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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Many

Have a registered nurse on duty 8 hours a day; and  select a registered nurse to be the director of nurses on 
a full time basis.

51156

Based on interview, record review, and review of the facility's policy, the facility failed to provide eight 
consecutive hours of Registered Nurse (RN) coverage for 12 out of 92 days from 03/01/2024 through 
05/31/2024 and 27 out of 92 days from 06/01/2024 through 08/31/2024. 

The findings include:

Review of the facility's policy titled, Nursing Services and Sufficient Staff, dated February 2023, revealed 
except when waived, the facility must use the services of an RN for at least eight consecutive hours a day, 
seven days a week. Further review revealed the Director of Nursing (DON) could serve as a charge nurse 
only when the facility had an average daily occupancy of 60 or fewer residents. 

Review of the facility's daily schedules of the 92 day period from 03/01/2024 through 05/31/2024 revealed a 
lack of evidence of an RN on duty for 12 dates. These dates were 03/09/2024, 03/10/2024, 03/23/2024, 
03/24/2024, 03/30/2024, 04/07/2024, 04/21/2024, 05/04/2024, 05/18/2024, 05/19/2024, 05/25/2024, and 
05/26/2024. 

Further review of the facility's daily schedules of the 92 day period from 06/01/2024 through 08/31/2024 
revealed the facility did not have an (RN) scheduled to work on 27 dates. These dates were 06/01/2024, 
06/02/2024, 06/08/2024, 06/09/2024, 06/15/2024, 06/16/2024, 06/22/2024, 06/23/2024, 06/29/2024, 
06/30/2024, 07/06/2024, 07/07/2024, 07/13/2024, 07/14/2024, 07/20/2024, 07/21/2024, 07/27/2024, 
07/28/2024, 08/03/2024, 08/04/2024, 08/10/2024, 08/11/2024, 08/17/2024, 08/18/2024, 08/24/2024, 
08/25/2024, and 08/31/2024. 

Review of the Payroll Based Journal (PBJ) Staffing Data Report, run on 08/30/2024, triggered no RN hours 
for four or more days within the second quarter (April through June 2024). 

During an interview with Certified Nursing Aide (CNA) 6 on 09/05/2024 at 12:10 PM, she stated she did not 
usually complete her assignments. She stated staff had a lot of bed baths and must cut corners to make sure 
everyone was clean and dry. She stated she felt staff must skip over nail care and shaves because staff did 
not have time to do them. She stated staff tried to pass things on to the next shift.

(continued on next page)
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185355 09/06/2024

River Valley Nursing Home 305 Taylor Street #402
Butler, KY 41006

F 0727

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

During an interview with CNA5 on 09/05/2024 at 7:05 PM, she stated the facility had been very short staffed. 
She stated the facility used agency nurses but sometimes staffing was still short. She further stated she had 
worked several shifts with only one other nurse caring for the entire building. 

During an interview with the Director of Nursing (DON) on 09/05/2024 at 3:55 PM, she stated most of the 
staff call-ins for being absent happened on the weekends. She stated, at that time, the facility utilized agency 
staff or asked facility staff already on duty to stay over to help. She stated management staff would come in if 
needed. She further stated she talked to staff about their workloads and areas they needed help from other 
shifts. She stated staff discussed staffing and retention weekly and then again monthly in Quality Assurance 
and Performance Improvement (QAPI) meetings. She stated the facility had plenty of staff now but could use 
an RN on night shift.

During an interview with the Administrator on 09/05/2024 at 4:10 PM, she stated the facility did not have an 
RN staffing waiver. She stated she had accommodated staffing by asking facility staff to come in, using 
agency staffing, or the DON to cover as needed. She further stated they had utilized the DON to fulfill the RN 
requirements Monday-Friday when the patient census was below 60. She further stated the facility had 
recently lost an RN staff member and was in the process of hiring another RN now. 
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River Valley Nursing Home 305 Taylor Street #402
Butler, KY 41006

F 0755

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50000

Based on observation, interview, record review, and review of the facility's policies, the facility failed to 
provide pharmaceutical services to meet the needs of each resident for 1 of 19 sampled residents, Resident 
(R) 14.

R14 was ordered to have a fentanyl patch (synthetic opioid pain reliever delivered transdermally) placed 
every 72 hours. On [DATE] a new fentanyl patch was placed on R14. On [DATE] it was due to be changed, 
the prescription had expired, and the medication was not available. R14 did not have a new fentanyl patch 
placed until

[DATE], 48 hours past due.

