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E 000 | Initial Comments E 000

An unannounced Recertification survey was
conducted on 09/03/24 through 09/06/24. The
facility was found in compliance with the
requirement CFR 483.73, Emergency
Preparedness. Event ID # KUF111

F 000 | INITIAL COMMENTS F 000

A recertification and complaint investigation
survey was conducted from 09/03/24 through
09/06/24. Event ID# KUF111

15 of the 15 complaint allegations did not result in
deficiency

F 755 | Pharmacy Srvcs/Procedures/Pharmacist/Records F 755 9/25/24
SS=D | CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency
drugs and biologicals to its residents, or obtain
them under an agreement described in
§483.70(g). The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assure the accurate acquiring, receiving,
dispensing, and administering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
must employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting 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 90 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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the facility.

§483.45(b)(2) Establishes a system of records of

receipt and disposition of all controlled drugs in

sufficient detail to enable an accurate

reconciliation; and

§483.45(b)(3) Determines that drug records are in

order and that an account of all controlled drugs

is maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced

by:

Based on observation, record review, resident, F755: Pharmacy

facility staff, pharmacist, and Nurse Practitioner Services/Procedures/Pharmacists/Record

(NP) interviews the facility failed to obtain a S

narcotic refill prescription to provide pain What corrective action will be taken for

medication for 1 of 3 residents reviewed for pain residents found to have been affected by

management (Resident #57). the deficient practices.

The findings included: Per the 2567, based on observations,

Resident #57 was admitted to the facility on record review and resident, facility staff,

4/9/22 with diagnosis that included osteoarthritis pharmacy, and NP interviews the facility

of the right knee, and spinal stenosis. failed to obtain a narcotic refill prescription
for pain medication for 1 of 3 residents

Record review of the Physician order dated (resident #57) reviewed for pain

3/5/24, oxycodone-acetaminophen oral tablet management.

5-325 milligram (mg). Give 1 tablet by mouth

every 8 hours as needed for pain (PRN). Corrective action for residents who have
the potential to be affected by this

Review of the controlled drug record sheet for deficient practice.

Resident #57 which was received on 7/19/24

revealed the last dose of medication in the card All residents that have narcotic pain

was administered on 8/30/24. medication ordered have the potential to
be affected by this alleged deficient

Review of the Medication Administration Record practice. A 100% audit of all narcotic pain

(MAR) for Resident #57 dated August 2024 medications completed by nurse

revealed she last received an as needed dose of managers/designee on 9/25/24 ensured

pain medication on 8/30/24 (Friday) at 9:17 PM. all medications were ordered timely with

There were no doses recorded as being no adverse results noted. A 100% audit of
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administered on 8/31/24 (Saturday).

Review of an electronic dispensing system report
revealed there were no doses of
oxycodone-acetaminophen 5-325mg dispensed
for Resident #57 from 8/30/24 through 9/5/24.

Review of Physician order provided by the
pharmacy disclosed a prescription renewal order
for Resident #57's oxycodone-acetaminophen
5-325mg was reordered on 9/2/24 at 11:09 AM.
The renewal order was required for each time the
controlled medication ran out or was close to
running out.

Review of the controlled drug record of
oxycodone-acetaminophen 5-325mg revealed
Resident #57's medication card was received on
9/3/24 and the first dose from the new card was
administered on 9/3/24.

Review of the MAR for Resident #57 dated for the
month of September 2024 revealed
administration of oxycodone-acetaminophen
5-325mg was administered on 9/3/24. There
were no doses recorded as being administered
on 9/1/24 (Sunday) or 9/2/24 (Labor Day).

On 9/4/24 at 5:08 PM, an interview was
conducted with Resident #57, she stated she
requested oxycodone-acetaminophen 5-325mg
on Saturday (8/31/24), Sunday (9/1/24) and
Monday (9/2/24). Nurse #1 told her it was not
available.

