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| An abbrevigted standard survay {KY23814,
KY236872) was Inliated on 08/12/15 and
concluded on 08/13M5. Both complaints were
substantiated and deficlent practice was Identified
with the highest scope and severity at "E" level. i

F 262 | 483.20(k)(3)()) SERVICES BY QUALIFIED Fz82| (SEE ATTACHED) -16-15
58=D | PERSONS/PER CARE PLAN

The services pmviﬁed or amanged by the faclity
must ba provided by qualtfied parsans [n
accordance with each resident's written plan of
oare.

This REQUIREMENT Is not mat as avidenced

by:

Based on interview, record review, review of the
faciity's policy, and review of the facliity's
investigation, It was determined the facllity falled
to ensure sarvices were provided in accordance
with the written plan of care for one (1) of five (5)
sampled residents (Resident #1). The facility
assessed Resident #1 to require two (2) staff
membars with transfers and review of the
resldent's care plan revealed staff was directed to
provids two (2) staff members to transfer the
resident. Howaver, on D8/04/15 at approximately
12:15 PM faclitty staff falied to utilize two (2) staff
members to transfer the resident as required and
s a result, Resident #1 sustained a fall.

The findings include:

Review of the facility policy titled "Care Plan '
Policy and Profocol,” last revised August 2012,

revealed the "Kardex" would be utiized dally, as a
guide for Nurse Aldes in providing care ta facility ]

JaA gl A A
Any deficlency statamant anding with an aateriai (*) denog . g
othar safeguards provide sufficlent protsction to the patianta; (See Instructions,) Except for nuwrsing homas, the findings siated
following the date of aurvey whather or not a plan of correction I8 providad. For nursing homes, the above findings and pians of cormction are disclosable 14

days foliowing the dete these documants are mage avallable to the tactily. If deficienciee ara ciied, an approved plan of correetion s requlalie to continued

program participaton.
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Continued From page 1
residents.

Review of Resident #1's medical record revealad
staff admittad the resident on 02/03/98 with
dlagnoses that included difficulty waiking and lack
of coordingtion. Review of the resldent's
Quarterly Minimum Dete Set (MDS) Assessment
dated 07/08/15 revesled stalf assessed the
resldent to reguire the sssistance of two (2) staff
members when transferred,

Review of Resldent #1's care plan snd “Kardex"
revesalied the resident wes totally dependent on
staff for activities of dally living (ADLs) and
required the essistance of two (2) staff members
for transfers.

Review of Resident #1's Incident report dated
08/04/15 revealed the resident experianced a fall
when he/sha was tranefarrad with the assistance
of one (1) steff member, Instead of two (2) as
outlined In the resident's plan of care.

Interview with State Registerad Nursa Alde
(SRNA) #1 on 08/18/15 et 10:30 AM confirmed
she transferred Reaident #1 on DB/04/15 without
gsking for assistance from another staff member.
The SRNA stated ehe knew tha resident's care
plan stated the resident required two (2) staff
mermbers when he/ehe was transferred. SRNA
#1 stated, "l don't know why | didn't get help to
transfer' Resident #1, "but { should have."

Interview with the Administrator on 08/12/15 at
4:15 PM confirmed staff had been trained to
provide resldent care, as outlined in tha residant's
Kardex (plan of care), The Administrator stated
SRNAs were required 1o provide residents with
assistance as direcled in the resident's plan of

F 282
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care., Bhe etated staif should have provided
Resident #1 with the assistance of two (2)
persons whan he/she was transferred on
08/04/15 and BRNA #1 was Immediately
suspanded due to the Incident.

F 323 | 483.25(h) FREE OF ACCIDENT

§5=0 | HAZARDS/SUPERVISION/DEVICES

The fadllity must ensure thet the resident
environmant remains as free of accident hazerds
as Is possible; and each resident receives
adeyuate supervision and assistance devices to
prevent accidants.

