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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Let each resident or the resident's legal representative access or purchase copies of all the resident's 
records.

46555

Based on record review and interview, the facility failed to ensure all residents or residents' authorized 
representatives were given access to view medical records in a timely manner when staff failed to give one 
resident (Resident #5) out of 6 sampled residents, access to view the resident's medical record within the 
required 24 hours after a request had been made. This had the potential to affect all the residents in the 
facility. The facility's census was 94. 

The facility did not provide a policy regarding medical records requests. 

Review of Resident #1's annual Minimum Data Set (MDS, a federally mandated assessment instrument 
completed by facility staff), dated 01/17/25, showed:

- A Brief Interview for Mental Status (BIMS) score of 15 indicating no cognitive impairment;

- Diagnoses of anemia (blood does not have enough red blood cells and hemoglobin, a protein found in the 
red blood cells, to carry oxygen all through the body), coronary artery disease (damage or disease in the 
heart's major blood vessels), hypertension (condition in which the force of the blood against the artery walls 
is too high), diabetes (a group of diseases that result in too much sugar in the blood), hyperlipidemia (a 
condition in which there are high levels of fat particles in the blood), arthritis (swelling and tenderness in one 
or more joints causing joint pain or stiffness that often gets worse with age), anxiety (intense, excessive and 
persistent worry and fear about everyday situations), and depression (persistent feelings of sadness, 
hopelessness, and loss of interest in activities once enjoyed.)

Review of the resident's demographics admission record showed the facility listed the resident as his/her 
own responsible party.

During an interview on 02/26/25 at 10:00 A.M., Resident #5 said he/she requested a copy of all his/her 
medical records and a copy of an internal investigation regarding a complaint made against a staff member. 
Resident #5 said he/she wrote the request, so it would be in writing and gave it the Director of Nursing 
(DON) on 02/13/25. Resident #5 said the facility still has not given him/her any of the requested records. 

(continued on next page)
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F 0573

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Review on 02/26/25 at 10:00 A.M. of a photocopied letter dated 02/13/25 provided by Resident #1 showed 
the resident requested all the medical records the facility had for him/her and a copy of an internal 
investigation involving a staff member from a prior complaint. 

During an interview on 02/26/25 at 3:45 P.M., the Administrator and Director of Nursing (DON) said Resident 
#5 gave the DON a handwritten request for records on 02/13/25, the same day they gave Resident #5 a 
letter regarding a room change. The DON said the resident's request was emailed to their legal department. 
The DON said he/she knows they must give residents their records within 24 hours of requesting them, but 
the facility process requires all medical records request be sent to their legal department first before they 
release any records. The Administrator said he/she didn't think they sent the request to their legal 
department. The DON said yes, they emailed it to them. The DON said they were told they couldn't fulfill the 
request due to Resident #5 wanting copies of an internal investigation. When asked about the medical 
records request portion, the Administrator said sometime after the request was received, he/she went to 
speak with Resident #5 to clarify what specific medical records he/she wanted. The Administrator said 
Resident #5 kept talking about the internal investigation. The Administrator said he/she asked about the 
medical records request portion again and Resident #5 said he/she just wanted the internal investigation. 
The Administrator said there was no documentation regarding their conversation in Resident #5's progress 
notes. The Administrator said he/she has a word document on his/her computer he/she referred to as a tic 
sheet with information regarding Resident #5, including the conversation about the medical records request. 
When asked for clarification on what he/she meant by a tic sheet, he/she said it was a running word 
document where he/she would make a tic mark and put a note regarding interactions with Resident #5. The 
Administrator said he/she had documented the discussion with Resident #1 regarding medical records and 
could provide a copy of the tic sheet.

During an interview on 02/26/25 at 4:45 P.M., Resident #5 said the Administrator has never come to him/her 
to ask about the records request. Resident #5 said he/she was very clear in his/her written request that 
he/she wanted all of his/her medical records. Resident #5 said the DON told him/her they sent the request to 
the legal department later that same day on 02/13/25, but has not heard back regarding the request since 
then. 

