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An abbreviated standard survey (KY16770) was
| conducted on 07/28/11. The complaint was
substantiated with deficient practice identified at
“E" level.

-F 431 483.60(b), (d), (o) DRUG RECORDS, F 431

S$8=F | LABEL/STORE DRUGS & BIOLOGICALS The submission of this plan of correction

does not constitute an admission by the 98/19/11

. .. . " rovider of any fact or conclusi t forth
The facility must employ or obtain the services of - fn this Statcm;ﬁ of deﬁi?gcl;.l?h?: pI:n

a licensed pharmacist who establishes a system . | , of correction is being submitied because it

of recards of receipt and disposition of all . is required by law.

controlled drugs in sufficient detail to enable an

accurate reconciliation; and determines that drug

| records are in order and that an account of all
controlled drugs is maintained and perodically

reconciled. .

Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professlonal principles, and include the
appropriate accessory and cautionary -
instructions, and the expiraticn date when
applicable, '

In accordance with State and Federal laws, the
facility must store al drugs and bioiogicals in
locked compartments under proper temperature
controts, and permit anly authorized persannel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
centrolled drugs listed in Schedule 1l of the

| Comprehensive Drug Abuse Prevention and
Contof Act of 1676 and other drugs subject to .
abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dese can
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Any aeﬂcienthemant snding with an asterisk (*} denotes a deficiency which the institution may be axcused from correcting praviding #t I_s determined that
ather safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing hames, the findings stated above are dlsblpgable 90 days
following the dete of survey whether or not-a plan of correction is provided. For nursing homes, the above findings and plans ofcorrecﬂon'ara dasclosgbf_e 14
days fallowing the date these documents are made avaifable to the fachity. if deficlencies ara cited, an"approved plan of comection is requisits to continued
program pardicipation. .
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| Review of the facility policy/procedure

| the Drug Dispesal Record or the prooi-of use

| proof-of-tise sheet wouid be attached to the

| two staft persons during transport by nursing

This REQUIREMENT is not met as evidenced

Based on observations, interviews, and review of
facility records, it was determined the facility
failed to have a systef in piace to ensure .
conirolied medications were not diverted from the
facility. The facility was notified on 0711941 1, by
the local Sheriff's Department that controlied
medications had been taken from the facility and
used in the comimission of a crime.

The findings inciude:

"Medication Administration” (dated as revised
October 2008) revealed staff was required to use

sheet (narcotic count sheet) provided by the
pharmacy to document any destroyed -
medication. The policy stated staffwas to - -
destroy alt controlied substances in the presence

of two licensed nurses designated by the Director |

of Nursing or according to State regulation.
According to the policy/procedure, the

controlled substance and given to the nursing
management per facility policy for safekeeping
until destruction. There was no provision in the
policy/procedure to ensure the controlted
medications to be destroyed were overseen by

management to the facility safe.

Observations of confrotled med'ication storage on '

Edueation Training Director of all
narcotics delivered in the past thirty
(30) days to ensure that all were

medication cart. This audit wil} be
completed by 08/19/11.
Discrepancies, if any, will be
investigated for résolution and
reported as necessary to the
appropriate agency.

2. A 100% andit will be completed by
the Direstor of Nursing and
Education Training Director of all
narcotics delivered in the past thirty
(30) days to ensure that all were
given, destroyed or are secured in the
medication cart. This audit wil] be
completed by 08/19/11.
Discrepancies, if any, will be

| investigated for resolution and

] reported as necessary 1o the

i appropriate agency.

given, destroyed or are secured in the -
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coronary artery disease, congestive heart failure,

07/25/11, at 12:10 PM, revealed the medications
in use were stored in & locked drawer in the
locked medication cart. The safe used to store
discontinued controlled medications for
destruction was in a locked closet and the safe
was locked. Atthe time of the investigation the
Director of Nursing {DON) did not have access to
the safe and no controlled medications were
being placed into the safe due to the ongoang
investigation by the local avthornities

Interviews on 07/256/11, from 12 45 PM to 2:20
PM, with three residents (Residents #4, #5, and -
#65) who received controlied medacatlons revealed
the residents received their medications when
requested and were never denied medication.

A review of the closed medical record of Resident
#1 was conducted on 07/25/11. Resident#1 had
been admitted fo the facility on 02/04/11, with -
diagnoses that included a fracture of the femur,
The resident was documented as expired on
04/24/111. Review of the cenirolled drug record
for Resident #1 revealed the resident had
received six doses of Hydrocodone APAP 5
my/500 my starting on 03/03/11. Resident#1
had zlso received liquid morphine sulfate 100
my/mi (20 mg per dosa), ore dose, that was
dispensed on 04/24/11. There was no disposition
of the motrphine sulfate documented in the
record. There was ho evidence in the drug
destruction records that the drug had been
destroved as required.

