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The State Agency (SA) conducted an annual
recertification survey at the facility on 06/17/24
through 06/20/24. The SA determined that the
facility was not in compliance with requirements
for Medicare and Medicaid Services and cited
deficiencies at F640 related to assessments,
F656 for care plans, F677 for activities of daily
living, F695 for respiratory, F697 for pain
management, F 761 for label and storage of
drugs and F842 for resident records.

The census at the time of the survey was 112
with a license for 120 beds.

F 640 | Encoding/Transmitting Resident Assessments F 640 7/112/24
SS=D | CFR(s): 483.20(f)(1)-(4)

§483.20(f) Automated data processing
requirement-

§483.20(f)(1) Encoding data. Within 7 days after
a facility completes a resident's assessment, a
facility must encode the following information for
each resident in the facility:

(i) Admission assessment.

(i) Annual assessment updates.

(iii) Significant change in status assessments.
(iv) Quarterly review assessments.

(v) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(vi) Background (face-sheet) information, if there
is no admission assessment.

§483.20(f)(2) Transmitting data. Within 7 days
after a facility completes a resident's assessment,
a facility must be capable of transmitting to the
CMS System information for each resident
contained in the MDS in a format that conforms to
standard record layouts and data dictionaries,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 07/09/2024

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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and that passes standardized edits defined by
CMS and the State.

§483.20(f)(3) Transmittal requirements. Within
14 days after a facility completes a resident's
assessment, a facility must electronically transmit
encoded, accurate, and complete MDS data to
the CMS System, including the following:

(i) Admission assessment.

(i) Annual assessment.

(iii) Significant change in status assessment.

(iv) Significant correction of prior full assessment.
(v) Significant correction of prior quarterly
assessment.

(vi) Quarterly review.

(vii) A subset of items upon a resident's transfer,
reentry, discharge, and death.

(viii) Background (face-sheet) information, for an
initial transmission of MDS data on resident that
does not have an admission assessment.

§483.20(f)(4) Data format. The facility must
transmit data in the format specified by CMS or,
for a State which has an alternate RAI approved
by CMS, in the format specified by the State and
approved by CMS.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, record review and
facility policy review, the facility failed to transmit
a discharge Minimum Data Set (MDS)
Assessment for one (1) of three (3) residents
reviewed for discharge MDS assessments.
Resident #90

Findings include:

Review of the facility policy titled, "MDS Process"
with a revision date of 12/20 revealed, "The

F 640

Nurse Case Manager.

* The Minimum Data Set of resident #90
was transmitted on 6/19/24 by the facility

* All residents have the potential to be
affected by this deficient practice.

* The facility MDS staff were in serviced
on the policy MDS PROCESS by the
facility Director of Nursing on June 21,
2024. The facility Medical Director
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SS=G | CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-being as

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (xX5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 640 | Continued From page 2 F 640
Assessment Nurse/Nurse Case Manager will set reviewed the policy MDS PROCESS on
the Assessment Reference Date (ARD) on an July 10, 2024 with no recommended
allowable date with input from the interdisciplinary changes to the policy. The facility Quality
team and communicate scheduled assessments Assessment and Assurance Committee
to the interdisciplinary team. The RAI (Resident met on July 10, 2024 to review the plan of
Assessment Instrument) manual is the source correction.
document to be used for further MDS coding
guidelines, time schedules and requirements." * Beginning June 21, 2024, the facility
Director of Nursing will review the resident
Record review of Resident #90's "Face Sheet" discharge report weekly for 6 weeks and
revealed an admission date of 1/18/24 and a then monthly for two months to ensure
discharge date of 1/31/24 with a return not timely transmission of MDS. The DON
anticipated. will report findings and or concerns to the
QA committee for the following 3 months.
During an interview on 6/19/24 at 10:05 AM, the The first QA meeting will be held on
MDS Nurse confirmed Resident #90 was 7/12/24.
admitted to the facility on 1/18/24 and discharged
on 1/31/24. She confirmed his discharge MDS
was not completed and submitted and is now
over 120 days late. She revealed this was omitted
in error and has not been completed.
F 656 | Develop/Implement Comprehensive Care Plan F 656 7/12/24
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required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse
treatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a result of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and
desired outcomes.