During an interview on 02/26/25 at 5:45 P.M., the DON said he/she was mistaken, and the records request 
he/she was thinking of was for a different resident. The DON said there were no emails with the facility legal 
department regarding the records request made by Resident #5. The DON said she does not remember the 
request asking for medical records, only the internal investigation. 

Review of facility word documents regarding Resident #1 provided by the facility showed: 

- No documentation regarding the conversation the Administrator had with Resident #5 about medical 
records;

- A document, dated 02/14/25, regarding the request for a copy of an internal investigation, with no mention 
of medical records, signed by the Administrator and the DON. 

Review of Resident #5's progress notes in the electronic medical record showed:

(continued on next page)
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potential for actual harm

Residents Affected - Few

- A nursing note, dated 02/13/25 at 3:57 P.M., This resident left note on this DON desk requesting medical 
records and a copy of incident report dated 10/27/24. Resident informed that the note was received and 
forwarded to administration to be approved. Plan of care ongoing.

During an interview on 02/27/25 at 2:11 P.M., the Administrator said, to his/her knowledge, Resident #5 
never requested a copy of his/her medical records. The Administrator said if the resident requested a copy of 
medical records, they would have given them to him/her. The Administrator said Resident #5 could have 
written the records request, had somebody copy it and claim he/she gave it to the DON when he/she did not. 
The Administrator said Resident #5 never gave them a request for medical records, only a request for an 
internal investigation. The DON reported to the Administrator that he/she remembered receiving a 
handwritten records request from Resident #5, but does not remember the request mentioning wanting 
medical records, only a copy of an internal investigation. The Administrator said he/she did not forward a 
medical records request for Resident #5 to the legal department of their corporation.

During an interview on 02/27/25 at 2:30 P.M., the DON said there is a progress note dated 02/13/25 
regarding the resident asking for medical records, but he/she does not recall that happening and offered no 
further explanation. The DON said he/she did not forward a medical records request for Resident #5 to their 
legal department.
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject to 
physician orders and the resident’s advance directives.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 31057

Based on record review and interview the facility failed to ensure an accurate and consistent system was in 
place to direct staff when to initiate basic life support for one resident (Resident #1) when on [DATE] the 
Phlebotomist came in around 5:00 A.M. and came to nurse's station and said the resident would not wake 
up. Licensed Practical Nurse (LPN) E went to the room and the resident did not have a pulse. LPN E and 
Certified Nurse Aid (CNA) C went to the nurse's station to check the report sheet for code status. The 
resident was a full code. LPN E returned to the room to begin Cardiopulmonary Resuscitation (CPR) while 
CNA C checked the electronic medical record for code status and called the code overhead. After a few 
compressions, CNA C returned to the room and stated the resident was a Do Not Resuscitate (DNR) 
according to the electronic records. LPN E stopped compressions and 911 was not called. Record review 
upon the resident's admission, [DATE], a DNR was signed. On a [DATE] re-admission a Full Code was 
signed. On [DATE] the status was changed to DNR with no order or signature. The resident's spouse said 
the resident should have been a full code. The facility census was 94. 

The Administrator was notified on [DATE], of the Immediate Jeopardy (IJ) past non-compliance, which 
occurred on [DATE]. The facility provided training and in-servicing for all staff regarding the facility's CPR 
policy and using proper definitions/verbiage when writing and receiving orders for CPR/DNR. The IJ was 
corrected on [DATE].

Review of the facility's policy titled, Advance Directives and Advance Care Planning, dated [DATE], showed:

- Residents have the right to self-determination regarding their medical care. This includes the right of an 
individual to direct his or her own medical treatment, including the right to execute or refuse to execute an 
advance directive;

- It is required that the patient is asked about advanced directives, and to document any wishes the patient 
might have with regard to the care they want or do not want;

- If an adult individual is incapacitated at the time of admission and is unable to receive information to 
articulate whether or not he or she has executed an advance directive, the facility may give advance directive 
information to the individual's resident representative in accordance with State Law;