Review of the closed medical record of Resident
#2 revealed the resident had been admitted to the
facility on 05/02/11, with diagnoses that included

03

A new Policy and Procedure has
been implemented as well aga new
narcatic Log Books (bound &
numbered pages) have been
established. Upon receipt of 2
Narcotic delivered to the facility, it is
verified that it is correct, then
recorded into the “bound” narcotic
book on the inventory log page and
on an individual control drug page
and then stored in a double lock
medication cart. Upon discontinuing
of a Narcotic medication, the DON
will be notified and the Narcotic will
be destroyed at the medication cart
by the DON and another licensed
nurse or by two licensed nurses
desipnated by the DON. All licensed

nurses were re-trained on the process .

by 7/27/11.
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- jand arthritfs. The racord documented the :
resident had heen discharged home on 07/08/11. - .
Review of the physician's orders dated 05/02/11, 4 Tgii?gaigﬁa{lﬁtm??ﬁl
revealed an arder for liquid morphine sulfate 10 complete a audit of Narcotics 08/19/11
mg {milligrams) to be given two times a day. The delivered and Narcotics given and/or
medication adminisiration record for Resident #2 destroyed to ensure proper storage
revealed the record documented the resident and destruction of all Narcotics. This
received the morphine sulfate two times a day on audit will occur weekly for four (4)
05/08/11, 05/09f11, and 05/10/11, and one tims weeks, then bi-weekly for four (4)
.| on G3M11/11. The morphing sulfate had not been weeks and then monthly for one (1)
reordered after 05/18/11. There was no record of month. The results of these audits
the disposition of the morphine sulfate after the wiil be reviewed diring the monthly
drug was discantinued. There was no evidence Quality Assurance Meeting for three
the drug had been destroyed as required. (3) months, If at any time concermns
are identified, the Quality Assurance
Review of the closed medical record of Resident Comrnittee with convene to review
#3 revealed the resident had been admitted to the and make further recommendations as
tacility on 02/18/11, with diagnoses that included needed. The Cuuality Assurance
1 malignant neoplasm of the jung, and brain Committee will be compnised of at a
| tumors. The record documented the resident had minimum, the Nursing Home
expired at the facility on 04/05/11. Review of the Administratar, Director of Nursing,
physician's orders dated 04/04/11, revealsd an Assistant Director of Nursing,
‘1 order for the resident fo receive morphine sulfate Education and Training Director, the
20 mg three times a day. The medication Social Services Director with the
administration record for Resident #3 revealed Medical Director attending at least
| the morphine sulfate had been dispensed by the. quarterly.
pharmacy on 04/04/11. The residents physician
had ordered Diazepam 5 mg/mt syringe for
Injection on 04/04/11. Review of the pharmacy's
| proof of delivery revealed the facilify had received
two of the syringes of Diazepam. The controlied
| drug administration records for the morphine
sulfate and the Diazepam could not be located in
the resident's medical record. The facility could
not produce any documentation to indicate the
drug had been destroyed or all doses completed.
Interview on 07/25/11, at 11:55 AM, with the local
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county Sheriffs Department detective revealed
during the investigation of a crime the detective
learned controlled medications had heen taken
from the facility by a facility staff member and
used in the commission of & ¢time. The Sheriff's
Department defective stated the alleged
perpetrator had confessed fo taking controlied
medications out of the facility that had been
designated for destruction.

[nterview with the DON an 07/25/11, at 11:20 AM,
revealed the DON was one of two administrative
staff persons designated by the facility to remove
controlied medications from the medication carts
and place the medications in the faciiity safe
pending destruction. According to the DON, staff
© [ was required o count the controiled medications
at each shift change and report any discrepancies
to the DON or Assistant Director of Nursing
(ADON}. The DON stated when a resident had
been discharged or died the medications were
removed from the medication cart. A licensed
staff person and the DON or ADON would count
the controlled medications of the dischargec
resident and the DON or ADON was responsible
for transporting the medications to the safe until
they could be destroyed. The DON stated she
and the ADON participated in the destruction of
the controlied medications. The DON was
unaware any controled medications were missing
until a subpoeha arrived from the local
authorities. The DON -stated there was no check
to ensure the controlled medications counted at
the medication cart were placed into the safe.

‘Interview with the facility Administrator on
07/25/11, at 11:45 AM, revealed the Administrator
had been notified by the local authorities that
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'during & criminal investigation the authorities had

learned the alieged perpetrator of the crime, a
facility staff member, had confessed to taking
controiled medications from the faciity. The
Administrator stated after she learned of the
probiem the DON was suspended and the ADGN
was terminated. The facility's corporate nurses
came o the faciiity and started an investigation.
According to the Administrator it was discovered
the controlied medications had been taken
sometime between the count at the cart and
being placed into the safe for destruction. The
Administrator stated only two facility staff
persons, the DON and ADON, were authorized to
remove controlled medications from the cart and
place into the safe. The Administrator canfirmed A
the facility had no system in place to ensure the
authorized personnel actuatly placed the
controllad medications into the safe.

Interview with the facility Regional Director of
Clinical Services (RDCS) on 07/25/11, at 1:35
PM, revealed the RDCS and several other
corporate staff persons had conductad an audit of
the faciiity's controlied medications. The RDCS
stated she had concentrated on the controllsd
medications from 04/01/11 o 06/20/11. The
RDCS found medications that had been
dispensed to three residents but no record of the
medications desiruction after the residents had
been discharged. According to the RDCS, two
people in {he facility were authorized to remove
discontinued controlied medications from the
medication carts and place in the safe, the DON
and ADON. The RDCS confinmed there was no
system in place to ensure authorized personnel
placed the medications into the safe.
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