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An abbrevialed standard survey (KY20405) was
condusted on 07/10/13. The complaint was
substantiaiad with deficient praciice identified at
D" level,
F 425 4B3.60(a), () PHARMACEUTICAL BVG - F 425
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The facility must provide routine and emergancy
drugs and biologicals io its residents, or ohtain
ther under an agreemart described in
§483.75(h) of this parl. The facllty may pamit
unfitensed personnet o adminisler drugs Iif State
law permits, bui only under the generat
supsrvision of a licensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurale
acqulring, receiving, dispensing, and
adminisiering of & drugs and hinlngivals) to meet
the needs of each resident.

The facility must employ or obiain the services of
a ficensed pharmacisl who provides consuliation
on alt aspecis of the provision of pharmacy
servicas It the facility.

This REQUIREMENT is not met as evidencad
by:

Based on interview, resord review, and a review
of facilily policies, i was delarmined the facility
failed fo provide pharmacautical services o
ensure periodic reconeiiistion of controlied
medicalions, which included frequency, melthad,
by whom, and pertinent documeniation, was
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Any deficiency stalement ending with an aslaf‘(rsk {*) danoles o deficiency which the inslitulion may be sxsused from correcting praviding 1t Is deternined that
other safeguards provide sefickent protection fo the palisnis . (See instruclions.} Excepl for nursing hames, the findings staled above are disclosabio 80 days
fallowing the dale of survey whether or nol a plan of carection |s provided, For nursing hames, tha abaye Titidings and plans of comaction are disclosable 14

gays foliowing the date these docsments are made avalleble 1o the faclity, If delicienties reo citnd

pragram parivpation,

, 2n approved plan of cofretlion f requisile lo co minugrl
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conducted for three of four sampied residents
(Residents #1, #2, and #4). A review of the
Medication Adrinistration Records (MARs) for
Resident #1, Resident #2, and Resident #4
revealed a significant increase in the amount of
narcotie {pain) medication the residents required.
A review of the Resident's MARs revealed tha
change occurred in April 2013, May 2013, and
June 2013, for Residents #1 and #2, and in May
2013 and June 2013 for Resident #4. An
intarview with Licensed Practical Nurse (LPN) #1
confirmed she had signed aut narcolics for
Residents #1, #2 and #4. However, the LPN
stated medications were never administered to
the residents zs documented in the resident's
records, LPN #1 continued to state she had
given the narcolics fo LPN #2. An interview with
the facility Pharmacist on 07/10/13 revealed he
had conducted medication reviews in Aprii, May,
and June of 2013 for the residents. Howsver, the
pharmacist stated he had not identified any
conserns when the medication records weare
reviewed.

The findings include:

A review of the facility policy titled Medication
Regimen Raview, dated May 2007, revealed the
policy failed fo address how the facility would
ensure controlied medications were periodically
reconciied as required.

1. Areview of the medical recard on 07/10/13, far
Resident #1 reveaizd the resident had a
physician's order which was obtainad on 01/1713
for Hydrocodone/APAP 7.5/650 milligrams (rmg)
{medicaiion te relieve pain); to be administered
every sk hours as needed for pain., Further
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review of the medical record revealed the order
remained currant on 07/01/13.

Areview of Resident #1's MAR revealed facility
staff administered one dose of
Hydrocodone/APAR 7,5/650 mg during the month
of January 2013. The MAR further revealed
facility staff had not administered
Hydrocodone/APAP 7.5/650 mg during the month
of Febrrary 2813 and had administered three
doses of the medication to the resident in March
2013. However, a review of Resident #1's April
2013 MAR reveaied facility staff had administersd
37 doses of Hydrocodone/APAR 7.5/650 mg to
Resident #1 (27 deses of the medication were
documented as being administered by LPN #1).
Areview of Resident #1's May 2013 MAR
revealed 47 doses of Hydrocodone/APAP 7.5/650
mg were adminisierad to ihe resident (40 doses
of the medication were administered by LFN #1),
The resident's June 2013 MAR revealed facility
staff adminisiered 41 doses of
Hydrocodone/APAP 7 5/650 mg to the resident
{37 doses were administered by LPN #1).

2. Areview of the medical record on 07/10/13 for
Resident #2 revealed the residant had a
rhysician's order for 7.5/650 mg of
Hydrocodone/APAP, 1o be administered every six
hours as needed for pain, Furher review of the
medical record reveated the erder was current on
07/01/13; however, no original order date was
abtained.