- The facility is not relieved of its obligation to provide this information to the individual once he or she is able 
to receive such information. Follow-up procedures must be in place to provide the information to the 
individual directly at the appropriate time;

- Do Not Resuscitate (DNR) order -A medical order issued by a physician or other authorized non-physician 
practitioner that directs healthcare providers not to administer cardiopulmonary resuscitation (CPR-life saving 
measures) in the event of cardiac or respiratory arrest. Existence of an advance directive does not imply that 
a resident has a DNR order. The medical record must show evidence of documented discussions leading to 
a DNR order;

(continued on next page)
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Level of Harm - Immediate 
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safety

Residents Affected - Few

- Competent - Residents have the right to actively participate in their plan of care. The resident has the right 
to designate a representative, in accordance with State law, and any legal surrogate so designated may 
exercise the resident's rights to the extent provided by state law. A resident is competent to make a health 
care decision if he or she understands the nature of his or her illness, understands the treatment options 
available to him or her, understands the consequences of refusing such treatments, and is able to make and 
communicate decisions about his/her medical treatment;

- Incompetent - When a resident is ''incompetent, he/she is unable to make his or her own decisions. A 
resident should not be presumed incompetent unless a physician renders an opinion of such, and even then, 
such presumption could be rebutted or challenged. A resident is in fact incompetent only when a court with 
jurisdiction over the resident declares such. The court-appointed resident representative exercises the 
resident's rights to the extent judged necessary by a court. The resident's wishes and preferences must be 
considered in the exercise of the rights by the representative;

- Residents or their responsible parties receive materials concerning their rights under applicable laws to 
make decisions regarding their medical care, including the right to accept or refuse medical care, the right to 
accept or refuse medical/surgical treatment, organ donation requests, and the formation of advance 
directives upon admission;

- A written description of the facility's policies regarding advance directives and applicable State law is 
provided to the resident or resident representative. Information is provided in a manner easily understood by 
the resident or resident representative;

- The resident and/or family, upon admission, to determine the need and knowledge relative to advance 
directives and advanced care planning;

- Residents may revise an advance directive either orally or in writing. With an oral reversal, charting is due 
immediately, the physician is notified immediately, an immediate notation is made on the care plan, and an 
immediate entry is made in the medical record. With written reversals, the physician is notified, and the plan 
is permanently adjusted. The physician must give an order for any changes in the advance directives;

- If the resident leaves the facility temporarily (e.g., ER visit, hospital stay, or diagnostic procedure), a copy of 
the advance directive is sent with the resident. The facility should also ensure advance directive status (e.g., 
DNR, DNI) is communicated to the receiving provider and transporting provider;

- Each time the resident is admitted to the facility, quarterly, and when a change in condition is noted in the 
resident condition, the facility should review the advance directive and advance care planning (ACP) 
information. This review should focus on if the existing advance directives and ACP match the current goals 
of care for the resident. The social services director or designee should document this conversion in the 
medical record and assist as needed with updating the documents that need revision in accordance with 
state and federal requirements;

(continued on next page)

135265185

06/26/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

265185 03/18/2025

Life Care Center of Cape Girardeau 365 South Broadview Street
Cape Girardeau, MO 63703

F 0678
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Residents Affected - Few

- Residents who are competent at the time of admission and who have not previously executed an advance 
directive are given the opportunity to do so with the assistance of an interdisciplinary team, consisting of, but 
not limited to: the Medical Director, Executive Director, Director of Nursing, Director of Social Services, 
chaplain, and others as appropriate. Social Services ensures that a copy of the advance directive is obtained 
for the resident's medical record and verifies that there is an appropriate physician's order in the resident's 
medical record as well;

- In the absence of an advance directive, incompetent residents have treatment decisions made by 
appropriate surrogate decision-makers. Such persons may include a court appointed guardian, the holder of 
a durable power of attorney, or a family member;

- When the surrogate decision-maker is not the holder of a durable power of attorney (or a court appointed 
guardian) and where conflict arises as to the care provided or withheld, the facility provides all medical care 
until the conflict is resolved or otherwise ordered by a court of law;

