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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm 43184
or potential for actual harm
Based on clinical record reviews, facility documentation, facility policy and interviews for 20 of 28 sampled
Residents Affected - Some residents (Residents #1, #2, #3, #5, #6, #7, #8, #9, #10, #11, #12, #13, #14, #15, #16, #17, #18, #19, #20,
and #21) who were reviewed for the accuracy of their clinical records, the facility failed to ensure licensed
staff documented at the time when the medications were administered in accordance with professional
standards. The findings include:

Review of the census for 10/28/23 identified a census of twenty-eight (28) residents on the 2 [NAME] Unit.

Review of the facility Administration Compliance Report for the 2 [NAME] Unit dated 10/27/23 to 10/28/23
identified Residents #1, #2, #3, #5, #6, #7, #8, #9, #10, #11, #12, #13, #14, #15, #16, #17, #18, #19, #20,
and #21 had multiple instances of missed signatures to denote that medications had been administered on
the 7:00 AM to 3:00 PM shift at 7:30 AM, 8:00 AM, 9:00 AM and 10:00 AM scheduled dose times.

Interview with the Corporate Nurse Consultant on 11/22/23 at 12:40 PM identified the facility policy directs to
sign off all medications once they are administered to each resident. The Corporate Nurse Consultant
identified on 10/28/23 the 7AM-3PM charge nurse, Registered Nurse (RN) #1, did not sign off that
medications were administered to Residents #1, #2, #3, #5, #6, #7, #8, #9, #10, #11, #12, #13, #14, #15,
#16, #17, #18, #19, #20, and #21. The Corporate Nurse Consultant identified on 10/28/23 the facility had an
increase in COVID cases with many rooms shifted. The Corporate Nurse Consultant identified RN #1 should
have signed off on all medications administered on the shift and by not signing off on the medications RN #1
did not follow facility policy.

Interview with the Director of Nursing (DON) on 11/22/23 at 1:10 PM identified the facility policy was to sign
off medications at the time when administered to a resident. The DON identified on 10/28/23 RN #1 was
assigned to the 2 [NAME] Unit as well as acting as the RN Supervisor for the shift. The DON identified at the
end of the shift, RN #1 reported she gave all meds and signed off the medications. The DON identified it was
her speculation RN #1 signed off the medications for Residents #1, #2, #3, #5, #6, #7, #8, #9, #10, #11, #12,
#13, #14, #15, #16, #17, #18, #19, #20, and #21 but failed to save her signature in the system that would
have denoted the medications were administered. The DON identified RN #1 should have followed the
facility policy and ensured that her signature was present for all medications administered.

Although attempted, an interview with RN #1 was unable to be obtained.
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F 0658 Review of the facility policy titled Administering Medications, last revised April 2019, directed, in part, the

individual administering the medication initials the resident's medication administration record (MAR) on the

Level of Harm - Minimal harm or appropriate line after giving each medication and before administering the next ones.
potential for actual harm

Residents Affected - Some
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