ordered.

In an interview on 03/26/2025 at 1:30 PM with
Medication Aide 3, she slated she worked on
0309/2025 and assessed there was no
madication for R5. She stated she sent a text
message lo the Administrator informing her, and
then called the pharmacy to inquire about getting
the medicalions. She stated the pharmacy told
her the medication had to be paid for
out-of-pockel because the refill date range had
not been mel, Medicalion Aide 3 stated the
Administrator documented on RS's MAR for
03/09/2025 and 03/10/2025 that R5 was out of
the facility and did not receive medication as
indicated by her inilials with a circle surrounding
it. She stated on 03/10/2025, when RS returned
from the hospital, she informed the Administrator
that medication sent from the hospital included
four medications. Medication Aide 3 stated she
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called the pharmacy and asked for the cost of a
five-day medication supply and paid for RS's
medication out of her own pocket.

In an interview on 03/27/2025 at 10:31 AM with
the Pharmacist who serviced the facility, he
slated the pharmacy kept documentation of
communication with providers regarding new
medication orders, clarifications, and questions
lhat arose concerning specific medications. He
stated the pharmacy provided the facility with
saven day a week defivery service, including a
fate-night delivery. He stated if the medicalions
were not due fo refill or if there were any other
prablems with filling the medications, they
routinely worked with the facility to ensure the
rasident received their ordered medications, He
stated, in some instances, the insurer would allow
an override, and paying out of pocket was also an
option.

In an interview on 03/26/2025 at 11:27 AM with
the Nurse Practitioner (NP), she stated she was
the primary care provider for RS and had not
been notified by the facility of the missed doses of
medications. The NP stated an on-call provider
was available 24/7 for any concerns. She stated
abruptly stopping antiseizure medications and
missing several doses was a direct cause of RS
experiencing seizures, and the facility not having
medication to administer to RS was unacceptable.

In an interview on 03/25/2025 at 3:09 PM with the
Administrator, she slated she had a video call
wilh the SNF to assess f RS was appropriate to
return 1o the facility. She stated once that was
confirmed, the SNF Social Worker was given the
phone and fax number lo the pharmacy and told
her (the Administrator) they would send a list of
medications and a three-day order for
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medications. The Administrator stated she
worked on 03/08/2025 as the medicalion aide
and realized RS did not have any medicalions, so
she contacted the pharmacy. She stated the
pharmacy told her R5's medication could not be
refited until 03/16/2025, and the option was to
pay out-of-pocket. However, she stated RS could
not afford to pay for the medications
out-of-pocket. The Administrator stated she did
not take any further action to secure medications
because she did not know what else to do. In a
follow-up interview with the Administrator on
03/26/2025 at 2;20 PM, the Administralor stated
she did not nolify the provider that R5 had missed
several days of medications.

In an interview on 03/27/2025 at 1:10 PM with the
Regional Manager, she stated the facility folowead
the physician’s orders and instructions for
medication administration. In further interview she
stated the Administrator called the pharmacy and
was told they could not fill the order. The
Regional Manager stated she did nol see any
further wrongdoing in the Administrator's actions.

P 235 902 KAR 20:036 5(1)(f) Section 5. Provision of

Services

Section 5. Provisian of Services.

(1} Basic health and heatlth related services.

]

1. The administrator or staff person designated
by the adminisirator shall make a wrilten repon of
any incident or accident involving a:

a. Resident, including a medication error or drug
reaction;

b. Visitor;, or

¢. Staff member.

2. The report shall:

P 220
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a. kdentify any staff member who might have
been witness to the incident; and
b. Be filed in an incident file.

This requiremant is not met as evidenced by:
Based on interview and record review it was
determined the facility failed to make a writlen
report of an incident involving a medication error,
The facility failed to obtain and administer
prescribed medicalions for 1 of 3 sampled
residents, Resident (R) 5, on 03/07/2025,
03/08/2025, and 03/09/2025. However, no
incident report was completed about the
medication error.

Refer to P0220
The findings include:

Review of facility's policy tilled, "Medication
Policies and Procedures,” not dated, revealed
medication errors would be reported immediately
io the resident's physician and recorded in an
incident report transmifted ta the Administrator or
Manager.

Review of RS's "Admission Record” revealed the
facitity readmitted her on 03/07/2025 with
diagnoses which included seizure disorder and
chronic obslruclive pulmonary disease (COPD).