- Documentation in the Minimum Data Set (MDS) should reflect the appropriate advance directives. This 
information is reviewed or updated, as appropriate, at least quarterly or more frequently if there is a 
significant change in the resident's medical condition. Each quarter the care plan team reviews with the 
resident, his or her advance directives to ensure that they are still the wishes of the resident. Such reviews 
are made during the quarterly assessment process and recorded on the Resident's Assessment Instrument 
(RAI);

- Do Not Resuscitate (DNR) - Regardless of whether the resident is in a persistent vegetative state or has a 
terminal condition, all Life Care Centers of America's residents receive full resuscitative measures unless a 
DNR is written in the resident's medical record and is identified in the resident's advance directive. While the 
physician's order is pending, the documented verbal wishes of the resident or resident's representative 
regarding DNR status will be honored, unless state specific guidelines differ;

- Social Services or Nursing Administration's documentation of the DNR must be present in the medical 
record regarding the DNR status and discussion with the resident and/or resident's representative on the 
consequences and implications of this status. The physician is notified regarding any questions concerning 
the appropriateness of the resident's code status;

- A physician's order and written consent from the resident or resident's representative must be obtained. 
While the physician's order is pending, staff should honor the documented verbal wishes of the resident or 
the resident's representative regarding CPR unless state-specific regulations differ;

- DNR order is flagged appropriately on the resident's chart to alert staff as to status;

- Social Services and/or a member of Nursing Administration reviews the DNR status with the resident and/or 
family and the receiving physician within 72 hours of admission;

- The resident or resident's representative must sign an informed consent as required by state specific 
requirement indicating that the resident consents to a DNR or no CPR or no resuscitation in the event of 
cardiac arrest or respiratory failure;

(continued on next page)
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Level of Harm - Immediate 
jeopardy to resident health or 
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Residents Affected - Few

- The DNR order is incorporated into the resident's care plan and is periodically reviewed, at least quarterly, 
including supportive care and comfort measures. These measures will not be withheld when a DNR order 
exists;

- DNR orders may be revoked at any time but must be documented in the resident's chart as such with 
consent of the resident or the resident's representative;

- The resident's physician is notified of any change in condition regardless of the DNR order;

- The Director of Nursing or designee establishes a system to inform all direct care staff of the resident's 
DNR status.

- If the resident is discharged from the facility and readmitted , the DNR status must be reviewed to 
determine if it is still appropriate and desired by all parties involved. A new order for DNR is obtained at that 
time.

1. Review of Resident #1's medical record showed:

- An initial admitted [DATE];

- A code status form marked and signed DNR (Do Not Attempt Resuscitation) on [DATE] by the resident's 
spouse;

- A readmitted [DATE];

- A code status form marked and signed full code on [DATE] by the resident;

- A DNR order, dated [DATE], with no documentation as to why the order was changed from full code to 
DNR; 

- No documentation of any contact being made with the resident, the resident's family, or physician to obtain 
proper authorization for a code status change on [DATE].

Review of the resident's care plan, last revised [DATE], showed:

- Resident had an advance directive to be a DNR, date initiated [DATE];

- Code status would be reviewed on a quarterly basis and as needed (prn), date initiated [DATE];

- No mention of code status changing to full code, which was signed by the resident, on [DATE];

- No mention of DNR change on [DATE]. 

Review of the resident's BIMS (Brief Interview for Mental Status: score 0 to 7 severe cognitive impairment, ,
d+[DATE] moderate cognitive impairment, ,d+[DATE] cognition intact) showed:

- On [DATE], BIMS score was five out of 15;

(continued on next page)
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- On [DATE], BIMS score was 12 out of 15;

- On [DATE], BIMS score was 15 out of 15;

- On [DATE], BIMS score was 15 out of 15.

Review of the resident's BCAT (Brief Cognitive Assessment Tool to show cognition with scoring from 0 to 50 
with 50 being cognitively intact) done from [DATE] through [DATE] showed a score of 33, stating cognitive 
impairment and/or mild stage dementia.