(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

§483.21(b)(3) The services provided or arranged
by the facility, as outlined by the comprehensive
care plan, must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and resident
interview, record review, and facility policy review
the facility failed to implement care plans for a
resident's Activities of Daily Living (ADL) care and
a resident's pain medication management for two
(2) of 18 resident care plans reviewed. Resident
#14 and Resident #53

F 656

* Resident # 14 had his finger nails
trimmed by the facility Registered Nurse
Supervisor on June 19, 2024. Resident #
14 had his facial hair removed by Certified
Nursing Assistant # 1 on June 19, 2024.
The care plan of resident # 14 was
reviewed and updated by the Director of
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Findings include:

Record review of facility policy titled, "Care Plan
Process", dated 8/17, revealed, "Regulations
require facilities to complete, at a minimum and at
regular intervals, a comprehensive, standardized
assessment of each resident's functional capacity
and needs, in relation to a number of specified
areas. ... The results of the assessment, which
must accurately reflect the resident's status and
needs, are to be used to develop, review, and
revise each resident's comprehensive
person-centered plan of care. ... The care plan is
driven not only by identified resident issues
and/or conditions but also by a resident's unique
characteristics, strengths, and needs. A care
plan that is based on a thorough assessment,
effective clinical decision making, and is
compatible with current standards of clinical
practice can provide a strong basis for optimal
approaches to quality of care and quality of life
needs of individual residents". The policy also
revealed, "The Physician Orders, Medication
Administration Record, and Treatment
Administration Record are part of the
Comprehensive Care Plan".

Resident #14

A record review of Resident #14's comprehensive
care plan revealed the resident needs assistance
with ADL's. "Approaches: Assist with ADLs as
needed."

On 6/17/24 at 12:59 PM, observation and
interview with Resident #14 revealed facial hair
approximately one-half (1/2) inch to the sides of
his cheeks, above his lip, and on his chin and

Nursing on 6/20/24. Resident # 53 was
assessed by facility Nurse Practitioner
and an order for pain medicine was
obtained on May 30, 2024. The care plan
of resident #53 was reviewed by the
facility Director of Nursing on 6/20/24.

* All residents have the potential to be
affected by this deficient practice

* The facility nursing staff were in serviced
on the CARE PLAN PROCESS on
6/21/24 by the facility Director of Nursing
and Staff Development Nurse. The facility
Medical Director reviewed the policy
CARE PLAN PROCESS on July 10, 2024
with no recommended changes to the
policy. The facility Quality Assessment
and Assurance Committee met on July

10, 2024 to review the plan of correction.

* Beginning, 6/21/24 the facility staff
development nurse will observe 5
residents a week for nail timming and
facial hair. These observations will occur
for 6 weeks and then monthly for two
months. Beginning 6/21/24, the facility
Director of Nursing will monitor As needed
narcotic orders weekly and ensure
adequate medication supply for 6 weeks
and then monthly for two months. All
findings or concerns will be reported to
the QA committee for three months. The
first QA meeting will be held on July 12,
2024.
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DEFICIENCY)
F 656 | Continued From page 4 F 656
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neck. Resident #14's fingernails on bilateral
hands were approximately %z inch long and
jagged with a brown substance under his nails.
The resident stated it's been a long time since he
was shaved, and he would like to be shaved and
have his nails cut.

An interview on 6/18/24 at 3:05 PM, the Assistant
Director of Nurses (ADON) confirmed that male
residents should be shaven, and all residents’
nails cleaned and trimmed. The ADON confirmed
Resident #14 care plan was not being followed
regarding his ADL care.

During an interview on 6/19/24 at 10:25 AM the
Minimum Data Set (MDS) nurse revealed she
and the MDS Assessment nurses are responsible
for developing the resident's care plans and they
are developed so the staff will know the resident's
needs and how they are to be taken care of. She
revealed personal hygiene includes shaving and
nail care and it is a standard practice and the
Certified Nursing Assistants (CNA) know that.
She confirmed if Resident #14 was not shaved,
and his nails were not taken care of then the plan
of care for his ADL's was not followed.

Record review of Resident #14's "Face Sheet"
revealed the resident was admitted to the facility
on 04/26/2024 with medical diagnoses that
included Shortness of breath and Muscle
Weakness.

Resident #53

Record review of Resident #53's "Care Plan"
revealed a problem/need dated 5/1/24 "Resident

F 656
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is at risk for pain". The goal listed for this
problem was "Resident will have a decrease in
pain through next review". Intervention listed as
"Administer meds as ordered".

