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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
on 07/24/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from corracling providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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An Abbreviated Survey investigaling Complainls of \8%6(‘—
KY#23383, KY#23364 and KY#23404, was prie)
conducted on 06/24/15 through 06/25/15. W
Complaints KY#23363 and KY#23404 were
unsubstantialed and KY#23364 was
substanliated with a related and unrefaled
deficiencies clted at Ihe highesl Scope and
Severity of a "D",
F 323 | 483.25(h) FREE OF ACCIDENT F 323{1. immediate action taken: 122115
$5=D | HAZARDS/SUPERVISION/DEVICES The green "D" size oxygen cylinder was moved o
the oxygen storage area and slored in the melal
The facility must ensure that the resident sack on 6/24/15.
envirenment remains as free of accident hazards The liquid portable axygen tank was moved to the
as is possible; and each resident receives oxygen slaruge reom and secured on 6/24/15,
adequale supervision and assistance devices to The recliner was moved back Into raom 40 while
prevent accidants, awalting pick up from the family of the resident that

explired \hal moming on 6/24/15.

Observalion rounds were conducted throughow!
the facility on 8/24/15 by Unit Managers o identify

any other potential accident hazards,
Th.ls REQUIREMENT Is not mel as evidenced No other concems wera identified at that time.

by:
Based on observatlon, interview and review of Il. Potential to effect others:
facllity policy, it was determined the facliity failed All residents have the potential fo be effected.
lo ensure the resident environment remained as
free of accident hazards as was possible refated lil. Action taken to prevent re-occurrence:
lo a green "D" oxygen cylinder being stored In Educalion of proper storage of oxygen cylinders
standing position unsecured on Ihe floor in the and portable oxygen tanks was provided 1o facility
hallway outside resident room #40. Add illonally, staff by the stafl development coordinator utilizing
a liquid oxygen pariable lank was in a standing the “Fire Prevention/Life Safety Training® poficy
poslilon unsecured beside a "D" oxygen cylinder | stanling on 8/24/15, and any staff that has not
located just inside the emergency exit door. altended will do so prior lo working.
Educalion was provided to facility staff by the Staff
The findings include: Development Coordinator o ensure exits are kepl
clear, referencing the "Life Safety Management
Review of the facility's palicy titled, "Fire Plan" policy starting on 6/241 S, and any staff thal has
Prevention/Life Safety Tra ining", dated 10/17/07 not attended will do so prior to working.
LABQGRATORY DIRECTOR'S OR PROVIDEFUSUPELIER REPRESENTATIVE'S SIGNATURE TIME (X8} DATE

e |
slalement ending wilh an asterisk (*) denctes a defi ncy which Lha institulion may ba excused from correcting providing it is datermined that
rds provide sufficient prolection to the patlenty, (Sea igstructions.) Excepl for nursing homas, tha findings stated above are disclosable 90 days
the date of survay whalher or not a plan of correeti vided. For nursiig homes, the atove findings and plans of comrestion are disclosable 14
days lcllowing the date thesa documents ars mado avaliable lu the facilty. If deficiencles ara ciled, an approved plan of correction is requisite 1o continued
program participation,
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individually or secured in stand.

Review of the facility's policy titled, “Life Safety
Management Plan®, dated 12/11/04, ravealed
exits are kept clear to include areas directly
affecled, as well as all olher exils.

Observation during general tour of the "C" hall, on
06/24/15 at 5:20 AM, revealed a green "D size
oxygen cylinder was standing freely on the floor
and unsecured In the hallway oulside room #40.
Additionally, there was a recliner blocking the
emergency exit door and a liquid oxygen portable
tank was standing unsecured beside a *D"
oxygen cylinder both located jusl inside the
emergency exit door besida room #40.

interview with Regislerad Nurse {RN)#1, on
06/24/15 at 5:40 AM, revealed the oxygen
cylinder was there when she arrived to work an
06/23/15 at 6:00 PM. She indicated that she had
moved the cylinders inla room #40. She stated
the recliner had been in front of the exit doar
earlier lhat shift.

Interview with Certiflad Nurse Aide (CNA) #1, on
06/24/15 al 6:15 AM, revealed she was new and
had never been told what lo do with or how 1o use
oxygen cylinders. She slaled she had only been
shown how to use the Liquid Porlables which are
ta be secured to the back of the resident
wheelchair when in use or slored in the oxygen
room when not in use.