Review of the resident's hospital record, dated [DATE], showed:

- Upon discharge from the hospital on [DATE], the resident was at his/her baseline mental status per spouse 
alert and oriented to time, person, place, and situation;

- Patient has continued to have waxing and waning (increases and decreases in consciousness) 
consciousness through the course of recent hospital admissions. The resident was placed on delirium 
precautions and received trazodone prn (as needed). The resident improved and was at baseline mental 
status at time of discharge on [DATE];

- Code status at discharge: NO CPR.

Review of witness statement from CNA C, dated [DATE] at 7:30 P.M., showed:

-CNA took the resident to the bathroom at about 2:00 A.M. on [DATE] to use the toilet and had a bowel 
movement (as reported by the CNA). The CNA put the resident back to bed after using the bathroom. When 
the lab staff arrived, lab staff went into resident's room and came out to the nurse's station and told facility 
staff that the resident was not responding. CNA J went into the resident's room, came back out, and said go 
get LPN E. LPN E, CNA J, CNA D, and CNA C went into Resident #1's room. LPN E checked the resident 
and said he/she had no pulse. CNA C went to the nurse's station and called the code blue overhead and 
checked the report sheet which said full code. CNA C then turned on the computer and when the computer 
screen came up, CNA C checked the resident's name and the computer said he/she was DNR. CNA C then 
ran down to the room and told the nurse the resident was a DNR and to stop compressions. The nurse 
stopped compressions and CNA C left the room.

Review of witness statement from CNA D, dated [DATE] at 8:30 P.M., showed:

- CNA D was on his/her assigned hall on [DATE] around 5:30 A.M., he/she saw commotion and went to the 
other staff members who stated the resident was unresponsive. CNA D asked if the resident was a full code. 
LPN E said they looked and said the resident was a full code. CNA D grabbed the crash cart and took it into 
the room. LPN E and CNA D placed the backboard under the resident and LPN E started compressions. 
CNA D gave a breath or two via ambu bag (a device to deliver air to someone not breathing or with difficulty 
breathing). Someone came to the room and said the resident was a DNR. Compressions stopped.

Review of witness statement from LPN E, dated [DATE] at 7:45 P.M., showed:

(continued on next page)
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Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

- Phlebotomist came in around 5:00 A.M. and came to nurse's station and said the resident would not wake 
up. LPN E went to the room and the resident did not have a pulse. LPN E and CNA C went to the nurse's 
station to check the report sheet for code status. At this time the report sheet said full code. LPN E returned 
to the room to begin CPR while CNA C checked the electronic medical record for code status and called the 
code overhead. After a few compressions, CNA C returned to the room and stated the resident was a DNR. 
LPN E stopped compressions and 911 was not called. LPN F came to assist with breaths via ambu bag. No 
breaths were given before stopping CPR.

Review of an interview statement by phone interview between LPN E and the Administrator on [DATE] 
showed:

- LPN E reports during the interview that when he/she entered the room of the resident, the resident's body 
was cool to touch.

Review of the witness statement from LPN F, dated [DATE] at 8:05 P.M., showed:

- LPN F saw commotion on unit 300 from unit 200 desk. LPN F went down the hall and followed the staff 
where the nurse had the crash cart. LPN F connected the ambu bag while the nurse started compressions. 
The nurse completed less than five compressions before CNA confirmed DNR status. LPN F did not give any 
breaths. After CPR was stopped, LPN F returned to unit 200.

Review of an interview statement by phone interview between LPN F and the Administrator on [DATE] 
showed:

- LPN F reported during the interview that when he/she entered the room of the resident, the resident's body 
was cold to touch and the resident's color was dusky blue.

During an interview on [DATE] at 3:30 P.M., the Director of Nursing (DON) said code status used to be on 
the report sheet. The code status was removed from the report sheet and so the report sheet currently does 
not have code status on them. Staff should look in the electronic medical record for the code status.

During an interview on [DATE] at 8:15 A.M., Registered Nurse (RN) G said he/she would look in the 
computer for code status and not anywhere else. He/she would not look at anything like a report sheet for 
code status as that could not be accurate and lead to mistakes. 

