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! The facility must provide routine and emergency
l drugs and biologicals to its residents, or abtain

i them under an agreement described in

1 §483.75(h) of this part. The facility may permit
 uniicensed personnel to administer drugs if State
 law permits, but only under the general

| supervision of a licensed nurse.

| A facility must provide pharmaceutical services

| (including procedures that assure the accurate

| acquiring, receiving, dispensing, and |
; administering of all drugs and biclogicals) to meet
{ the needs of each resident,

' The facility must employ or cbtain the services of
 a licensed pharmacist who provides consultation
+on all aspects of the provision of pharmacy

- services in the facility.

| This REQUIREMENT is not met as evidenced

L by

f Based on interview and record review, it was

: determined the Pharmacy failed to provide a

| STAT (without delay; immediate) pain medication

| in a timely manner for one (1) of thres (3)
sampled residents, Resident #1.
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A 1 , | The statements made on the plan of
F OOG§ INITIAL COMMENTS F Q00| correction are not an admission to and do
: ROt constitute an agreement with the
E An Abbreviated Survey was initisted on 04/07/15 alleged deficiencies herein.
: and conciuded on 04/08/15 to investigate o , .
| KY23086. The Division of Heath Care zﬁdfjﬁé‘ﬂe‘“ f"?"*’*‘dm with all federal |
| substantiated the allegation with deficiencies cited e g ons, the center has taken |
' at a scope and severity of a D or will take the actions set forth in the. |
f - following plan of comection The
F 425, 483.60(a),(b) PHARMACEUTICAL SVC - F 425 - M

following plan of correction constitutes
the center's allegation of compliance,
All alleged deficiencies cited have been
or will be comrected by the date or dates
indicated.

i F425

I. Resident #1 was discharged on 4/1/15
and is no longer a resident in our center,

2. Patients admited o the facility with
physician orders for pain medication
have the potential to be affected by the
deficient practice. The Director of Care
Delivery  (DCD)  and/or  House
Supervisor will review newly admited
residents medication orders to ensure the
pharmacy was notified of new orders,
The DCD and/or House Supervisor will
review newly  admitted  resident’s
Delivery Receipt from pharmacy on the
next business day to ensure that the
resident’s pain medication was defivered
timely by pharmacy. The DCD and/or
House Supervisor will review newly
admitted resident’s Medication j
Administration Records to ensure that ;
{

i

|
i
!

their pain medications were administered
per physician orders,
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ending with an astarisk (*) denctes g deficiancy which the institution mmay be exoused from cofrecting providing it is detelmine that
sufficient protection to the patients, (See instructions.) Except for nursing homes, the findings stated above are diselosable 90 days
is provided. For nurzing homss, the abova findings and plans of correction are disclosable 14

days follewing the date these documents are made availgble to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program particlpation.
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i The findings inciude:

| Receipt of Interim/STAT/Emergency Deliveries,

| dated 05/01/10, revealed the facility should

‘immediately notify pharmacy when the facility

-received a medication order that required a STAT

, delivery. If a STAT delivery was necessary, the

' facility should arrange either: with the pharmacy

- {0 include the STAT medication in an earlfier

scheduled deiivery or a special delivery, ag

required, or; for delivery by a contract courier, or:

for the medication to be dispensed and delivered

Dy a third party pharmacy to ansure timely
receipt, I

Review of the closed clinical record for Resident
#1 revealed the facility admitted the resident on
03/27/15 with diagnoses of a Left Knee Device
Removal, Left Knee Infection and Osteoarthritis,
| At the time of discharge from a local hospital at
i 6:30 PM the resident received a dose of pain
I medication Norco 10/325 mg orally. Review of the
admission orders, dated 03/27/15, revealed the
! facility was to administer Norco 10/325mg, one
£ (1) tablet every four (4) hours as needed for
- moderate pain, and Norco 10/325mg, two (2)
tablets every four (4) hours as neaded for severe
! pain.
linterview with LPN #3, on 04/07/15 at 6:20 PM,

f revealed the pain medication ordered (Norco

: 10/325mg) was nat kept in stock and when the

I orders were faxed to the pharmcy, the pharmacy
( was toid the medication was STAT.

3 Review of the Nurses Notes, dated 03/27/15 to

 Review of the facility's pharmacy policy regarding

| 03/28/15, revealed the admission orders were

3. The Administrator spoke with the
General Manager (GM) of Omnicare
Pharmacy via telephone on 4/9/15 and
scheduled a meeting for 4/15/15 to
discuss expected medication delivery |
times. The Administrator,
Administrative  Director of Nursing
Services {ADNS) and the GM were
present during this meeting on 4/15/15.