During an interview on 6/17/24 at 11:55 AM,
Resident #53 revealed he had back and joint pain
and took prescription pain medication two times a
day for comfort and pain relief. He revealed a
few weeks ago, the facility was out of his pain
medications and he was given an over the
counter pain medication which did not help relieve
pain as well as the prescribed pain medication.

During an interview on 6/19/24 at 9:10 AM, the
Director of Nursing (DON) confirmed care plans
are developed to guide the staff of the needed
care for each resident. She confirmed Resident
#53's pain care plan was not followed since the
prescription medication for pain relief was not
available to be given as ordered. She confirmed
there was a documented pain level of ten (10) on
the vital sign record dated 5/29/24 at 7:29 AM,
and no interventions were documented as given.
She confirmed that by the facility not having
ordered pain medication, it was not readily
available for this resident. She stated the facility
failed to follow his developed comprehensive care
plan concerning pain management.

During an interview on 6/19/24 at 10:19 AM, the
MDS Nurse confirmed the facility failed to follow
Resident #53's comprehensive care plan for pain
management.

Record review of Resident #53's "Face Sheet"
revealed he was admitted to the facility on
4/24/24 with diagnoses including Pain.

F 656
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Record review of MDS with Assessment
Reference Date (ARD) of 4/30/24, revealed
Resident #53 had a Brief Interview for Mental
Status (BIMS) score of 15 which indicated the
resident was cognitively intact.

F 677 | ADL Care Provided for Dependent Residents F 677 7/12/24
SS=D | CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry
out activities of daily living receives the necessary
services to maintain good nutrition, grooming, and
personal and oral hygiene;

This REQUIREMENT is not met as evidenced

by:

Based on observations, staff and resident * Resident # 14 had his finger nails

interviews, record review, and facility policy trimmed by the facility Registered Nurse

review, the facility failed to ensure a resident who Supervisor on June 19, 2024. Resident #

required assistance with Activities of Daily Living 14 had his facial hair removed by Certified

(ADLs) was assisted with personal hygiene as Nursing Assistant # 1 on June 19, 2024.

evidenced by long, jagged nails with brown * All residents have the potential to be

substance underneath nails and unshaven facial affected by this deficient practice

hair for one (1) of three (3) residents reviewed for

ADLs. Resident #14 * The facility nursing staff were in serviced
on SHAVING AND NAIL CARE on 6/21/24

Findings include: by the facility Director of Nursing and Staff
Development Nurse. The facility Medical

Record review of the facility policy titled, Director reviewed the policy SHAVING

"Shaving" with a revision date of 01/24 revealed and the policy NAIL CARE on July 10,

"Purpose: To provide hygiene in accordance with 2024 with no recommended changes to

the resident's preferences and preferred the policy. The facility Quality

self-image. To provide for the resident's comfort." Assessment and Assurance Committee
met on July 10, 2024 to review the plan of

Record review of the facility policy titled, "Nail correction.

Care" with the latest review date of 01/24,

revealed "Purpose: To promote cleanliness, * Beginning, 6/21/24 the facility staff

safety and a neat appearance." development nurse will observe 5
residents a week for nail trimming and

An observation and interview on 6/17/24 at 12:59 facial hair. These observations will occur
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PM revealed Resident #14 sitting in his
wheelchair, facial hair approximately one-half
(1/2) inch to the sides of his cheeks, above his lip,
and on his chin and neck. Resident #14's
fingernails on bilateral hands were approximately
2 inch long and jagged with a brown substance
under his nails. The resident revealed it's been a
long time since he was shaved, and he would like
to be shaved and his nails cut.

An observation on 6/18/24 at 8:56 AM, and again
at 1:00 PM, revealed Resident #14's appearance
remained unchanged from the previous day.

During an interview on 6/18/24 at 2:10 PM,
Certified Nurse Aide (CNA) #1 revealed she is
assigned to Resident #14 today and usually
works the hall that he is on. She confirmed the
resident gets his showers on Monday,
Wednesday, and Fridays and gets a bed bath the
other days. She revealed the showers and bed
baths include shaving and nail care if the resident
is not a diabetic. CNA #1 stated, "To be honest
with you, | don't know if the resident is diabetic. |
have never shaved him or done his nailcare."

An interview and observation on 6/18/24 at 2:35
PM, Licensed Practical Nurse (LPN) #1 revealed
Resident #14 is not a diabetic and the CNAs are
responsible for shaving him and doing his nail
care. She confirmed the resident needed to be
shaved and his nails were long and jagged. She
confirmed with his long fingernails that he could
scratch his skin and cause a skin tear.