The findings include:

Review of the facility's policy titled, Medication Orders: Controlled Substance Prescriptions, dated ,d+[DATE], 
revealed before a controlled drug could be dispensed, the pharmacy must be in receipt of a prescription. The 
policy revealed partial fill requests for controlled level II drugs should be made allowing for appropriate time 
for the pharmacy to obtain the prescription and to assure an adequate supply was on hand. The policy stated 
the pharmacy contacted the prescriber for direction when delivery of a medication would be delayed or was 
not or would not be available.

Review of the facility's policy titled, Preparation and General Guidelines: Controlled Substances, dated ,
d+[DATE], revealed all controlled medications were reordered when a minimum of a five-day supply 
remained to allow time for acquisition and transmittal of the required original written prescription to the 
provider pharmacy, if necessary.

Review R14's Face Sheet revealed the facility admitted the resident on [DATE] with diagnoses of 
Alzheimer's disease, osteoarthritis with pathological fracture, and vertebral disc degeneration with collapsed 
vertebra.

Review of R14's quarterly Minimum Data Set (MDS), with an assessment reference date (ARD) of [DATE], 
revealed the facility assessed the resident to have a Brief Interview for Mental Status (BIMS) score of six out 
of 15, which indicated severe cognitive impairment. The MDS also assessed the R12 to have a high-risk 
drug class use, which included opioids.

Review of R14's Orders revealed a fentanyl transdermal patch 75 micrograms per hour (mcg/hr) to be 
applied to the skin every 72 hours with a start date of [DATE] and an end date of [DATE]. Further review 
revealed a new order for the same medication and instructions was placed on [DATE] with an end date of 
[DATE].

(continued on next page)

93185355

02/11/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      
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River Valley Nursing Home 305 Taylor Street #402
Butler, KY 41006

F 0755

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Review of R14's Medication Administration Record (MAR) identified a fentanyl patch was applied on [DATE], 
with the next patch applied on [DATE] at 12:00 PM by Licensed Practical Nurse (LPN) 2. Further review 
revealed Norco 7XXX,d+[DATE] milligram (mg) tablet (opioid pain reliever used to treat moderate to severe 
pain) was given as scheduled twice a day every day on all days in ,d+[DATE]. Additional review revealed 
Tylenol Extra Strength 500 mg (a non-narcotic pain reliever), two tablets were given three times a day as 
scheduled on [DATE], [DATE], and [DATE]. 

Review of R14's Nursing Progress Note, dated [DATE], revealed a fentanyl patch was replaced as ordered.

Review of R14's Nursing Progress Note, dated [DATE] at 1:52 PM, revealed LPN6 notified the Nurse 
Practitioner (NP) of the need for a new prescription for fentanyl and noted the NP had sent the prescription to 
the pharmacy.

Review of R14's Nursing Progress Note, dated [DATE], revealed at 10:00 AM Registered Nurse (RN) 1 
called the pharmacy to confirm the order for fentanyl was received. Per the note, the pharmacy informed 
RN1 the medication would be sent that day.

Review of R14's Nursing Progress Note, dated [DATE] revealed at 4:10 PM RN1 called the pharmacy to get 
the estimated time of arrival of the fentanyl patch and was informed it would leave the pharmacy by 6:00 PM.

Review of R14's Nursing Progress Note, dated [DATE] revealed at 6:00 PM RN1 documented R14 did not 
complain of pain and did not exhibit any signs or symptoms of withdrawal.

Review of R14's Nursing Progress Note, dated [DATE] revealed LPN 2 observed the fentanyl patch that was 
applied last date was loose, it was removed, and a new fentanyl patch was placed and covered with 
Tegaderm (a transparent medical dressing).

Review of a pharmacy document labeled Prescription History, dated [DATE] for R14 identified prescription 
21270848 was entered on [DATE] at 1:34 PM, reviewed at 4:11 PM, label printed at 7:39 PM, and was 
placed in tote for delivery to the facility on [DATE] at 11:25 PM. Further review of the document identified the 
delivery information for who was assigned the delivery, who received the delivery, but the delivery date had 
no information documented.

Review of the pharmacy Packing Slip, dated [DATE] for prescription 21270848 identified one fentanyl patch 
was delivered to the facility and signed as being accepted by LPN7. Further review of the document revealed 
the section titled refused control was blank, and LPN7 signed her name and dated it [DATE].

Review of a pharmacy document labeled Prescription History, dated [DATE] for R14 identified prescription 
21271802 was entered on [DATE] at 1:32 PM, reviewed at 1:47 PM, label printed at 2:13 PM, and placed in 
tote for delivery to facility on [DATE] at 5:17 PM. Further review of the document identified the delivery 
information for who was assigned the delivery, who received the delivery, but the delivery date had no 
information documented.

