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Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45190

Based on interview and record review, the facility failed to ensure that all residents received care and 
treatment in accordance with professional standards of practice when facility nursing staff failed to document 
administering medications per physician orders for three residents (Resident #1, Resident #2, and Resident 
#3). The facility census was 43. 

Review of the policy titled, Clinical Administering Medications, revised April 2019 showed the following:

-Medications are administered in accordance with prescriber orders, including any required time frame;

-Medications are administered within one hour of their prescribed time, unless otherwise specified (for 
example, before or after meal orders) for liberal medication passes;

-For residents not in their rooms or otherwise unavailable to receive medication on the pass, the Medication 
Administration Record (MAR) may be flagged. After completing the medication pass, the nurse will return to 
the missed resident to administer the medication;

-If a drug is withheld, refused, or given at a time other than the scheduled time, the individual administering 
the medications will initial and circle the MAR space provided for that drug and dose;

-The individual administering the medication initials the resident's MAR on the appropriate line after giving 
each medication and before administering the next ones.

1. Review of the Resident #1's face sheet (a brief resident profile) showed the following:

-admitted [DATE];

(continued on next page)
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-Diagnoses included type II diabetes mellitus (a long-term condition in which the body has trouble controlling 
blood sugar and using it for energy), cerebral infarction (stroke), obstructive sleep apnea (intermittent airflow 
blockage during sleep), congestive heart failure (a chronic condition in which the heart doesn't pump blood 
as well as it should), rectal cancer, high blood pressure, metabolic encephalopathy (a condition where the 
brain's function is impaired due to an imbalance in the body's metabolism), atrial fibrillation (an irregular, 
often rapid heart rate that commonly causes poor blood flow), acute respiratory failure with hypoxia (a 
medical condition where the lungs are unable to adequately exchange oxygen, leading to a dangerously low 
level of oxygen blood), and gout (a form of arthritis that causes severe pain, swelling, redness and 
tenderness in joints).

Review of the resident's care plan, last revised on 02/10/25, showed the following:

-Resident was on anticoagulant (helps prevent blood clots and stroke) therapy related to diagnosis of atrial 
fibrillation. Staff to administer anticoagulant medications as ordered by physician and monitor for side effects 
and effectiveness every shift;

-Resident had diagnosis of anemia. Staff to give medications as ordered and monitor side effects, 
effectiveness;

-Resident was at risk for complications related to use of antidepressant medication. Staff to administer 
antidepressant medications as ordered by physician and monitor for side effects and effectiveness every 
shift.

Review of the resident's quarterly Minimum Data Set (MDS-a federally mandated assessment tool 
administered by staff) dated 01/31/25, showed the following:

-Cognitively intact;

-Resident is totally dependent on staff for bed mobility, toileting, personal hygiene, transfers, showering and 
dressing for upper and lower body.

Review of the resident's January 2025 and February 2025 Physician Order Sheet (POS) showed an order, 
dated 10/25/24, for apixaban (an anticoagulant) oral tablet 5 milligrams (mg), give one tablet by mouth two 
times a day for prophylaxis related to cerebral infarction.

Review of the resident's January 2025 and February 2025 Medication Administration Record (MAR) showed 
the following:

-An order dated 10/25/24, for apixaban oral tablet 5 mg, give one tablet by mouth two times a day for 
prophylaxis related to cerebral infarction;

-Staff failed to document administering the 5:00 P.M. dose on 01/15/25, 01/18/25, 01/19/25 and 01/22/25;

-Staff did not document administering the 8:00 A.M. and 5:00 P.M. doses on 02/01/25 and the 5:00 P.M. 
dose on 02/02/25.
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Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/25/24, for 
pantoprazole sodium tablet (used to treat acid reflux) delayed release 40 mg, give one tablet by mouth two 
times a day for acid reflux.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/25/24, for pantoprazole sodium tablet delayed release 40 mg, give one tablet by mouth 
two times a day for acid reflux;

-Staff did not document administering the 5:00 P.M. dose on 01/15/25, 01/18/25, 01/19/25 and 01/22/25;

-Staff did not document administering the 8:00 A.M. and 5:00 P.M. doses on 02/01/25 and the 5:00 P.M. 
dose on 02/02/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/25/24, for 
ziprasidone (antipsychotic) HCI oral capsule 40 mg, give 40 mg by mouth two times a day for psychosis with 
meals.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/25/24, for ziprasidone HCI oral capsule 40 mg, give 40 mg by mouth two times a day for 
psychosis with meals;

-Staff did not document administering the 5:00 P.M. dose on 01/15/25, 01/18/25, 01/19/25 and 01/22/25;

-Staff did not document administering the 8:00 A.M. and 5:00 P.M. doses on 02/01/25 and the 5:00 P.M. 
dose on 02/02/25.