This REQUIREMENT is not met as evidenced

by:

Based on interview, record review, review of the
faciiity poticy, and a review cf the facllity's
Investigation it was detarmined the faciiity falied
to ensure residents received adequate
supervision and assistanca to prevent accidents
for one {1) of five (5} sampled residents (Resldent
#1). Resident #1 experenced a fail on 08/04/15,
whan ha/she was transferred with the assistance
of one (1) staff member. Review of Rasident #1's
mast recent Minimum Data 8at (MDS)
Agsessment end the regident'a current plan of
care, revealed the resident was assessed to
require the assistance of two (2} staff members
for transfers; however, on 08/04/15 one (1) facility
ataff member asglated Resident #1 to transfer.

As 8 result, Resident #1 fell,

The findings include:

F 282
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Raview of the faciiity policy titted “Fails Prevention
Program,” not dated, revealed staffwas {0
implement safety measaures In gn attempt to
efiminate a resldent's sk for falls.

Review of Residant #1's medical record revealed
the facility admitted the resident on 02/03/88 with
diagnoses of lack of coordination and difficulty
welking. Review of the resident's Quertsrly
Minimum Data 8et {MDS) Assessment dated
07/08/15 revealed Resident #1 required the
asslstance of two (2) staff members when
transferrad.

Review of Resident #1'a care plan and "Kardex"
revealed Resident #1 was totally dependant on
staff for activities of dally living (ADLs) and
required the sesistanca of two (2) staff members
for transfers.

Review of Resident #1's Incidant report dated
08/04/15 revealad Resident #1 experienced a fall
when he/she was transferred with assistance of
onae (1) staff member, instead of two {2) a3
outlined in the resldent's plan of care. The
Incident report further noted that the cause of the
fall was detarmined to be the level of assistance
providad to Resldent #1 during the transfer.

Interview with State Registered Nurse Alde
(SRNA) #1 on 08/13/15 et 10:30 AM confirmed
ahe transferred Resldent #1 without aeking for
assistance from another staff member, which
resulted In e fall for the resident on 08/04/15. The
SRNA statad sha was aware Residant #1
required the aasistance of two (2) staff members
whan he/she was transferred but stated, "| don't
know why | didn't get help to transfer” Resident
#1, "but | should have."
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Continued From page 4

Interview with the Administrator on 08/12/18 at
4:16 PM confirmed all staff had been tralned to
provida facility residents with the lsval of
assistance outiined In the resldent's plan of care
to prevent falls. She stated Resldent #1 should
have been transferred with the assistance of two
{2) persons as required, when he/she
experienced & fall on 08/04/15, when ths resident
was transfarred with asslstance of one (1) staff
parson,

483.80(a},(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The faclitty must provide routine and emergency
drugs and biclogicals to It residents, or abtain
them under an agreement described In
§483.75(h) of this part. The facliity may permit
unlicensed personnel to administer drugs if Btate
law permits, but aniy under the general
superviglon of & licensed nurse.

Afacliity must provide pharmaceutical services
{including procedures thet assura the accurate
acquiring, receiving, dispensing, and
admintstering of all drugs and blologlcals) to meet
the neads of each reaident.

The facliity must employ or oblain the services of
a licensed pharmacist who provides consultation
on all aspects of the provision of phamecy
services In the facility.

This REQUIREMENT ia not met as avidenced
by:

F 823

F 425
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F 425 Continued From page 5 F 425
Based on observation, interview, recard review,
review of the facility'a investigation, end review of

the faclilty policy, It was determined the faclilty
feiled to ensure an effective system was in place
for receiving, dispansing, and administering
controlled/narcotic medications o faclity
rasidents for one (1) of five {5) sampled residents
(Resident #3). Review of the fadility Investigation
and Irterview with steff revealed a pack of
Resldent #3's Hydrocodone 10/325 milligram
(mp) tablets (narcotic pain medication) was
misaing from the facility's excass narcotics
cablnet when narcotics counts were conducted
on 07/29/15. Observations of narcotios counts
conducted on 08/12/15, revesled when staff
counted the narcotics In the medication carts, the
resident's excess narcotics storad in the excess
narcotica cabinet were not accounted for at that
time to ensuire they weare available for resident
use. Tharefors, when the narcotics in the excess
narcotics cabinet were counted, staff was unable
to recall the amount of narcotics stored In the
excaas cabinet for each facility resident.