During an interview on [DATE] at 10:46 A.M., LPN A said the resident was alert and oriented as far as 
he/she could tell. He/She said the resident was not confused.

During an interview on [DATE] at 10:55 A.M., Social Services Assistant (SSA) said the resident was alert and 
oriented. When the resident first got to the facility, he/she was confused, but the last couple BIMS he/she did, 
the resident was alert and able to make his/her own decisions. The only time the spouse got involved when 
making decisions was when the resident suggested the spouse be involved.
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During an interview on [DATE] at 12:16 P.M., the resident's spouse said the only reason the resident was in 
the facility was for rehab. The spouse said the resident had been alert and oriented throughout his/her stay 
at the facility. He/she said there wasn't anything wrong with the resident's mental status until the morning of 
the 11th, which was the day before he/she passed. The spouse said the resident fought hard to live and was 
ready to fight and come home. The spouse said the resident did not want a DNR after the first initial DNR 
signed. The spouse said he/she was present when the resident signed his/her admission documentation, 
which included the full code. The spouse said the resident was very much alert and oriented at the time. 

During an interview on [DATE] at 1:40 P.M., Occupational Therapist (OT) H said he/she worked with the 
resident doing therapy. He/She said the resident seemed alert and oriented and could carry on a 
conversation just fine. He/She said therapy success staff had planned the resident a success story since 
he/she was close to completing therapy and going home soon.

During an interview on [DATE] at 1:42 P.M., the Director of Rehab said he/she did not remember the 
resident's cognitive status off hand, but the BCAT score of 33 out of 50 is consistent with the BIMS score of 
12 showing some cognition issues.

During an interview on [DATE] at 2:11 P.M., the Administrator and DON said code status should be 
assessed upon admission, readmission, change of condition, at least quarterly and as needed. They said a 
change of code status should be reflected in the care plan. They said the process to change code status is if 
a resident has a BIMS of 12 or greater, they will discuss what a DNR and full code is and what they would 
like and if they have a BIMS of less than 12, then the POA or next of kin will be contacted. Staff can check 
code status in the electronic records system and in the plan of care. They said when a resident is requesting 
a code status change, the IDT team should be notified. The IDT team includes the Administrator, DON, 
MDS, Dietary Manager, Social Services, Activities, Housekeeping, Director of Rehab and Infection 
Preventionist. 

During an interview on [DATE] at 2:30 P.M., LPN M said on [DATE] he/she received a phone call from 
another staff person to change Resident #1's status to a DNR. LPN M said he/she did not know who the staff 
person was that called and directed the change. He/She thought it might have been a nurse or human 
resources. LPN M did not verify the order with a signed consent for change of code status or notify the 
physician, resident and or family any changes.
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Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 46555

Based on interview and record review, the facility failed to follow physician's orders by not administering 
medications as ordered for one resident (Resident #1) out of six sampled residents. The facility's census was 
94.

Review of the facility's policy titled, Reordering, Changing, and Discontinuing Medication Orders, dated 
07/01/24, showed:

- Facilities are encouraged to reorder medications electronically or by fax whenever possible;

- Facility is encouraged to follow verbal reorders with a faxed copy to the pharmacy;

- Electronic Orders (e-Refill): Authorized facility staff may use Omniview (Trademark) to electronically reorder 
resident;

- Facility staff should review the transmitted re-orders for status and potential issues and pharmacy response;

- Facility may order refill medications using other electronic medication ordering systems by using the new 
request or reordering feature of the software and transmitting to the pharmacy;

- Facility should retain a copy of the refill/order form communicated to the pharmacy to reconcile the 
medications delivered by the pharmacy.

Review of Resident #1's medical record showed:

- admitted [DATE];

- Diagnoses of kidney (renal) transplant, congenital cytomegalovirus infection (virus similar to common cold), 
chronic kidney disease (ckd-kidneys not filtering waste properly), heart failure (heart not pumping and 
functioning like it should), chronic obstructive pulmonary disease (COPD- disease of lungs making breathing 
more difficult), essential hypertension (high blood pressure), pulmonary hypertension (high pressure affecting 
heart and lungs), urinary tract infections (UTIs) , and urine retention;

-An order for tacrolimus oral capsule one milligram (mg) twice a day (bid) by mouth for renal transplant. May 
use home medication until pharmacy delivers, order dated 09/10/24.