Review of the resident's February 2025 POS showed an order, dated 10/25/24, for allopurinol (an antigout 
medication) oral tablet 100 mg, give one tablet by mouth one time a day for gout.

Review of the resident's February 2025 MAR showed the following:

-An order dated 10/25/24, for allopurinol oral tablet 100 mg, give one tablet by mouth one time a day for gout;

-Staff did not document administering the 8:00 A.M. dose on 02/01/25.

Review of the resident's February 2025 POS showed an order, dated 11/17/24, for cetirizine (an 
antihistamine) hydrochloride (HCI) tablet 10 mg, give one tablet by mouth one time a day for allergy 
symptoms.

Review of the resident's February 2025 MAR showed the following:

-An order, dated 11/17/24, for cetirizine hydrochloride (HCI) tablet 10 mg, give one tablet by mouth one time 
a day for allergy symptoms;
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-Staff did not document administering the 8:00 A.M. dose on 02/01/25.

Review of the resident's February 2025 POS showed an order, dated 10/25/24, for ferrous sulfate tablet 
(iron) 325 mg, give one tablet by mouth one time a day for anemia.

Review of the resident's February 2025 MAR showed the following:

-An order, dated 10/25/24, for ferrous sulfate tablet 325 mg, give one tablet by mouth one time a day for 
anemia;

-Staff did not document administering the 8:00 A.M. dose on 02/01/25.

Review of the resident's February 2025 POS showed an order, dated 10/25/24, for glycolax powder (used to 
treat constipation), give 17 grams by mouth one time a day for constipation in eight ounces of fluid.

Review of the resident's February 2025 MAR showed the following:

-An order, dated 10/25/24, for glycolax powder, give 17 grams by mouth one time a day for constipation in 
eight ounces of fluid;

-Staff did not document administering the 8:00 A.M. dose on 02/01/25.

Review of the resident's February 2025 POS showed an order, dated 11/05/24, for lidocaine (pain control 
medication) external patch 5%, apply to right hip topically one time a day for pain on 12 hours then off 12 
hours.

Review of the resident's February 2025 MAR showed the following:

-An order, dated 11/05/24, for lidocaine external patch 5%, apply to right hip topically one time a day for pain 
on 12 hours then off 12 hours;

-Staff did not document administering the 8:00 A.M. dose on 02/01/25.

Review of the resident's February 2025 POS showed an order, dated 10/25/24, for metoprolol succinate (an 
antihypertensive medication) extended release 24-hour oral tablet 50 mg, give one tablet by mouth one time 
a day for hypertension.

Review of the resident's February 2025 MAR showed the following:

-An order, dated 10/25/24, for metoprolol succinate extended release 24-hour oral tablet 50 mg, give one 
tablet by mouth one time a day for hypertension;

-Staff did not document administering the 8:00 A.M. dose on 02/01/25.

Review of the resident's February 2025 POS showed an order, dated 10/25/24, for sertraline HCI (an 
antidepressant) oral tablet 100 mg, give one tablet one time a day for depression.
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Review of the resident's February 2025 MAR showed the following:

-An order, dated 10/25/24, for sertraline HCI oral tablet 100 mg, give one tablet one time a day for 
depression;

-Staff did not document administering the 8:00 A.M. dose on 02/01/25.

Review of the resident's February 2025 POS showed an order, dated 10/25/24, for tamsulosin HCI (used to 
treat BPH (condition where the prostate gland enlarges, causing urinary problems)) oral capsule 0.4 mg, give 
one capsule by mouth one time a day for prophylaxis.

Review of the resident's February 2025 MAR showed the following:

-An order, dated 10/25/24, for tamsulosin HCI oral capsule 0.4 mg, give one capsule by mouth one time a 
day for prophylaxis;

-Staff did not document administering the 8:00 A.M. dose on 02/01/25.

Review of the resident's January 2025 and February 2025 nurses' notes showed staff did not document 
related to the medications that were not administered as ordered. 