é It was determined that newly admitred
! resident’s medications will be delivered
STAT to the center. The Administrator,
ADNS and GM agreed that the estimated
time frame of delivery for STAT
medications is less than 4 hours. The |
GM will in-service pharmacy staff(s) to
ensure that all STAT medication orders !
for newly admitted residents are entered |
into their system as STAT and delivered |
within less than 4 hours. On or before
4/24/15 the ADNS, DCDs and/or House
Supervisor will in-service licensed nurses
to place a STAT order to pharmacy for
medications needed prior to the next
routine delivery that are not available in
the emergency drug kit. The ADNS,
DCDs and/or. House Supervisor will also
in-service licensed nurses to notify the
physician if patients verbalize or
demonstrate uncontrolled pain.

F 425
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upervisor will utilize the Pharmacy
faxed o the Pharmacy and a call was placed to Services QAPI 100l to audit 5 newl
the Pharmacy, on 03/27/15 at 8:30 PM, and the e o ’
: medication orders were to be STAT. adrmitted residents per week for 2 weeks
' to ensure that medications are ordered
interview with the facility's Pharmacist, on timely by the licensed nurze and
1 04/07/15 at 4:45 PM, revealed the pharmacy delivered timely by pharmacy. The
| received the fax at 8:15 PM on 03/28/15. The ADNS7 DCD and/or House Supewis()r
' medication order was placed on the STAT board wi ; ,
. ‘ ill also audit AR of 5 residents
| at 9:42 PM on 03/28/15. The Pharmacy delivered ek fon g"wff o e
| the medications to the facility on 03/26/15 at 2:02 P or 12 Weeks (o ensure |
| AM, six (6) hours after the order had been placed. | newly admitied resident’s medications |
are administered per physician orders. |
| Review of the tracking sheet provided by the } The physician will be notified if patients |
| pharmacy, dated 03/28/15, revaaled the STAT . verbalize or demonstrate uncontrolfed |
i pain medication was not defivered to the facility pain. The ADNS, DCD and/or House |
;gtsl 2:02 AM with proof of delivery signed by LPN Supervisor will report the resulis of the 5
' audits monthly to our Quality Assurance
Review of the Medication Administration Record, Commitice  for further review  and
dated March 2015, revealed on 03/28/15 at 2:02 recommendations, .
AM, LPN #3 administered Resident #1 the first 5. Corrective measures will be completed ‘ ~
dose of Norco 10/235 mg, with a pair level of 4/25/15.

eight (8); seven and one half hours (7.5) after the
last dose from the hospital; and approxmately six
£ (6) hours after the order was placed with
Pharmaey.

Interview with Residert #1, on 04/07/15 at 4:20

: PM, revealed when hefshe requested the pain

| medication, LPN #3 stated it had to come from
Pharmacy. The resident stated a request for pain
medication was made on Q3/27/15 at 10:15 PM
and 03/28/15 at 12:40 AM both times with a pain
i level of a six (6) out of ten (10),

Continued interview with LPN #3, on 04/07/16 at
6:20 PM, revealed when the resident asked for
pain madication, the resident stated the pain was

i

a level six (8) of ten (10). If the resident had said

by 4/25/15. ;

i
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the pain was an eight (B) or (9) she would have

I called the physician. The nurse stated she
repositioned the resident and called the

pharmacy twice about the medications. LPN #3

further stated they had lots of delays with getting |
medications from the pharmcy af night. {

f

 Interview with the Director of Nursing, on

1 04/08/15 at 9:20 AM, revealed the STAT orders

| should have been included in the 12:00 midnight
» fun. The facility met with the Pharmacist to add

. an additional delivery time at 12:00 midnight. This
| was conveyed to the Nurses in December of
2014 as well as Cardiac, Blood Pressure,

| Antipsychotic, and Pain medications were to be

» called in as STAT if these medications were not in
| stock. Resident #1 had a non-stocked pain

| medication ordered.

Additional interview with the Pharmacist, on

04/08/15 a1 8:50 AM, revealed the routine route

ended at 5:00 pm, after that a STAT medication

order had to be called to pharmacy to be

: delivered before the morning shift. However,

3 sontinued interview with the Pharmacist, on
04/08/15 at 10:20 AM, revealed STAT orders

would be delivered within four (4) hours for new

admissions, but actually the pharmacy had no set

i time schedule for STAT orders,

|
!
i
I

|
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