Review of the pharmacy delivery sheets showed:

- Tacrolimus one mg capsule immediate release (IR) quantity 30 pills shipped on 09/10/24 and delivered on 
09/11/24 at 4:02 A.M.;

- Tacrolimus one mg capsule immediate release (IR) quantity 30 pills shipped on 10/02/24 and delivered on 
10/02/24 at 11:59 P.M.;
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- Tacrolimus one mg capsule immediate release (IR) quantity 30 pills shipped on 10/25/24 and delivered on 
10/25/24 at 10:59 P.M.

Review of the resident's medication administration record (MAR), dated October 2024, showed:

- Tacrolimus one mg bid by mouth not administered on 10/19/24 x two doses, 10/20/24 morning dose, 
10/21/24 x two doses, 10/22/24 x two doses, 10/23/24 morning dose, 10/24/24 morning dose, and 10/25/24 x 
two doses;

- 11 out of 14 opportunities missed from 10/19/24 through 10/25/24.

Review of the resident's progress notes showed:

- On 10/21/24 at 12:27 P.M., nurse notified pharmacy;

- On 10/21/24 at 8:55 P.M., medication unavailable;

- On 10/22/24 at 8:02 P.M., awaiting medication;

- On 10/25/24 at 12:23 P.M., on order;

- On 10/25/24 at 7:35 P.M., unable to obtain.

During an interview on 02/27/25 at 12:16 P.M., the resident's spouse said he/she brought the medication, 
tacrolimus, from home for the facility to use until a prescription could be obtained. The spouse said the bottle 
was returned to him/her the next day and he/she was informed the facility did not need it, because they had 
obtained their own medication. The spouse said the bottle appeared to have approximately the same number 
of pills in the bottle.

During an interview on 02/27/25 at 9:29 A.M., Pharmacy General Manager said a refill request for tacrolimus 
was put in on 10/02/24, filled on 10/02/24, and received by facility on 10/02/24. Another refill was requested, 
filled, delivered, and received by facility all on 10/25/24. 

During an interview on 02/27/25 at 2:11 P.M., the DON said he/she would expect staff to notify the pharmacy 
when a refill for a medication is needed if it's a standard medication within seven days of the medication 
being out. The nurse passing the medications would be responsible for requesting the refill. The med tech 
should tell the charge nurse when the medication is running low, so they know the refill is needed. He/she 
would expect staff to administer medications as ordered. He/she said if a home medication is brought into 
the facility for use, he/she would expect staff to make a progress note of how much of the medication is 
available and it would be stored in the medication cart unless it needs to be refrigerated. The DON said 
he/she would expect staff to inform the family if they are running low and need more. 
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During a telephone interview on 03/14/25 at 12:43 P.M., the hospital Patient Safety and Quality Improvement 
Manager responded to questions regarding the transplant medication. The questions were answered by a 
transplant nephrologist medical doctor. The doctor said if a patient is on tacrolimus 1 mg twice a day for renal 
transplant and they missed seven days of the medication the main concern with skipping the medication for 
one week is it increases the risk for transplant rejection. The doctor said it is concerning to go that long 
without any doses because it increases the risk for transplant rejection and kidney dysfunction if the 
medication is not taken for a week. The doctor said the time frames vary from patient to patient on how soon 
rejection or kidney dysfunction will occur after missing medications. For some patients, symptoms can occur 
after a few days and other patients may take up to a month. The doctor said the CMV titer is very low, so the 
patient having CMV would not cause any additional concerns. The doctor said if the prescribed medication is 
not available, the facility would normally call the transplant office and they would provide recommendations 
for a different medication that may be available at the facility. 

Complaint #MO00249411

1313265185

06/26/2025


