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

38847

Based on record review and interview, the facility failed to ensure medications were obtained and 
administered in a timely manner after a resident was admitted to the facility for 1 of 3 residents reviewed for 
pharmaceutical services (Resident D).

Findings include:

Resident D's record was reviewed on 2/27/25 at 2:24 p.m. 

A Progress Note, dated 12/16/24, indicated the resident was admitted to the facility at 7:32 p.m.

Diagnoses on the resident's profile included, but were not limited to, encounter for other specified surgical 
aftercare and type two diabetes mellitus without complications. 

A 5-day Minimum Data Set (MDS) Assessment, dated 12/18/24, indicated the resident was cognitively intact. 

A Physician's Order, start date 12/16/24, indicated enoxaparin (anticoagulant) injection prefilled syringe, 100 
milligrams (mg)/milliliters (ml), inject 1 pre-filled syringe subcutaneously (fatty layer underneath skin) (SQ) 
twice daily for preventative. 

A Medication Administration Record (MAR), dated 12/16/24 and 12/17/24, indicated the enoxaparin injection 
was scheduled to be administered, on 12/16/24 at 9:00 p.m. and 12/17/24 at 9:00 a.m., but was not 
administered. The reason the medication was not administered indicated other/see nurse's notes. 

Progress Notes, dated 12/16/24 and 12/17/24, lacked documentation regarding the enoxaparin injection. 

A Physician's Order, start date 12/16/24, indicated Humalog (short-acting insulin) 28 units (u)/ml SQ three 
times daily before meals. 

A MAR, dated 12/17/24, indicated the Humalog was scheduled to be administered, on 12/17/24 at 7:30 a.m., 
but was not. The reason the medication was not administered indicated other/see nurse's notes. 

(continued on next page)
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A Progress Note, dated 12/17/24 at 11:01 a.m., indicated the Humalog was not available in the Emergency 
Drug Kit (EDK). 

A Physician's Order, start date 12/17/24 indicated Lantus (long-acting insulin) 100 u/ml, inject 60 u SQ once 
daily for diabetes mellitus. 

A MAR, dated 12/17/24, indicated the Lantus was scheduled to be administered, on 12/17/24 at 9:00 a.m., 
but was not administered. The reason the medication was not administered indicated other/see nurse's 
notes. 

A Progress Note, dated 12/17/24 at 11:02 a.m., indicated the Lantus was not available in the EDK.

A care plan, initiated on 12/17/24, indicated the resident received anticoagulant therapy. Interventions 
included, but were not limited to, administer medications as ordered.

A care plan, initiated on 12/17/24, indicated the resident had diabetes with the potential for hyper and 
hyopglycemia. Interventions included, but were not limited to, administer medications as ordered. 

An EDK inventory list, dated 2/28/25, indicated two enoxaparin 40 mg/0.4 ml syringes, two enoxaparin 60 
mg/0.6 ml syringes, two vials of Humalog 100 u/ml, and one vial of Lantus were included in the EDK. 

During an interview, on 2/28/25 at 10:59 a.m., the Director of Nursing (DON) indicated if residents did not 
arrive to the facility with medications, then the staff should have pulled the available medications from the 
EDK. The EDK was re-stocked with the regular pharmacy runs, but she was not sure if this occurred daily. 
The pharmacy was automatically notified the EDK needed re-filled when medications were removed. The 
facility's pharmacy delivered medications to the facility twice daily, in the morning and evening. They were 
also able to order medications from a local pharmacy if needed. 

During an interview on 2/28/25 at 11:32 a.m., the DON indicated Humalog and Lantus were normally in the 
EDK, but they were out of stock on 12/17/24. The doses of enoxaparin injections were lower than what was 
ordered for the resident. She was not sure if the nurse should have checked with the physician to see if a 
lower dose could have been administered or if both the 60 mg and 40 mg doses, available in the EDK, could 
have been administered together to equal 100 mg. 