Inlerview with the Director OF MNursing (DON), an
06/25/15 at 2:42 PM, revealed she expecled all
oxygen cylinders to be kept secured and all exits
lo be kept clear at all times,

[X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENCY)
F 323 Continued From page 1 F 323iv. Manitoring: 7122115
revealed oxygen cylinders must ba chained

acility rounds will be made daily for 1 month, Monday
hrough Friday, twice a week for 1 month, and once a
k for 1 month, by the Director of Nursing, or the
eculive Direclor (as backup), to ensure propar
torage of the oxygen cylindersitanks, and thal exils
re kept clear. The observation rounds will be
aviewed by the Executive Direclor and/or the

irector of Nursing Lo ensure ongolng compliance

n the dally Sland Up meeting Monday through Friday.
ndings will be reviewed by the Performance
mprovement committee for 3 monihs, The
erformance Improvement Committes consists of,

but is not limited to, the Execulive Director, Direclor
ol Nursing, Staff Development Coordinator, Medical
Director, Soclal Services Director, and Nutrittonal
Services Manager,
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
F 425 483660[3).(b)PPHARMACEUTICAL SvVGC- F 425 Resident #2 no longer resides in the facility. 72215
§8=0 | ACCURATE PROCEDURES, RPH 1. Immediate action takers
The facility must provide routine and emergancy An audil was conducied by the Unit Managars an
drugs and biolagicals 1o its rasidents, or obtain June 24, 2015 to ensure that all medications for
them under an agreament described in each resident residing in the facility on the stated
§433_75(h) of this parl. The {acHity may permit date was avallable for adminislral‘ion as
unlicensed personnel ta administer drugs If State ordered by the physician. No additional cancems
law permits, but only under the general were found al that time,
supervision of a licensed nurse., Il. Potentlal 1o effect others:
All residents have Ihe potential 1o be effected.
A facility must provide pharmaceutical services g
(including pracedures thal assure the accurate NI, Action taken to prevent re-occurrence,
acquiring, receiving, dispensing, and
administering of all drugs and blologicals) to meet The license nurses were re-educated on faxing a
the needs of each resident. copy of IV medications to the pharmacy as well as
transmitting the compulerized orders 1o the
The facllity must employ or oblain the sarvices of phammacy on 8/25/15 by tha Staff Development
a licensed pharmacist who provides cansultation Coordinator. Nurses will not be aliowed lo work again
on all aspecls of the provision of pharmacy untit they have received the education.
services in the facllity.
Education was provided {o the licensed
nurses to nolify the physiclan if the medication is not
available lo be administered as scheduled for further
direction or orders on 68/25M5 by the Staff
This REQUIREMENT is not met as avidencad Development Coordinator. Nurses will not be allowed
by: lo work again until they have received the education,
Based on observation, interview, record review, -
. V. Monitoring:
medication shipment log review and facility poliey
review, it was delermined the facility's system to The Unit Managers/Director of Nursing will review
ensure pharmacy services were provided to maet the madication record of each new admission on
the needs of one (1) of five {5) sampled residenls the next business day afier admission to ansure
was affeclive (Resident #2). Residen! #2 was that each medication was delivered and
admitted to the facility on 06/04115 and the facility administered timely, or that physician notification
failed to ensure Intravenous Medicalion (an was made if the medicatlon ¢an not be given as
antibiotic) was available for administration which ordered. Findings will be brought to the
caused the resident to miss two (2) doses. Perfarmance Improvement Commiltee for 3
months.
The findings include:
FORM CMS-2567(02-99) Pravious Versions Obzalate Event ID: EPXW 11 Facilty ID: 100343 If eantinuation shaet Page dof6
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Review of lhe facllity policy liled, “Physician
Orders", dated 11/12/12, ravealed an appropriate
copy of orders should be transmitled to the
pharmacy for dispensing.

Review of the facility policy tilled, "Delivary and
Receipt of Rouline Deliveries”, dated 01/01/1 3,
revealed the pharmacy and facility should
coordinate to determine the delivery dates and
limes as soon as possible alter the execulion of
the Pharmacy Services Agreement or pharmacy
Consult Agreement.