In an interview on 6/18/24 at 3:05 PM, the
Assistant Director of Nurses (ADON) confirmed
the male residents should be shaved and all
residents' nails cleaned and trimmed.

F 677

for 6 weeks and then monthly for two
months. All findings or concerns will be
reported to the QA committee for three
months. The first QA meeting will be held
on July 12, 2024.
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§ 483.25(i) Respiratory care, including
tracheostomy care and tracheal suctioning.
The facility must ensure that a resident who
needs respiratory care, including tracheostomy
care and tracheal suctioning, is provided such
care, consistent with professional standards of
practice, the comprehensive person-centered
care plan, the residents' goals and preferences,
and 483.65 of this subpart.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interview, record review, and facility policy review,
the facility failed to label and store an aerosol
nebulizer mask in a manner that prevented
possible contamination of the device for one (1)
of 27 nebulizers in the facility. Resident #98

Findings Include:

Record review of the facility policy titled "Infection
Control Oxygen Equipment Cleaning" with a
revision date of 8/2021 revealed when not in use,
store the mask/cannula in a plastic bag clearly
labeled with the resident's name and date.

An observation and interview with Resident #98
on 6/17/2024 at 12:39 PM, revealed a nebulizer
machine was sitting on the bedside dresser, with

* The nebulizer mask of resident # 98
was replaced and dated on 6/18/24 by the
facility Licensed Practical Nurse.
Resident #98 had no adverse findings
noted. On 6/25/24, all residents with
oxygen equipment were monitored and
equipment replaced by facility Licensed
Practical Nurse.

* All residents receiving oxygen or
nebulizers have the potential to be
affected by this deficient practice.

* Facility Nursing staff were in serviced on
6/21/24 by the facility Staff Development
Nurse on INFECTION CONTROL
OXYGEN EQUIPMENT CLEANING. The
facility medical director reviewed the
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Record review of Resident #14's "Face Sheet"
revealed the resident was admitted to the facility
on 04/26/2024 with medical diagnoses that
included Shortness of breath and Muscle
Weakness.
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an unbagged and undated nebulizer mask and
tubing lying on top of the machine. The resident
revealed she did use the mask, but she was
unsure how often.

An observation on 6/18/2024 at 2:08 PM, of
Resident #98's room, revealed a nebulizer
machine sitting on the bedside dresser with an
unbagged and undated nebulizer mask and
tubing draped over the machine.

Record review of Resident #98's June 2024
Medication Administration Record (MAR)
revealed an order dated 2/1/2024, "Ipratropium
0.5 mg (milligram)-albuterol 3 mg (milligrams)
(2.5 mg [milligram] base)/3 ml (milliliter)
nebulization soln (solution): Give 3 milliliter(s)
using nebulizer four times daily."

An interview with Licensed Practical Nurse (LPN)
#2 on 6/18/2024 at 2:16 PM, revealed Resident
#98 did use the nebulizer machine daily. She
revealed the nebulizer tubing and mask usually
have a date on it. She confirmed she was
responsible for ensuring the nebulizer mask was
placed back in a bag and that the tubing was
dated.

An interview with the Director of Nursing (DON)
on 6/18/2024 10:55 AM, confirmed the nebulizer
mask should be dated. She stated they change
out the mask and tubing every week on Tuesday
and a date should be placed on the mask and
tubing at that time.

Record review of the "Face Sheet" revealed the
facility admitted Resident #98 on 2/1/2024 with
medical diagnoses which included Aftercare
following joint replacement surgery and

policy INFECTION CONTROL OXYGEN
EQUIPMENT CLEANING on July 10,2024
with no recommended changes to the
policy. The facility Quality Assessment
and Assurance Committee met on July
10, 2024 to review the plan of correction.

* Beginning June 21, 2024 the facility Staff
Development Nurse will monitor three
residents receiving oxygen equipment two
days a week for 6 weeks and then
monthly for two months. All findings and
or concerns will be reported to the QA
committee for three months. The first QA
committee meeting will be held on July 12,
2024.
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§483.25(k) Pain Management.

The facility must ensure that pain management is
provided to residents who require such services,
consistent with professional standards of practice,
the comprehensive person-centered care plan,
and the residents' goals and preferences.