A review of Resident #2's MAR revealed siaff had
administered two doses of Hydrocodone/APAP
7.5/650 mg during the month of January 2013,
The MAR further revealed facility staff had not
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-| facility staff had administered 38 doses of

administered Hydrocodone/&PAP 7.5/650 mg
during the month of February or March 2013. A
review of Resident #2's April 2013 MAR revealed

Hydrocodone/APAP 7.5/650 mg to Resident #2
(28 doses of the medication were documenied to
be administered by LPN #1) . A review of the
resident's May 2073 MAR revealed 48 doses of
Hydrocodone/APAR 7.5/650 mg were
adminisiered to the resident (40 doses of the
medication was administered by LPN #1). The
resident's June 2013 MAR revealed facility staff
administered 35 doses of Hydrocodone/ APAP
7.5/650 mg to the resident (33 doses were
administered by LPN #1),

3. Areview of Resident #4's medical record on
07110/13 revealed a physician's order dated
05/08/13 for 7.5/650 mg of Hydrocodone/APAR
(medlcation to relieve pain) to be administered
every six hours, as needed, for pain.

A review of Resident #4's MAR revealed the
residant had received 17 doses of
Hydrocodone/APAR 7.5/650 mg in May 2013 (16
doses ware administered by LPN #1). A review of
the resident's MAR for June 2013 revealed staff
administered 20 doses of Mydrocodons/ APAP
7.5/850 mg for the month of June (18 doses were
documentad to be administered by LPN #1),

LPN #1 stated during an interview on 07/10/13 at
1:20 PM that she had signed out
Hydrocodone/APAP 7.8/850 mg for Residents #1,
#2 and #3 {unable to recall how many times or
when she began to sign them out) with the intent
to divert the medications to her supervisor, LPN
#2. LPN #1 stated that aithough she had not
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observed the residents to be in pain, she had
indicated on each resident's MAR that she had
administered the medication to the residents.
LPN #1 stated she gave the conirolled
medications to LPN #2 as a "favor.” LPN #1
stated LPN #2 had told her that a "sick" family
member with a terminzal diagnosis needed the
medication. LPN #1 continued to state she knew
the diversion of controlied medications was
wrong, “There's no excuss for what | have done: |
have done a horrible thing."

LN #Z was unable to be reached for an interview
during the investigation.

An interview with the facility Pharmacist on
07/10/13 at 3:45 PM revealed he had conducted
medicalion regimen reviews for Residents #1, #2,
and #4 for the months of February, March, April,
May, and June 2013, and had not identified any
concermns. The pharmacist further sated he
reconciled controlled medications in the facility by
observing narcotic storage drawers and reviewing
narcotic count sheets for accuracy, The
pharmacist stated he checked each resident's
MAR for frequent usage of medication only if the
compuier system "kicks out something for
frequent use." Otherwise, the pharmacist stated
he would not have a reason to check medication
records for frequency of use.

An interview with the Director of Nursing {DON)
on 07/10/13 a1 5:00 PM revealed she had not
identified any cuncerns with the residents’
medication frequendies or whom the medications
were administered by until an allegation was
reported to her on 07/0113. The DON stated
that prior to this incident each Clinical Coordinator
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was responsible to review all residents’ MARs
manihly for accuracy. According to the DON,
prior to this incident she had asked the Clinical
Coordinators each menth if they had conducted
the monthly medication reviews to ensure the
MARs were accurate., The [DON stated the
previdus Clinical Coordinatar, LPN #2, would
have conducted the moenihly medication reviews,
and stated since LPN #2 had been reporied to
have been involved in the medication diversian,
she would not have notified her {the DON) of the
concerms related to the documentad
administration of the contralled medications.
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1.

5.

Residents #1, #2, and #4 were assessed for pain and any changes in pain per Administrative
Nursing Staff. The medication regimens were reviewed per MD,FNP, and Pharmacist to ensure
medications were warranted and dose reduction attempted and discontinued when
appropriate. Residents #1, #2, and #4 received pharmaceutical services that ensured
reconciliation of controlled medications including frequency, method, by whom and pertinent
documentation. LPN #1 and LPN #2 were suspended immediately and employment was
terminated on July 2, 2013,

All residents with pain medication were assessed for signs and symptoms of pain. The MARS
and MD arders were reviewed by CQ| consultant staff, facility administrative nursing staff, and
the consultant pharmacist to ensure that residents were receiving medications as ordered, tc
observe for any identified areas of eoncern, and that all residents were receiving pharmaceutical

services,

All licensed nursing staff received in-service education by the Administrative Nursing Staff on
7/01/2013 in regard to proper medication administration, narcotic documentation and assessing
residents for pain. The Consultant Pharmacist reviewed regulation and made additional checks
part of his monthly review including but not limited to reconciliation of Narcotics that required
checks for method, frequency, signature, by whom and other pertinent documentation.

CQl committee designees will conduct weekly reviews of 5 residents per medication cart for
proper signatures, frequency, correct count, and route of administration of controlled
medications. These reviews will be conducted weekly for one month and then monthly. Any
irregularities will be corrected immediately and reported to the CQJ Commiittee for review and
follow-up. Clinical coordinators of each unit will now review the MARS for the other unit and in
addition all completed narcotic sheets will be reviewed by the Director of Nursing for any
signature discrepancies, frequency, and pertinent documentation. The Consultant Pharmacist
will conduct a random audit of residents on PRN medicatian.

Completion Date : 7/08/2013
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