Record review ravealed the facility admitied
Resident #2 on 06/04/15 at 6:00 PM with
diagnoses lo include Acule Mental Status
change, Headache, Diabeles Mzllilis Type Hl,
Hislory of Pancrealills, Spinat Surgery, Right
Knee Arthroscopic Surgery, Appendeclomy,
Acute Meningoancephalitis, Merpes Simpfex
Encaphalitis vs West Nila Virus, GERD and
Dapression.

Review of the Physician Admission Orders, dated
06/04/15, revealed Resident #1 was ordered
Acyclovir (antibiotic) 800 milligrams (mg)
intravenously (IV), every eight (8) hours for
infection lo be startad upon admission fo the
facility. Review of the transferring hospltal
Medication Reconclliation Shest revealed
Resident #2 received his/her last dose of
Acyclovir at 2:00 PM on 08/04/15 and should
hava recelved the next dose at 10:00 PM on
06/04/15. Howaver, review of the June 2015
Medicalion Administration Record (MAR)
revealed Acyclovir 800 myg IV was scheduled to
be started on 06/05/15 at 7:00 AM instead of
06/04/15 at 10:00 PM which would cause this
resldent to have missed two (2) doses of the
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Conlinued From page 4
Acyclovir,

Review of lhe Admission Physictan Orders that
were faxed from the transferring hospilal ravealed
the arders wera received Into the facillty at 1:44
PM an 06/04/15; however, raview of the Nursing
Noles, ravealed the Licensed Practical Nurse
(LPN) documented tha orders were faxed to
pharmacy on 06/04/15 at 6:31 PM.

Review of the Pharmacy Shipment Detail Report,
dated 06/05/15 al 2:49 AM, revealed the Acyclovir
800 mg was not shipped {rom the pharmacy.

Inlervisw with the Unit Manager for the Aand C
halls, on 06/24/15 at 8:53 AM, revealed the
compuler system was down one (1) time during
June 2015 but it was not while this resident was
here. She slaled Inlravenous {IV} orders were
faxed over to the pharmacy and if not available
lhey arranga for the backup pharmacy lo deliver
the ordered medications. She stated Rasident #2
was only here over night and lsft Against Medical
Advice (AMA) the next maorning on 06/05/15, She
staled the resident left AMA at approximately 7:00
AM on 06/05/15.

Interview wilh Licensed Practical Nurse (LPN) #2,
on 06/25/15 at 10:55 AM, revealed she was
working on 06/04/15 when the orders wera faxed
lo the facilily. She stated the orders were
reconciled with the physician and placed in the
computer on hold because all arders require wo
{2) nurses to raview them before releasing them
to the pharmacy. Once the orders are confirmed,
all narcolics and IV medications orders are faxed
to the pharmacy and the pharmacy should be
notified of the admission. She confirmed
Resident #2 had not arrived lo the facility pricr to

F 425
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her shift ending.

Interview with LPN #3, on 08/25/15 at 7:57 AM,
revealed she was working the night Resident #2
was admilled and the orders had been faxed over
to pharmacy upon arrival. She siated the
medications did not arrive on the shipment, so
she called the pharmacy and was informed that it
was coming from the backup pharmacy; howaver,
she never fallowed up on the dellvery. She
confirmed she never notifiad the physiclan that
the medication was never given as ordered,

Interview with the facility's Chief Pharmactst, on
06/24/15 at 11:25 AM, reveaied there was never
an order faxed to pharmacy for Acyclovir 800 mg
to be given IV. He staled al| IV medicalions
ordered should te faxed lo the pharmacy lo be
dispensed. Addilionally, he confirmed a call had
been placed lo the pharmacy at 8:15 PM on
06/04/15 by LPN #3 lo inform them Reslident #2
had been admitted lo the facility and that all
medications including controlled medications
needed io be sent.

Interview with the Altending Physician, on
06/25/15 al B:50 AM, revealed he had naver seen
Resident #2 due lo histher short stay in the faciiity
bul was made aware (hal the resident had been
admitled on 08/04/15. He staled he had not been
notified the resident had not recelved his
Acyclovir 800 mg as ordered. He revealed he
expected all medications to be administered and
he was to be nutified if nat given as ordered.
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