This REQUIREMENT is not met as evidenced
by:

Based on staff and resident interview, record
review, and facility policy review, the facility failed
to ensure a resident was free of pain for one (1)
of three (3) residents reviewed for pain. Resident
#53

Findings include:

Record review of facility policy titled, "Pain Screen
and Management", dated 12/23 revealed, "All
residents have the right to treatment for pain.
Resident preferences are respected when
deciding on methods to be used for pain
management. Family members are involved
when appropriate. The resident's statements are
the most valid measurement of pain".

Record review of facility policy titled, "Medication
Ordering, Reordering and Receiving Procedures”,
dated 12/19, revealed, "Reordering Medications
... On the established medication check day, the
11-7 (10-6) nurse will check all medications, not
just punch cards, and reorder any medications
that need to be re-filled. At the end of the shift,
after all medications have been checked, the
reorder will be faxed to the appropriate pharmacy.

* Resident #53 was seen by the facility
Nurse Practitioner on 5/29/2024 with no
adverse findings noted. On 5/30/24 a new
order was obtained for resident #53 pain
management.

* All residents receiving pain medication
have the potential to be affected by this
deficient practice.

* facility Nursing staff were in serviced on
6/21/24 by the facility Director of Nursing
related to PAIN SCREEN and
MANAGEMENT. The facility Medical
Director reviewed the policy PAIN
SCREEN and MANAGEMENT on 7/10/24
with no recommended changes to the
policy. The facility Quality and
Assessment committee met on 7/10/24 to
review the plan of correction.

* Beginning 6/21/24, the facility Director of
Nursing will monitor Narcotic orders and
medicine availability weekly for 6 weeks
and then monthly for two months. All
finding and or concerns will be reported to
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A form will be retained in the medication the QA committee for three months. The
order/reorder binder with the fax confirmation. ... first QA meeting will be held on 7/12/24.

Checking in Medication Received from the
pharmacy via courier. 1. Using the Medication
Order/Re-Order Form for re-orders and New
Medication Reconciliation form for new orders,
compare each medication received to what was
ordered, ensuring the resident name, medication,
dose, route and frequency are correct. As each
medication is checked, nurse places initials and
amount received in the column to verify the
reconciliation. The pharmacy is to be notified for
discrepancies."

During interviews with Resident #53 on 6/17/24 at
11:55 AM, and 6/18/24 at 3:30 PM, he stated he
had back and joint pain and received prescription
pain medication each morning and night to
control his pain. He stated several weeks ago the
facility did not have his prescription pain
medication available, so he was given over the
counter medication for his pain control, but that
did not completely ease his pain.

During an interview on 6/18/24 at 9:45 AM, the
Director of Nursing (DON) confirmed the facility
ran out of Resident #53's prescription pain
medication. She stated the facility's procedure
when the resident was running low on pain
medication, was to place the reorder sticker from
the medication card to the pharmacy form and it
would be scanned to the pharmacy. At that point,
the pharmacy would review the information and
decide if a prescription was needed, and notify
the facility or the provider to obtain a prescription.
She stated for Resident #53's pain medication,
there was a failure in this process and the
scanned request was not followed up on by the
facility. She stated the resident was given over
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the counter pain medication and it was
documented that it was effective for his pain
control. She stated for situations like this, the
nurse should notify the on call provider for a "now
dose" order, and obtain the medication from the
facility's emergency kit to administer to the
resident for pain relief and this was not done.
She stated if notified, the provider would send a
prescription to the pharmacy and pharmacy
would have delivered the medication day or night,
but this was also not done. She stated the
resident was out of his medication from the
evening of 5/27/24 until evening of 5/30/24, when
she returned to work and identified the concern.
The Nurse Practitioner was notified, a
prescription was obtained, and the medication
was delivered right away.

An interview on 6/18/24 at 1:30 PM, with the
Nurse Practitioner (NP) revealed he was notified
on 5/29/24 of Resident #53's complaints of pain
and withdrawal type symptoms from not receiving
his pain medication. When he assessed the
resident, he stated his pain was well controlled
and clinically, the resident did not exhibit any
signs or symptoms of withdrawal. The NP stated
that Resident #53 had received Tylenol and it was
documented that the medication was effective,
and the resident did not verbalize otherwise. He
confirmed by his oversight, he failed to provide a
prescription to obtain an ordered medication
needed for the resident's pain control.