2. Review of Resident #2's face sheet showed the following:

-admitted [DATE];

-Diagnoses included spondylosis with myelopathy (condition where the spinal cord is compressed due to 
degenerative changes in the spine), cervical disc disorder with myelopathy (condition that occurs when the 
spinal cord in the neck is compressed) depression, generalized anxiety disorder, neuropathy (weakness, 
numbness, and pain from nerve damage, usually in the hands and feet), and repeated falls.

Review of the resident's quarterly MDS, dated [DATE], showed resident was cognitively intact and 

required substantial assistance with toileting and lower body dressing.

Review of the resident's care plan, last revised on 02/10/25, showed the following:

-Resident was at risk for uncontrolled pain. Staff to administer analgesic medication as ordered by physician 
and monitor/document side effects and effectiveness every shift;

-Resident used antidepressant medication. Staff to administer antidepressant medications as ordered by 
physician, monitor/document side effects and effectiveness every shift.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/29/24, for 
celecoxib (an antiinflamatory) oral capsule 200 mg, give one capsule by mouth two times a day for pain.

Review of the resident's January 2025 and February 2025 MAR showed the following:

(continued on next page)
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-An order, dated 10/29/24, for celecoxib oral capsule 200 mg, give one capsule by mouth two times a day for 
pain;

-Staff did not document administrating the 9:00 A.M. dose on 01/22/25;

-Staff did not document administrating the 9:00 A.M. dose on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/29/24, for 
duloxetine HCI (an antidepressant) capsule delayed release sprinkle 30 mg, give one capsule by mouth one 
time a day for depression.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/29/24, for duloxetine HCI capsule delayed release sprinkle 30 mg, give one capsule by 
mouth one time a day for depression;

-Staff did not document administrating the morning dose on 01/22/25;

-Staff did not document administrating the morning dose on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/29/24, for 
gabapentin (an anticonvulsant) oral tablet 600 mg, give one tablet by mouth three times a day for neuropathy.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/29/24, for gabapentin oral tablet 600 mg, give one tablet by mouth three times a day for 
neuropathy;

-Staff did not document administering the morning and noon dose on 01/22/25;

-Staff did not document administering the morning and noon dose on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 11/27/24, for 
lidoderm patch 5%, apply to bottom of feet topically one time a day for pain related to cervical disorder with 
myelopathy.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 11/27/24, for Lidoderm patch 5%, apply to bottom of feet topically one time a day for pain 
related to cervical disorder with myelopathy;

-Staff did not document administering the morning dose on 01/22/25;

-Staff did not document administering the morning dose on 02/01/25.
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Review of the resident's January 2025 and February 2025 POS showed an order,dated 10/29/24, for 
pantoprazole sodium tablet delayed release 40 mg, give one tablet by mouth one time a day for acid reflux.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/29/24, for pantoprazole sodium tablet delayed release 40 mg, give one tablet by mouth 
one time a day for acid reflux;

-Staff did not document administering the morning dose on 01/22/25;

-Staff did not document administering the morning dose on 02/01/25.

Review of the resident's January 2025 and February 2025 nurses' notes showed staff did not document 
related to the medications that were not administered as ordered. 

3. Review of Resident #3's face sheet showed the following:

-admitted [DATE];

-Diagnoses included acute and chronic respiratory failure with hypoxia (a medical condition where the lungs 
are unable to adequately exchange oxygen, leading to a dangerously low level of oxygen blood), acute and 
chronic respiratory failure with hypercapnia (a condition where the body has too much carbon dioxide in the 
bloodstream), chronic obstructive pulmonary disease (COPD - a group of lung diseases that block airflow 
and make it difficult to breathe), congestive heart failure (CHF - a chronic condition in which the heart doesn't 
pump blood as well as it should), high blood pressure, obstructive sleep apnea (intermittent airflow blockage 
during sleep), pneumonia, post-traumatic stress disorder (PTSD - a disorder in which a person has difficulty 
recovering after experiencing or witnessing a terrifying event), peripheral vascular disease (a circulatory 
condition in which narrowed blood vessels reduce blood flow to the limbs), fibromyalgia (a long-term 
condition that involves widespread body pain and tiredness), pulmonary embolism with acute cor pulmonale 
(situation where a blood clot lodges in the lung artery, causing a sudden strain on the right ventricle of the 
heart, leading to acute right-sided heart failure) low back pain, generalized anxiety disorder, and 
gastroesophageal reflux disease symptoms (GERD-acid reflux).