Review of R5's "Physictan's Orders,” signed as
reviewed by tha Administrator on 03/07/2025,
revealed the following medicalions were ordered:
Keppra, a medicalion for preventing seizures,
1000 milligrams {mg) twice a day by mouth (PO);
Dilantin, a medication for preventing seizures,

RM will have a meeting
with staff 5/14/25to
ensure they are aware of
the importance of
following policy and
following the steps of
reporting any and all
medications errors or issue
that may happen. Also to
refresh the

med-techs that it is vital to
contact all the following
management,physician
and guardian if applicable.

Completion 5-15-25
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100 mg capsules, take 3 capsules al bedtime PO,
hydrocodone 5 mg-acetaminophen 325 mg tablet,
a narcotic medication for pain, take 1 tablet PO
every 6 hours as needed for maderale to severe
pain; fluticasene 250 micrograms
(mcg)-salmeterol 50 mcg, an inhaled medication
used for chronic abstructive pulmonary disease
{COPD), take 1 inhalation twice a day; vitamin D3
capsule 400 units, take 1 capsule daiy, Remeron
15 mg tablet, & medication lor depression, take
1/2 tablet PO at bedtime; Paliperidone ER 6 mg
tablel, an antipsychotic medication used lo treat
schizophrenia, {ake 1 tablet PO daily ;
alendronate 70 mg tablet, a medication used to
strengthen bones, take 1 tablet weekly, and
Certavile, a vitamin, take one PO daily.

Review of R5's "Medication Administration
Record [MAR)," for March 2025, revealed the
physician ordered medications had been
transcribed on the MAR, with directions to staff
for administration. However, further review
revealed the facility's staff administered no
medications to RS on 03/07/2025, 03/08/2025,
and 03/09/2025.

Review of R5's "Progress Notes " dated
03/07/2025 and signed by the Administrator,
revealed RS relurned to the facility from a skilled
nursing facility (SNF), and the medication list was
senl 1o the pharmacy. Further review revealed
notes, dated 03/08/2025 and 03/09/2025 and
signed by the Administrator, both documented
“medication is not in facility.”

Raview of R5's "Accident or Incident Report,”
daled 03/10/2025 at 12:45 AM and writlen by
Medication Aide 4, revealed at 12:30 AM, R5 was
found by the facility's staff during bed check,
slumped over and without speech or movement
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The report stated Emergancy Medical Services
{EMS) was callad, and RS was taken to the local
ED. Further review of the reporl revealed it did
not mention any medication error.

Review of R5's hospital Emergency Departiment
{ED) medica! records revealed the resident
arrived at the local ED on 03/10/2026 at 12:55
AM with altered mental status. Additional review
revealed on 03/10/2025 at 3:43 AM, the ED
Physician witnessed RS having seizure-like
activily and suspected RS had not been receiving
prescribed antiseizure medications. Further
review revealed on 03/10/2025 at 7:30 AM, the
ED Physician spoke with unnamed facility staff
who confirmed RS had not been adminisiered any
of her prescriped medications since admission to
the facility on (3/07/2025.

Review of R5's hospilal ED madical record
document "SW [Social Worker)/Discharge
Planner Note,” dated 03/10/2025 at 9:47 AM,
revealed the facility's Administrator informed
hospital staff that R5 arrived to the facility on
03/07/2025 (a Friday) from a SNF after 5:00 PM,
and medications were unable to be filled. Per the
note, the Administrator verified that RS did not
receive any medications throughout the weekend
(03/08/2025 and 03/09/2025).

In an interview on 03/26/2025 at 1:30 PM with
Medication Aide 3, she stated she worked on
03/09/2025 and assessed there was no
medication for R5. She stated she sent a text
messags to the Administrater informing her.
Medication Aide 3 stated she did not complete an
incident report because she had not been
instructed to do s0. In further interview, she
slated the facility did not have any policies or
manuals concerning medication administration,
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medication errors, or incident reporting.

In an interview on 03/26/2025 at 2:20 PM with the
Administrator, she stated she worked on
03/08/2025 as the medication aide, realized RS
did not have any medications, and contacted the
pharmacy. She stated the pharmacy told her R5's
medicalion could nol be refilled until 03/15/2025.
The Administrator stated she did not take any
further action to secure R5's medications
because she did not know what else to do. She
slated she did not complele an incident report or
notify the provider that medications were not
given.

In an interview on 03/27/2025 at 1:10 PM with the
Regional Manager, she stated the facility did not
have any policies on medicalions, and staff
followed the physician's orders and instructions
for medication administration. She stated a
maedication arror was anytime the wrong
medication was given to the wrong resident.
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