(continued on next page)
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F 0755

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Review of the pharmacy Packing Slip, dated [DATE] for prescription 21271802 identified five fentanyl 
patches were delivered to the facility and signed as being accepted by LPN7. Further review of the document 
revealed the section titled refused control was blank, and LPN7 signed her name and dated it [DATE].

Observation on [DATE] at 9:04 AM of the fentanyl patch placed on R14's right shoulder revealed the patch 
was dated [DATE] and was initialed by the nurse that placed it, which corresponded to documentation on 
R14's MAR. 

In an interview with family member (F) 1 of R14 on [DATE] at 1:39 PM, she stated R14 had been using 
fentanyl patches for chronic back pain for at least [AGE] years. F1 stated she kept track of when the patch 
was due to be changed and visited several times a week, always checking the patch. F1 stated she checked 
the patch on R14 and noted it was due to be changed the same day and mentioned to the nurse on duty, 
name she did not recall, and was told she would take care of it. F1 stated she returned the following day for a 
visit, and when she checked, the same patch was still in place, and it was now 24 hours past when it was 
due to be changed. F1 stated she did not recall when it was finally replaced, but she was told by facility staff 
that it was delayed because of delivery from the pharmacy. She stated she was told, when it finally arrived, it 
had the wrong label on it and could not be administered. She stated, to the best of her memory, it was five 
days between when the last patch was placed and R14 had a new one placed. F1 stated she believed R14 
was having withdrawal symptoms as evidenced by her observation of R14's sweating and lack of appetite. 
She stated R14 was having pain but could not verbalize distinct symptoms other than those previously 
mentioned.

In an interview with LPN7 on [DATE] at 1:47 PM, she stated she recalled R14's family member was upset 
that R14's fentanyl patch had not been changed when it was due. She stated she recalled calling a provider 
to request a new prescription, and she asked for the administration due dates to be changed due to the 
fentanyl patch being off-schedule because of late administration. She stated she believed the future doses 
should be rescheduled from the point the new patches were delivered. LPN7 stated a fentanyl patch was 
delivered on her shift by the pharmacy, she checked the label and reported that the name was for a different 
resident. So, she stated she completed the pharmacy return information at the bottom of the delivery form 
and signed for the patch to be returned. LPN7 stated the following night shift the pharmacy made another 
delivery of the fentanyl patches, the label was correct, she signed for acceptance of the patches, and placed 
a new fentanyl patch on R14 that night. LPN7 stated she could not recall if she placed the patch on [DATE] 
or [DATE] due to confusion sometimes with night shift starting on one date and ending on another date. She 
also stated she could not remember what she documented or where she documented it.

In an interview with LPN2 on [DATE] at 6:49 PM, she stated she was not working when the situation 
occurred but did receive in report that R14's fentanyl patch was on order and waiting to be delivered. She 
stated there was a lapse in replacing it. LPN 2 stated the process for reordering a narcotic medication was to 
first determine if the resident had refills remaining or if a new prescription was required. LPN2 stated if a 
resident was out of refills a new prescription was needed. She stated, in that case, the nurse contacted the 
NP, and the NP placed an order in the electronic chart. However, she stated a second, different NP who 
handled controlled medication prescriptions was contacted to send the prescription to the pharmacy. LPN2 
stated she did not recall there being any other incidents of R14 not receiving her fentanyl patches as ordered 
since that occurrence, and she did not recall R14 having any signs or symptoms of withdrawal while caring 
for her.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

In an interview with LPN6 on [DATE] at 8:00 PM, she stated she had worked previously as a Unit Manager at 
the facility and, in that role, would do audits of the medication carts and would call pharmacy when a refill of 
a medication was needed, would verify orders of medications, and checked on delivery estimated arrivals. 
LPN6 stated the facility's policy at that time was that all controlled substances required a new prescription 
every time the last one ran out, and they could only write for a small number of refills. LPN6 stated she 
recalled R14 but did not recall the incident involving the fentanyl patch not being placed when due or any 
issue with labeling or delivery.