During a phone interview on 6/18/24 at 2:15 PM,
Licensed Practical Nurse (LPN) #3 revealed the
resident's pain medication had been requested
but was not delivered to the facility from the
pharmacy so he did not have this medication
available when needed. She stated she was

F 697
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uncertain of the date but she worked that night
and the resident slept well and that next morning
he complained of pain and requested his pain
medication. She revealed the resident had an
order for a prescription pain medication that he
could take every eight hours if needed for pain
and he would always take one in the morning and
one in the evening for his pain management.
Since that was unavailable she gave him an over
the counter medication to help with his pain but
he was "not very happy" that he did not receive
his prescription medication. She stated the
resident was concerned about withdrawals and
she assessed the resident and he did not have a
tremor, vomiting, or any other symptoms of
withdrawal. She stated this occurred during the
morning shift change and she notified the
oncoming nurse to get his meds from the
pharmacy when they opened so he would have
them available when needed. She stated she did
not notify the provider.

During a phone interview on 6/18/24 at 4:40 PM,
the Registered Pharmacist stated the pharmacy
received the faxed medication request from the
facility on 5/23/24. This was somehow
overlooked, so the pharmacy staff did not
follow-up with the provider or the facility. She
confirmed it was the responsibility of both the
pharmacy and facility to ensure the requests are
addressed and since the provider was in the
facility almost daily, the prescription should have
been obtained from the facility and faxed to the
pharmacy. She stated the facility did not notify
the pharmacy until 5/30/24 when the prescription
was received by the pharmacy and was filled that
day and sent out for delivery that evening. She
confirmed the oversight led to a delay in resident
receiving his medication.

F 697
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An interview with the DON on 6/19/24 at 9:10 AM,
revealed the facility failed to have an ordered
as-needed (PRN) pain medication available for a
resident that experienced frequent pain. She
confirmed there was a documented pain level of
nine (9) on the vital signs record dated 5/28/24 at
7:38 AM and Acetaminophen was given and
documented as effective. She confirmed there
was a documented pain level of ten (10) on the
vital sign record dated 5/29/24 at 7:29 AM, and no
interventions were documented as given. She
confirmed the facility failed to administer
medication or additional interventions to assist
this resident with his pain management. She
confirmed the facility failed to ensure his ordered
medications were available. She confirmed the
facility failed to provided adequate pain
management care to a resident with frequent
complaints of pain.

Record review of "Physician Orders" revealed
orders dated 4/24/24 for "Hydrocodone 5 mg
(milligrams) - Acetaminophen 325 mg tablet: Give
one tablet orally every 8 hours as needed" and
"Acetaminophen 325 mg tablet: Give 2 tablets
orally (650 mg total dose) every 6 hours as
needed".

Record review of Resident #53's Electronic
Medication Administration Record (EMAR)
revealed on 5/28/24 at 7:39 AM Acetaminophen
325 mg (milligram) tablet - 2 tablets were given
for a pain level of 9. The EMAR follow up note for
Acetaminophen dated 5/28/24 at 9:20 AM,
revealed, "Medication was effective".

Record review of the "Vital Signs Grid" for
resident revealed on 5/28/24 at 7:38 AM Resident

F 697
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#53 was noted to have a verbal pain scale of 9.
Review revealed on 5/29/24 at 7:29 AM, the
verbal pain scale was listed as 10.

Record review of "Medication Reorders" form
dated 5/23/24, revealed Resident #53's reorder
for prescription pain medication was sent to the
pharmacy.

Record review of a prescription for the pain
medication Hydrocodone-APAP 5-325 mg tablet
for Resident #53 was faxed to the pharmacy on
5/30/24.

Record review of "Progress Note" dated 5/29/24
at 7:33 AM by LPN #3 revealed, "Resident is out
of Norco which he requests twice a day for joint
pain since 5/27/24 at bedtime. He told CNA that
he needed saltine crackers to counter act
withdrawal".

Record review of Resident #53's "Face Sheet"
revealed he was admitted to the facility on
4/24/24 with diagnoses including Pain.

Record review of the Minimum Data Set (MDS)
with Assessment Reference Date (ARD) of
4/30/24, revealed the resident had a Brief
Interview for Mental Status (BIMS) score of 15
which indicated the resident was cognitively
intact.

Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the

F 697

F 761

7/12/24
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appropriate accessory and cautionary
instructions, and the expiration date when
applicable.
§483.45(h) Storage of Drugs and Biologicals
§483.45(h)(1) In accordance with State and
Federal laws, the facility must store all drugs and
biologicals in locked compartments under proper
temperature controls, and permit only authorized
personnel to have access to the keys.
§483.45(h)(2) The facility must provide separately
locked, permanently affixed compartments for
storage of controlled drugs listed in Schedule Il of
the Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.
This REQUIREMENT is not met as evidenced
by:
Based on observation, staff interview, and facility *On 6/19/2024, the lock box was
policy review, the facility failed to store controlled permanently affixed by the facility
substances in a permanently affixed locked maintenance director.
compartment inside the refrigerator for one (1) of
two (2) medication storage rooms observed. * all residents receiving controlled
medication have the potential to be
Findings Include: affected.
Review of the facility policy titled "Controlled Drug * Facility nursing staff were in serviced on
Emergency Safe Protocol" with a revision date of 6/21/24 by the facility staff development
6/17 revealed, "Protocol: ... Refrigerated nurse regarding CONTROLLED DRUG
controlled substances will be kept in a refrigerator EMERGENCY SAFE PROTOCOL. The
lock box with the key stored in the Controlled facility medical director reviewed the
Drug Emergency Safe." policy CONTROLLED DRUG
EMERGENCY SAFE PROTOCOL on
An observation of medication storage room #1, 7/10/24 with no recommended changes to
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§483.20(f)(5) Resident-identifiable information.

(i) A facility may not release information that is
resident-identifiable to the public.

(i) The facility may release information that is
resident-identifiable to an agent only in
accordance with a contract under which the agent
agrees not to use or disclose the information
except to the extent the facility itself is permitted
to do so.

§483.70(i) Medical records.
§483.70(i)(1) In accordance with accepted
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on 6/19/2024 at 8:16 AM, revealed a small black the policy. The facility Quality
refrigerator that contained a large tan lock box Assessment committee met on 7/10/24 to
with four (4) boxes of liquid lorazepam review the plan of correction.
concentrate. The refrigerator also held a small
clear box that contained three (3) injectable vials * Beginning 6/21/24, the facility Director of
of lorazepam, which was secured with a yellow nursing will monitor both facility lock
sealed tab. Both boxes were not permanently boxes to ensure permanent affixation
affixed and could be picked up and removed from weekly for six weeks and then monthly for
the refrigerator. two months. All findings and or concerns
will be reported to the QA committee for
An interview on 6/19/2024 at 8:19 AM, with three months. The first QA committee
Licensed Practical Nurse (LPN) #1, revealed the meeting will be held on 7/12/24.
tan and clear lock boxes were for the storage of
controlled drugs that must be refrigerated. She
confirmed the boxes contained lorazepam and
were not permanently affixed, which could result
in someone removing the boxes.
An interview with the Director of Nursing (DON)
on 6/19/2024 at 9:20 AM, confirmed the lock
boxes were not permanently affixed and
acknowledged that it should be to ensure the
safety of the controlled drugs.
F 842 | Resident Records - Identifiable Information F 842 7/12/24
SS=D | CFR(s): 483.20(f)(5), 483.70(i)(1)-(5)
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professional standards and practices, the facility
must maintain medical records on each resident
that are-

(i) Complete;

(i) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized

§483.70(i)(2) The facility must keep confidential
all information contained in the resident's records,
regardless of the form or storage method of the
records, except when release is-

(i) To the individual, or their resident
representative where permitted by applicable law;
(i) Required by Law;

(iii) For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation
purposes, research purposes, or to coroners,
medical examiners, funeral directors, and to avert
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70(i)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

§483.70(i)(4) Medical records must be retained
for-

(i) The period of time required by State law; or
(ii) Five years from the date of discharge when
there is no requirement in State law; or

(iii) For a minor, 3 years after a resident reaches
legal age under State law.
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§483.70(i)(5) The medical record must contain-
(i) Sufficient information to identify the resident;
(i) A record of the resident's assessments;

(iii) The comprehensive plan of care and services
provided;

(iv) The results of any preadmission screening
and resident review evaluations and
determinations conducted by the State;

(v) Physician's, nurse's, and other licensed
professional's progress notes; and

(vi) Laboratory, radiology and other diagnostic
services reports as required under §483.50.