Review of the resident's significant change MDS, dated [DATE], showed the resident was cognitively intact 
and independent with ADL's except required supervision for showering.

Review of resident's care plan, last revised 02/14/25, showed the following:

-Resident had a history of CHF. Staff to give medications as ordered;

-Resident had a history of high blood pressure. Staff to give blood pressure medication as ordered and 
monitor for side effects;

-Resident had history of GERD. Staff to give medications as ordered and monitor/document side effects and 
effectiveness;
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-Resident had a history of receiving diuretic therapy. Staff to administer diuretic medications as ordered by 
physician and monitor for side effects and effectiveness every shift;

-Resident used anti-depressant medication. Staff to administer anti-depressant medications as ordered by 
physician and monitor/document side effects and effectiveness every shift;

-Resident used anti-anxiety medications. Staff to administers anti-anxiety medications as ordered by 
physician and monitor for side effects and effectiveness every shift;

-Resident was on anticoagulant therapy. Staff to administer anticoagulant medications as ordered by 
physician and monitor for side effects and effectiveness every shift.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 11/12/24, for 
Zithromax (antibiotic) oral tablet 250 mg, give one tablet by mouth one time a day related to pneumonia 
unspecified organism.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 11/12/24, for Zithromax oral tablet 250 mg, give one tablet by mouth one time a day related 
to pneumonia unspecified organism;

-Staff did not document administering the 8:00 A.M. dose on 01/19/25;

-Staff did not document administrating the 8:00 A.M. dose on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/08/24, for 
alprazolam oral tablet 0.5, give one tablet by mouth two times a day for anxiety.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/08/24, for alprazolam oral tablet 0.5, give one tablet by mouth two times a day for anxiety;

-Staff did not document administering the 5:00 P.M. doses on 01/14/25, 01/15/25, 01/18/25, 01/19/25, and 
01/22/25;

-Staff did not document administering the 5:00 P.M. doses on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/08/24, for 
bumetanide (diuretic) oral tablet 0.5 mg, give one tablet by mouth two times a day related to CHF.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/08/24, for bumetanide oral tablet 0.5 mg, give one tablet by mouth tow times a day 
related to congestive heart failure;

-Staff did not document administering the 5:00 P.M. doses on 01/14/25, 01/15/25, 01/19/25, and 01/22/25;
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-Staff did not document administering the 5:00 P.M. dose on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/08/24, for 
buspirone HCI (an antianxiety medication) oral tablet 15 mg, give one tablet by moth two times a day related 
to PTSD. 

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/08/24, for buspirone HCI oral tablet 15 mg, give one tablet by moth two times a day 
related to post-traumatic stress disorder;

-Staff did not document administrating the 5:00 P.M. doses on 01/14/25, 01/15/25, 01/19/25, 01/22/25;

-Staff did not document administrating the 5:00 P.M. dose on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/07/24, for Eliquis 
(anticoagulant) oral tablet 5 mg, give one tablet by mouth two times day related to pulmonary embolism with 
acute cor pulmonale.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/07/24, for Eliquis oral tablet 5 mg, give one tablet by mouth two times day related to 
pulmonary embolism with acute cor pulmonale;

-Staff did not document administering the morning dose on 01/19/25;

-Staff did not document administering the morning dose on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/08/24, for aspirin 
oral capsule 81 mg, give one capsule by mouth one time a day related to peripheral vascular disease.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/08/24, for aspirin oral capsule 81 mg, give one capsule by mouth one time a day related 
to peripheral vascular disease;

-Staff did not document administering the morning dose on 01/19/25;

-Staff did not document administering the morning dose on 02/01/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/08/24, for 
duloxetine HCI (an antidepressant) oral capsule delayed release particles 60 mg, give one capsule by mouth 
one time a day related to PTSD. 

Review of the resident's January 2025 and February 2025 MAR showed the following:
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-An order, dated 10/08/24, for duloxetine HCI oral capsule delayed release particles 60 mg, give one capsule 
by mouth one time a day related to post-traumatic stress disorder;

-Staff did not document administering the morning dose on 01/19/25;

-Staff did not document administering the morning dose on 02/01/25.

Review of the resident's January 2025 POS showed an order, dated for 10/26/24, for ferrous sulfate tablet 
325 mg, give one tablet by mouth one time a day for low iron.