An observation was conducted in conjunction with
an interview with Nurse #1 on 9/5/24 at 11:28 AM.
During the interview she stated she had provided
the last dose from the card to Resident #57 on

all licensed LPN/RN Hall Nurses was
completed on 9/25/24 to be sure they
were all checked off for Pyxis training and
have access to the Pyxis machine. Any
LPN/RN Hall Nurse that is not in the Pyxis
machine will be put in the system prior to
their next scheduled shift.

What measures are put in place to ensure
systemic changes to prevent
reoccurrence.

In-service education was initiated on
9/8/24 for all licensed nursing staff and
certified medication aides on the
importance of ordering narcotic pain
medications prior to the medication
running out and accessing the Pyxis
machine if the medication is not available
on the medication cart. This in-service
was initiated by the DON / Designee and
will be completed with each RN/LPN/CMA
prior to their next scheduled shift. This
training will be part of the orientation
process for all newly hired licensed
nursing staff and certified medication
aides. All newly hired LPN/RN Hall Nurses
will be trained on the Pyxis machine and
given access.

How will corrective action be monitored to
ensure the deficient practice will not
reoccur.

To ensure ongoing compliance the
Director of Nursing or designee will
conduct a random audit of 5 residents
narcotic pain medications 5 days a week
for 12 weeks to ensure medications are
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8/30/24 and she was unable to obtain the
prescription requested from the NP or the on-call
service for the narcotic. An observation of Nurse
#1 was conducted as she used the medication
dispensing system. During the observation the
nurse was unable to demonstrate how to obtain
narcotics from the electronic medication
dispensing system. She scrolled through
Resident #57 list and stated there were no
narcotics available. She stated she did call the
physician several times to follow up on the order
on the day of the request. She did not recall if
she texted or called the Physician and could not
provide evidence that she had made the request
for the prescription. When the Nurse Practitioner
(NP) was in the facility she gave the request
directly to the NP.

An interview with Nurse #2 on 9/5/24 at 1:31 PM,
revealed to obtain a new narcotic hard script on
the weekend or holiday she called the NP, the NP
then sent the prescription electronically to the
pharmacy. The procedure was to reorder
medication when there were 8 pills remaining in
the card.

An interview with NP on 9/5/24 at 1:46 PM,
revealed there was an on-call service for
holidays, nights, and weekends. She expected
the facility to notify her or the on-call service when
the medication count gets low to prevent a delay
of obtaining the medications. She explained
there was also an electronic medication
dispensing system and that was the first back up
if a resident was out of medication. When she
received a request from the facility for a
prescription it was electronically sent to the
pharmacy.

ordered timely and no medications run out
prior to being ordered. The Director of
Nursing or designee will report the
findings of this audit to the Quality
Assurance Performance Improvement
Committee monthly for 3 months with
follow up actions and recommendations
until such time substantial compliance has
been achieved.
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An interview with the Pharmacist on 9/5/24 at
10:29 AM, via telephone revealed the order for
Resident #57's oxycodone-acetaminophen was
ordered by the facility on 9/2/24 and delivered to
the facility on 9/3/24. The Pharmacist reviewed
the transactions on the electronic medication
dispensing system and indicated it showed
nothing was dispensed for Resident #57 from
8/31/24 through 9/2/24. The Pharmacist stated
the facility was to order medications when there
were 5 doses remaining for the resident. They
had not received a request for Resident #57 for
oxycodone- acetaminophen until 9/2/24.

The Director of Nursing (DON) was interviewed
on 9/6/24 at 2:11 pm. She stated the nurses
assigned to the medication carts were
responsible for ordering medications. The nurse
notified the provider for a new narcotic
prescription electronically. On the weekends or
holidays the nurse called the Provider and had
them fax the prescription or send it directly to the
pharmacy. The DON stated residents should not
go without medications at any time including
narcotic medication and all nurses knew how to
access the backup medication dispensing
machine. When a resident complained of pain,
the nurse should check in the electronic backup

system first then follow the re-ordering procedure.

She also stated there was a recent pharmacy
change and it was possible Nurse #1 missed the
training of how to obtain narcotics from the
medication dispensing system.
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