This REQUIREMENT is not met as evidenced
by:

Based on staff interview, record review, and
facility policy review, the facility failed to
accurately document the administration of the prn
(as needed) pain medication in the electronic
medication system for one (1) of three (3)
residents reviewed for pain. Resident #53

Findings include:

Record review of facility policy titled, "Drug
Administration and Documentation", dated 12/23,
revealed, "The complete act of administration
entails removing an individual dose from a
previously dispensed, properly labeled container
(including a unit dose container), verifying it with
the physician's orders, giving the individual dose
to the proper resident, and promptly recording the
time and dose given". The policy also revealed,
"Chart each resident's medications on the MAR
(Medication Administration Record) immediately
after it is administered, as well as any
administration special requirements as they are

obtained, and any refused or withheld medication.

PRN (as needed) medications will be

* Resident #53 was seen by the facility
Nurse Practitioner on 5/29/2024 with no
adverse findings noted. On 5/30/24 a new
order was obtained for resident #53 pain
management. On 7/10/2024, the DON
audited PRN orders of pain medications
to ensure adequate supply of medication.
On 7/10/2024, the DON audited PRN
meds to compare the Narcotic sign out
sheet to the eMAR.

* All residents receiving prn medication
have the potential to be affected by this
deficient practice.

* facility Nursing staff were in serviced on
6/21/24 by the facility Director of Nursing
related to DRUG ADMINISTRATION AND
DOCUMENTAITON. The facility Medical
Director reviewed the policy DRUG
ADMINISTRATION AND
DOCUMENTATION on 7/10/24 with no
recommended changes to the policy. The
facility Quality and Assessment committee
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documented on the MAR and the reason for
giving as well as the result/response for each
dose given will be noted in the clinical record".

Record review of facility policy titled, "Pain Screen
and Management", dated 12/23, revealed, "When
the resident is medicated with prescribed
medication or treated as ordered, documentation
of medication or treatment is done on the
electronic Medication Administration Record
(eMAR) or the electronic Treatment
Administration Record (eTAR)". The policy also
revealed, "The eMar will reflect resident usage of
medication as a treatment modality and screening
is completed on admission/readmission and in
the observation period of each MDS.
Documentation requirements for chronic pain
management focus on the following: eMAR
documentation, use of as needed (PRN)
medication, review and revision of care plan as
appropriate.”

Record review of Resident #53's "Individual
Resident Narcotic Record" from 4/25/24 - 6/18/24
revealed 98 doses of his prescription pain
medications were used from his medication
supply cards received from pharmacy. Record
review and comparison of the "eMAR" and the
"Individual Resident Narcotic Record" for
Resident #53 revealed 47 of these 98 doses were
not documented in his eMAR.

During an interview with the Director of Nursing
(DON) and the Administrator on 6/19/24 at 9:10
AM, the DON revealed the "Electronic Medication
Administration Record" (eMAR) did not accurately
reflect the medications Resident #53 received
according to the "Individual Resident Narcotic
Record". She confirmed the narcotic record

met on 7/10/24 to review the plan of
correction.

* Beginning 6/21/24, the facility Director of
Nursing will monitor electronic
documentation of PRN pain medication as
well as narcotic sign out sheets of three
residents weekly for 6 weeks and then
monthly for two months. All finding and or
concerns will be reported to the QA
committee for three months. The first QA
meeting will be held on 7/12/24.
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revealed the resident received his narcotic pain
medication two times a day, but the EMAR did not
reflect this. The Administrator confirmed that it
was unacceptable that out of approximately 98
doses of narcotic medication given to Resident
#53 that was signed out on the narcotic sheet, 47
of these doses were not documented on the
eMAR. The DON confirmed the eMAR should
provide accurate information of the medications
the resident had taken for appropriate treatment
and management of the resident's care, and the
inaccurate documentation on this resident's
eMAR did not meet that standard. She stated the
eMAR revealed the resident often went days
without pain medications, when in reality, he
received it two times a day. The DON confirmed
the facility failed to accurately document the
administration of the resident's pain medication
into the eMAR system and that could lead to
medication errors and inaccurate treatment plans.

Record review of "Physician Orders" revealed
orders dated 4/24/24 for "Hydrocodone 5 mg
(milligrams) - Acetaminophen 325 mg tablet: Give
one tablet orally every 8 hours as needed" and
"Acetaminophen 325 mg tablet: Give 2 tablets
orally (650 mg total dose) every 6 hours as
needed".

Record review of Resident #53's "Face Sheet"
revealed he was admitted to the facility on
4/24/24 with diagnoses including Pain.

Record review of Minimum Data Set (MDS) with
Assessment Reference Date (ARD) of 4/30/24,
revealed the resident had a Brief Interview for
Mental Status (BIMS) score of 15 which indicated
the resident was cognitively intact.
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