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F 0557 Honor the resident's right to be treated with respect and dignity and to retain and use personal possessions.
Level of Harm - Minimal harm Based on clinical record review and staff interviews, the facility failed to provide a private pay resident being
or potential for actual harm discharged to another facility, their unused medications and controlled medications (Resident #2). The facility

census was 52 residents.
Residents Affected - Few
Findings include:

According to a Minimum Data Set (MDS) with a reference date of 12/6/24, Resident #2 had a Brief Interview
for Mental status (BIMS) score of 13, indicating an intact mental status. Resident #2 required dependent
assistance with transfers, mobility, dressing, toilet use, and personal hygiene needs and was frequently
incontinent of bladder. Resident #2's diagnoses included cerebrovascular accident (stroke), congestive heart
failure, atrial fibrillation, renal insufficiency, arthritis, and gastroesophageal reflux disease.

Review of Resident #2's June medication administration record (MAR) found her to be prescribed several
medications to control pain and anxiety including Lyrica 50 milligrams daily at night, Hydrocodone/Tylenol
5/325 milligrams every 6 hours as needed for pain, and Lorazepam 0.5 mg every 12 hours as needed for
anxiety. The June MAR demonstrated the use of as needed Hydrocodone/Tylenol 5/325 milligrams was
generally two doses a day with the last dose given on 3/11/25 at 10:10 a.m.

In an interview on 6/24/25 at 10:00 a.m. the Administrator from the facility in which Resident #2 was
transferred to on 3/11/25, stated when Resident #2 arrived, she was without any of her medications,
including pain medications which she relied upon to control her pain. The Administrator stated she contacted
the facility and was informed their protocol on discharge was to send back prescribed medications and to
destroy controlled medications. The Administrator informed the facility that the resident was private pay and
paid for her medications and therefore the medications were her property and they did not have the right to
withhold or destroy her medications. The Administrator stated in addition, because the medications were
recently refilled, Resident #2's insurance would not pay for re-fills, leaving her without any pain medication.
The Administrator stated the following morning she went to their pharmacy and was able to get the refills, but
noted Resident #2 was without pain mediations for over 10 hours.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
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F 0557

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

In an interview on 6/24/25 at 10:20 a.m. the Director of Nursing (DON) stated the normal process when
discharging a resident would be to send back unused medications to the pharmacy and to destroy controlled
medications. This was the process the facility followed when discharging Resident #2 to another facility. The
DON stated Resident #2 was private pay and paid for her own medications. The DON stated on 3/11/25 they
received a call from the receiving facility questioning where Resident #2's medications were? The DON
stated she explained and the following day Resident #2's spouse drove up and picked up her medications.
The DON noted the facility reimbursed Resident #2 for the controlled medications they destroyed. The DON
stated she later was shown facility policy on Discharge Medications in which it was acceptable to send
controlled medications with a discharged resident. The DON stated she was unaware of that policy until
shown.

According to the facilities Discharge Medications policy; #3. controlled substances shall not be released upon
discharge of the resident unless permitted by current state law governing the release of controlled
substances and as authorized (in writing) by the resident's attending physician.
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