In an interview with RN1 on [DATE] at 11:47 AM, she stated she was told in report from the night shift nurse 
that R14's fentanyl patch was late because pharmacy had delivered it, but something was wrong with the 
label, it had to be returned, and staff was waiting for re-delivery. RN1 stated a family member came to the 
desk irate after finding out a new patch had not been placed, and she personally called the pharmacy several 
times regarding the prescription and delivery of the fentanyl patch. RN1 stated the family member informed 
the pharmacy the medication was time sensitive. RN1 stated during that time she monitored R14 very 
closely, obtained frequent vital signs, and assessed for any signs or symptoms of withdrawal. She stated she 
kept the family informed every time she placed a call to the pharmacy. RN1 stated R14 never exhibited any 
signs or symptoms of withdrawal, complained of pain, or exhibited any non-verbal signs of pain. She stated 
she administered other narcotic pain medication that was scheduled along with scheduled Tylenol. RN1 
stated the fentanyl patch was never delivered on her shift, but when she returned for her next shift R14 had 
received a new fentanyl patch.

In an interview with the Consultant Pharmacist on [DATE] at 4:06 PM, he stated he was not actively involved 
in the process of filling medications or receiving refill orders, but the process for filling narcotic prescriptions 
at the facility was the provider entered the order into the electronic medication system, and typically the 
nurse caring for the resident was the one who notified pharmacy of a request for refill. The Consultant 
Pharmacist stated the pharmacy did two deliveries daily through the week and on weekends did a nighttime 
delivery only. The Consultant Pharmacist stated that in situations where a medication was needed more 
urgently the nurse could call the pharmacy, speak with a pharmacist, would be given an access code, and 
could pull the medication from the Pyxis system, if the medication was stocked. He stated if the medication 
was not stocked, the facility must wait for delivery and contact the prescribing provider to get any further 
direction. The Consultant Pharmacist stated he did not have computer access at the current time and was 
unable to look at the record for R14 to give specific details. However, he stated in a typical situation, a 
fentanyl patch could have continued to have residual delivery of the medication if left on past 72 hours, but 
he was unable to quantify due to unknown variances.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

In an interview with the Clinical Director of Pharmacy Services on [DATE] at 9:48 AM, she stated at the 
request of the State Survey Agency (SSA) Surveyor she pulled the requested pharmacy documents. She 
stated her review revealed a delivery of one fentanyl patch was sent out on [DATE] on the late night run and 
was delivered to the facility sometime after midnight. She stated this delivery was signed and accepted. 
Then, she stated an additional five fentanyl patches, which made the order complete, was sent out for 
delivery on [DATE], and was received and accepted by the facility. The Clinical Director of Pharmacy 
Services stated the pharmacy had no records with documentation that a fentanyl patch was returned due to 
a label error. She stated, if that had occurred, it would have been discussed and investigated through the 
pharmacy's quality assurance program and would have been discussed with the facility's administration and 
the prescribing provider. She stated fentanyl patch withdrawal would typically start within two to three days of 
not receiving a new patch. She stated the withdrawal usually presented with anxiety as a first symptom, and 
it would be difficult to determine the amount of fentanyl that would continue to be excreted by a patch if left 
on past the ordered 72 hours.

In an interview with the Director of Nursing (DON) on [DATE] at 10:33 AM, she stated she was not aware of 
any incident concerning R14 until the SSA Surveyor requested pharmacy documents. The DON stated she 
reviewed the records and could not provide any answers regarding the incident, but the expectation was for 
all medication administration to occur on time, when they were due, and they should be charted appropriately 
on the MAR. The DON stated refills and prescriptions should be initiated when the nurse administered the 
last dose of a medication to prevent a resident from running completely out and not receiving the next 
scheduled dose. The DON stated the pharmacy delivered medications twice a day through the week and 
once on a night run on the weekends. She stated the facility had never had any issues with obtaining 
medications when needed. She stated the facility would add the incident to the Quality Assurance 
Performance Improvement (QAPI) meeting for discussion and investigation to prevent further occurrences.

In an interview with the Administrator on [DATE] at 10:46 AM, she stated she was not aware of the reported 
incident until today when informed by the SSA Surveyor. The Administrator stated that now the incident had 
been discovered, there would be discussion of it in QAPI, with the Medical Director, and she would be 
meeting with the DON to determine if more audits of MAR's and charts needed to occur. The Administrator 
stated the situation would be investigated and would determine what education should be provided to 
nursing staff and direct education to the LPN involved.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

44000

Based on observation, interview, record review, review of the manufacturer's instructions for use, and review 
of the facility's policies, the facility failed to maintain infection control precautions for the following: 1) 
enhanced barrier precautions (EBP) for 1 out of 14 sampled residents on EBPs, Resident (R) 6; 2) cleaning 
the mechanical lift after use for 1 of 1 observation of mechanical lift use, R37; and 3) cleaning glucometers 
(device used to measure blood glucose levels) for 2 of 2 observations of glucometer use, R17 and R151. 

