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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

Based on interview and record review, the facility failed to document the administration of a PRN (as
needed) dose of Tylenol (pain medication) in the resident's medical record after the medication was
administered for one of three sampled residents (Resident 1). This failure had the potential to result in
inaccurate clinical records, duplicate medication administration, ineffective assessment of Resident
1's pain management, and impaired continuity of care.Findings: During a review of Resident 1's
admission Record (AR), the AR indicated the facility admitted the resident on 6/23/2025 with
diagnoses including dysphagia (inability to swallow), type 2 diabetes (body's inability to process
sugar), and heart failure (when the heart muscle does not pump as well as it should). During a review
of Resident 1's History and Physical (H&P), dated 6/24/2026, the H&P indicated Resident 1 had the
capacity to understand and make their own decisions. During an observation and interview with
Resident 1 on 7/2/2026 at 10:30 am, Resident 1 stated he had been trying to call a nurse for
assistance, but his call light was not working. Resident 1 stated last night he was having pain, and he
had to ask his roommate to press his call light. Resident 1 stated a nurse came in around 3 a.m., and
administered Tylenol (pain medication) for generalized pain. During an interview with Licensed
Vocational Nurse (LVN 1) on 7/2/2026 at 11:15 a.m., LVN 1 stated, he was not aware that Resident
1's call light was not working. LVN 1 stated a certified nurse assistant called him around 3 a.m. and
reported that Resident 1 was having pain. LVN 1 stated he administered pain medication but forgot to
chart the administration in Resident 1's Medication Administration Record. During an interview with
Registered Nurse (RN 1) on 7/2/2026 at 2:20 p.m., RN 1stated, residents use their call light to request
for assistance. RN 1 stated she was not aware that Resident 1's call light was not functioning. RN 1
stated it is important for residents to have a functioning call light because this is the way they can
request help. RN 1 stated, LVN 1 needed to document that he gave Tylenol for pain as soon as the
medication was administered. RN 1 stated a failure to document can lead to duplicate administration
of the mediation and Resident 1 not being assessed properly for pain. During a review if the facility's
policy and procedure (P&P) titled, Medication Administration, revised on 6/26/2025, the P&P
indicated, All medications shall be administered by licensed nursing staff according to physician
orders, current best practices, and federal and state regulations. The facility shall ensure residents
receive the correct medications in a timely, safe and documented manner 5. Documentation. a. The
time and dose of the medication or treatment administered to the resident will be recorded in the
resident's individual medication record by the person who administers the medication
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Make sure that a working call system is available in each resident's bathroom and bathing area.

Based on observation, interview, and record review, the facility failed to ensure Resident 1 had a
functioning call light for one of three sampled residents (Resident 1).This failure had the potential to
delay Resident 1's ability to call staff for assistance, increasing the risk of unmet care needs and
compromising the resident's safety. Findings:During a review of Resident 1's admission Record (AR),
the AR indicated the facility admitted the resident on 6/23/2025 with diagnoses including dysphagia
(inability to swallow), type 2 diabetes (body's inability to process sugar), and heart failure (when the
heart muscle does not pump as well as it should). During a review of Resident 1's History and
Physical (H&P), dated 6/24/2026, the H&P indicated Resident 1 had the capacity to understand and
make their own decisions.During a review of Resident 1's Plan of Care (PC), dated 6/24/2026, the PC
indicated Resident 1 had activity of daily living self-care performance deficit related to disease
process and limited mobility. Interventions included to encourage the resident to use the call light for
assistance. During a concurrent observation and interview with Resident 1 on 7/2/2026 at 10:30 am,
observed Resident 1's call light was not working. Resident 1 stated he had been trying to call a nurse
for assistance, but his call light was not working. Resident 1 stated last night he was having pain, and
he had to ask his roommate to press his call light. Resident 1 stated a nurse came in around 3 a.m.
and administered Tylenol (pain medication) for generalized pain. Resident 1 stated his call light was
not working. During an interview with Licensed Vocational Nurse (LVN 1) on 7/2/2026 at 11:15 a.m.,
LVN 1 stated, he was not aware that Resident 1's call light was not working. LVN 1 stated a certified
nurse assistant called him around 3 a.m. and reported that Resident 1 was having pain. LVN 1 stated
he administered pain medication but forgot to chart it in the Medication Administration Record. During
an interview with Registered Nurse (RN 1) on 7/2/2026 at 2:20 p.m., RN 1 stated residents use their
call light to request assistance. RN 1 stated she was not aware that Resident 1's call light was not
functioning. RN 1 stated it is important for residents to have a functioning call light because this is
the way they can request help. RN 1 stated, not having a functioning call light can lead to a delay of
treatment.During a review of the facility's policy and procedure (P&P) titled, Communication-Call
System, revised on 8/24/2024, the P&P indicated, If the call alert system is defective, it will be
reported to maintenance for immediate repair. If the call system cannot be repaired immediately, an
alternative call alert process will be put in place
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