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F 0755 Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a
licensed pharmacist.
Level of Harm - Minimal harm

or potential for actual harm 35347

Residents Affected - Few Based on interview and record review, the facility failed to ensure complete and accurate controlled
medication records. This failure has the potential to affect one resident (R1) of three reviewed for
medications.

Findings include:

On 5/30/2024 at 10:41AM, V2 (Director of Nursing) reported recently auditing R1's pain medication
(oxycodone) administration record and controlled medication count sheet and finding discrepancies between
the records. V2 reported facility staff failed to accurately document on R1's controlled medication count sheet
all doses administered to R1 as documented on R1's medication administration record. V2 reported facility
staff also failed to accurately calculate remaining doses of R1's medication on R1's-controlled medication
count sheet.

R1's controlled medication count sheet (May 2024) documents four count corrections on 5/21/2024, a late
entry for medication administered on 5/15/2024, and multiple calculation errors on 5/21/2024.

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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