The findings include:

1. Review of the facility's policy titled, Clinical Standard & Guideline Enhanced Barrier Precautions, last 
revised 12/19/2023, revealed it was the policy to ensure that additional and appropriate Personal Protective 
Equipment (PPE) was utilized, when indicated, to prevent the spread of multidrug-resistant organisms also 
known as MDROs. EBPs were defined as the use of PPE, gowns and gloves, during high-contact resident 
care activities that generated opportunities for transfer of MDROs in the form of blood or body fluids, onto the 
hands and/or clothing of the rendering caregiver. Per the policy, EBP was to be used when Contact 
Precautions did not otherwise apply and where there was a diagnosis of a MDRO or a colonized MDRO. 

Observation on 09/05/2024 at 10:59 AM revealed an EBP sign on R6's door directing staff to wear gloves 
and gown when providing high contact resident care, such as bathing/showers. Further observation revealed 
Certified Nursing Aide (CNA) 3 gave a bed bath to R6 without wearing a gown.

During interview with CNA3 on 09/05/2024 at 11:22 AM, she stated she thought the other resident in the 
room was on EBP which was why she did not wear a gown. 

However, review of R6's annual Minimum Data Set assessment, with an assessment reference date (ARD) 
of 04/18/2024, revealed R6 was diagnosed as having an MDRO infection.

During interview with the Infection Preventionist on 09/06/2024 at 1:29 PM, she stated she did not do any 
specific audits on the rooms where residents were on EBP. She stated she expected staff to follow what was 
posted on the EBP sign. 

2. Review of the facility's policy titled, Safe Resident Handling/Transfers, not dated, revealed all residents 
required safe handling when transferred to prevent or minimize the risk for injury to themselves and the 
employees that assisted them. Per the policy, while manual lifting techniques might be utilized dependent 
upon the resident's condition and mobility, the use of mechanical lifts were a safer alternative and should be 
used. Per the policy, the lift would be cleaned and disinfected after each resident use. 

(continued on next page)
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Review of the facility's Inservice on Hand Hygiene & PPE, Bloodborne Pathogens, Cleaning Glucometer, 
Dressing Changes, Isolation Precautions, COVID Policy/Vaccination, Cleaning Multiple Use Items, dated 
01/18/2024, stated, Cleaning of multi-resident use equipment, examples of multi-resident use equipment: 
scales and Hoyer [mechanical] lift handles. Clean multi-resident use equipment between each resident use 
with a bleach-based wipe, bleach solution of 1:10 dilution or other product designated that meets regulation. 

Observation on 09/06/2024 at 10:22 AM revealed CNA11 and CNA12 put R37 back to bed using a 
mechanical lift, and then they changed R37's brief. CNA11 left the room with the lift, went down the hall, put 
the lift in the shower room, and shut the door without cleaning/disinfecting the lift.

During interview with CNA11 on 09/06/2024 at 10:35 AM, she stated she should have cleaned the lift after 
she used the lift. 

3. Review of the manufacturer's instructions for use of the Assure Prism glucometers, revised 04/2021, 
revealed the manufacturer had validated Clorox Healthcare Bleach Germicidal Wipes, Dispatch Hospital 
Cleaner Disinfectant Towels with Bleach, CaviWipes1, and PDI Super Sani-Cloth Germicidal Disposable 
Wipe for disinfecting the glucometer. 

Observation on 09/06/2024 at 11:28 AM revealed Licensed Practical Nurse (LPN) 4 removed the glucometer 
from the compartment with R151's name (each resident had their own glucometer). She performed a blood 
glucose check on R151. After the check, she put the glucometer back in the drawer without cleaning the 
glucometer. She then went to R17's room, removed the glucometer from the compartment with R17's name, 
and performed a glucose check on R17. After the check, she used an alcohol pad to clean the glucometer. 
She cleaned the glucometer from 11:32:10 to 11:32:20 with the alcohol wipe and then put the glucometer 
back in the drawer. 

During interview with LPN4 at 11:36 AM, she stated she should clean the glucometer for a few seconds with 
an alcohol wipe. She did not state she was taught to clean the glucometer, and her name was not listed on 
the infection control education dated 01/18/2024. 

During interview with LPN2 on 09/03/2024 at 2:14 PM, she stated the cleaning process for glucometers was 
to use bleach wipes and allow to air dry for three minutes. She stated this was done after every use.

During interview with the Director of Nursing on 09/06/2024 at 1:38 PM, she stated she expected the staff to 
clean the glucometers according to the manufacturer's directions. She stated she had not been auditing the 
glucometer checks. 
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