The findings include;

Review of the facility policy titied *Protocol for
Narcotic Storage Sheet for Shift Change,” not
dated, revesled staff was to count the number of
narcotics packs, as well as the number of
narcotice count shests per cart and would
dogument that Information on the Narcotic sheets
avery shift. However, the pelicy did not direct
ataff to count narcotice avallable for each resident
that were located in two places, the facility
medication carts and the excesa narcotics
cabinet, to ensure all the residents' narcotics had
baen accounted for during each shift
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Continued From page 8

Review of the facility investigation completed
07/26/48, revealed ataff identified that pack #3 of
Resident #3's Hydrocodone 10/325 (mg) tablets,
along with the carrasponding count sheet (o
account for the resident's medication, was
missing. The investigation revealed even though
there had baen no discrepancies dentifled during
narcotics counts conducted during each shiit in
the facllity, etaff was unable to recal! the last time
pack #3 of Resident #3's narcofic pain medication
had been accounted for. The resident's
medication or the corresponding count sheet was
never jocated.

Obsarvation conducted of a narcotics count In the
facility on 08/12/16 at 3:00 PM revesled Licensed
Practical Nurse (LPN) #1 and Reglstered Nurse
(RN) #1 counted the narcotics located in the
secure unit medication cart After completion of
the narcotica count from the medication cart, LPN
#1 and RN #1 counted the medications located In
the excess narcotics cabinet to ensure realdent
meadications were available.

interview with LPN #1 on 08/12/15 et 3:50 PM
revealed ehe had never besn tralned to count all
the conirolled medications which should be
available for resident use In the medication carls,
and In the excesa storaga cabinet at the same
time, to ensure alf madications were accounted
for when facility narcotlcs counts wera conductad.
According to the LPN, afier counting &ll the
controlled medications located in the medication
cart, "there would be no way to reelly remembear
the number of packa each resident should have
storad in the cabinet.” She also acknowladged If
a resident's pack of medication along with the
corrasponding caunt shest were misalng from the

F 426
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realize thet during our shift counts. We have so
many medications o count hera.”

Interview with Unit Manager #1 on 08/13/15 at
2:30 PM revealed she conducted narcotics count
audits twice monthly In the facllity to ensure the
faclily's controlled medications were counted
appropriately. She stated she had not identified
any concems related to the controlled
medications locatad In the medication carts and
the medications stored in the excess cabinet not
being counted at the same time to ensure all
medicatione were prasent when madication
counts wera conducted. Unit Meneger #1 stated,
"There was no wey the nursea could remember”
what each resident should have stored in the
excess cabinet if those medications wara not
accountad for when medication counts were
conductad. Therefors, if medications along with
the carresponding sheats were migeing from the
excasa medication storage cabinet, the facility
procass of counting nercotic medication would
not identify the problem wheén cotints were
conducted each shift.

intarview with the Director of Nursing {DON) on
08/13/15 at 2:10 PM confirmed siaff had not baen
directed to compare medications located in the
medication carts with the medications stored In
the excess cabinet at the same tima that
narcotics counts were conducted n the faciity.
The DON stated, "There's no way to remember
what medications should be avallable in the
excess storage cabinet for the rasidents, after
completing the medication counts in the carts,
because we have a lot of madications here to
account for." She statad if a resident had
medication which should be stored In the excess
cablnet, and the medication pack atong with the
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corrasponding count sheet was miseing, R
"nrobably" would not be identified by the faclilty's
current practice of counting narcotios.
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