On 2/28/25 at 12:00 p.m., the DON provided a document titled, 1.6: Pharmacy Hours and Delivery Schedule, 
dated March 2023, and indicated it was the policy currently being used by the facility. The policy indicated, 
[Pharmacy name] is open 24 hours/365 days a year .New orders communicated .after the cut-off time will 
automatically go into the next regular delivery for the facility. Routine deliveries are made to the facility in 
accordance with the established time frames for each facility. The medication therapy should be initiated 
promptly if the new order is a medication contained in the facility convenience box or emergency box supply. 
If the resident is clinically unstable or the resident is in need of medication as a STAT [immediate] order, the 
medication soul be started from the emergency dispensing kit if applicable, and/or an emergency delivery 
must be requested 

This citation relates to complaint IN00449803.
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Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.

38847

Based on interview, observation, and record review, the facility failed to ensure food was served at a safe 
and appetizing temperature for 3 of 3 resident's reviewed for dietary services (Residents C, B, and G).

Findings include: 

1. During an interview, on 2/26/25 at 11:40 a.m., Resident C indicated the food was always cold and not 
good. He ate all meals in his room.

During an observation, on 2/27/25 at 12:13 p.m., the tray cart arrived to east wing with the Dietary Manager. 
The trays in the cart had plates directly on the tray with no warmer. They were covered with a plastic cover. 
The cart was metal and unheated. At the same time, the Dietary Manager indicated she planned to check the 
temperature of the food on the last resident's meal tray. She had not understood an extra tray was 
necessary. She returned to the kitchen to retrieve an extra tray. 

During an observation, on 2/27/25 at 12:16 p.m., the Dietary Manager returned to the hall with the test tray 
and placed it on the cart.

During an observation, on 2/27/25 at 12:25 p.m., the staff on the unit finished passing the meal trays. The 
Dietary Manager checked the temperature of the food on the test tray and indicated the barbeque sandwich 
meat was 107.3 degrees Fahrenheit (F), and the baked beans were 117.4 degrees F. The meat was 
observed to be bright red and not a natural food color. At the same time, the Dietary Manager indicated there 
were warming pieces to set the plates on, but there was not enough for all the trays. Most of the residents 
wanted to eat their meals in their rooms so there were not enough of the warming pieces. None of the trays 
on the east wing had the warming pieces in place for the lunch service. There had been some complaints 
today about the barbeque sauce being really red. The food should have been 130 degrees when it was 
served to the residents. 

Resident C's record was reviewed on 2/28/25 at 11:07 a.m. A quarterly Minimum Data Set (MDS) 
assessment, dated 1/4/25, indicated the resident was cognitively intact. 

A Physician's Order, dated 10/22/24, indicated the resident received a consistent carbohydrate diet. 

2. During an interview, on 2/26/25 at 11:56 a.m., Resident B's family member indicated the resident had not 
been eating very well because the food was not good. The resident ate meals in her room. 

Resident B's record was reviewed on 2/26/25 at 2:21 p.m. A Brief Interview for Mental Status (BIMS) 
(cognition assessment), dated 2/12/25, indicated the resident had a moderate cognitive impairment. 

A Physician's Order, dated 2/20/25, indicated the resident received a mechanical soft diet.

3. During an interview, on 2/27/25 at 1:58 p.m., Resident G indicated the food was just OK and was often 
cold when it arrived. 
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Resident G's record was reviewed on 2/28/25 at 1:48 p.m. An admission Minimum Data Set (MDS) 
Assessment, dated 2/4/25, indicated the resident was cognitively intact. 

On 2/27/25 at 2:48 p.m., the Administrator provided an undated document titled, Sanitation and Food Safety, 
and indicated it was the policy currently being used by the facility. The policy indicated, .Hot Food .Hold food 
at 135 degrees F or greater throughout the service process 

This citation relates to complaint IN00452651.
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