Review of the resident's January 2025 MAR showed the following:

-An order, dated 10/26/24, for ferrous sulfate tablet 325 mg, give one tablet by mouth one time a day for low 
iron;

-Staff did not document administering the morning dose on 01/19/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 12/13/24, for 
metoprolol succinate extended release 24-hour tablet 50 mg, give one tablet by mouth one time a day for 
high blood pressure. 

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 12/13/24, for metoprolol succinate extended release 24-hour tablet 50 mg, give one tablet 
by mouth one time a day for high blood pressure;

-Staff did not document administering the morning dose on 01/19/25;

-Staff did not document administering the morning doses on 02/01/25 and 02/02/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/08/24, for 
pantoprazole sodium tablet delayed released 20 mg, give one tablet by mouth one time a day related to 
GERD.

Review of the resident's January 2025 and February 2025 MAR showed the following:

-An order, dated 10/08/24, for pantoprazole sodium tablet delayed released 20 mg, give one tablet by mouth 
one time a day related to GERD;

-Staff did not document administering the morning dose on 01/19/25;

-Staff did not document administering the morning doses on 02/01/25 and 02/02/25.

Review of the resident's January 2025 and February 2025 POS showed an order, dated 10/08/24, for 
spironolactone (a diuretic) oral table 25 mg, give one tablet by mouth one time a day related to high blood 
pressure.

Review of the resident's January 2025 and February 2025 MAR showed the following:
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-An order dated 10/08/24, for spironolactone oral table 25 mg, give one tablet by mouth one time a day 
related to high blood pressure;

-Staff did not document administering the morning dose on 01/19/25;

-Staff did not document administering the morning dose on 02/01/25.

Review of the resident's January 2025 POS showed an order, dated 10/15/24, for pregabalin (an 
anticonvulsant) oral capsule 150 mg, give one capsule by moth two times a day related to fibromyalgia.

Review of the resident's January 2025 MAR showed the following:

-An order, dated 10/15/24, for pregabalin oral capsule 150 mg, give one capsule by moth two times a day 
related to fibromyalgia;

-Staff did not document administering the 9:00 A.M. doses on 01/18/25 and 01/19/25.

Review of the resident's January 2025 POS showed an order, dated 10/08/24, for tramadol HCI oral tablet 
50 mg, give one tablet by mouth two times a day for pain.

Review of the resident's January 2025 MAR showed the following:

-An order, dated 10/08/24, for tramadol HCI oral tablet 50 mg, give one tablet by mouth two times a day for 
pain;

-Staff did not document the pain level and administering the 5:00 P.M., dose on 01/14/25, 01/15/25, 
01/18/25, 01/19/25, and 01/22/25.

Review of the resident's January 2025 and February 2025 nurses' notes showed staff did not document 
related to the medications that were not administered as ordered. 

4. During an interview on 02/21/25, at 10:52 A.M., Certified Medication Technician (CMT) F said the following:

-Staff document medication administration in the MAR;

-CMT's administer scheduled medications only;

-Staff will either check yes in the MAR if a medication is administered or no and then the applicable code for 
why the medication was not administered such as resident refused or was out of the facility;

-If there is a blank space on the MAR for documenting medication administration, it either means the 
medication was not administered or there was no documentation of any type. 

During an interview on 02/14/25, at 3:23 P.M., Licensed Practical Nurse (LPN) D said the following:

-Staff document medication administration in the MAR;
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-The MAR should not contain blank spaces for scheduled medication;

-Staff should check no if not administered and then enter whatever code is applicable such as out of the 
facility.

During an interview on 02/21/25, at 3:02 P.M., the Director of Nursing (DON) said the following:

-Staff document medication administration in the MAR;

-CMTs and nurses administer medications, CMTs only administer scheduled meds and nurses administer 
both scheduled and as needed (PRN);

-Staff should choose either yes or no in the MAR when documenting medication administration;

-If the medication was not administered choosing no will then require a code for the reason such as refused 
or out of the facility;

-A blank space on the MAR would indicate staff either did not administer the medication or did not document 
administration of the medication;

-Management goes over MAR information during morning meetings, but a blank space would not trigger a 
concern.

During an interview on 02/21/25, at 4:47 A.M., the Administrator said the following:

-Staff administer medications according to the MAR and document the administration in the MAR;

-Staff either check yes or no in the MAR and if no must give a reason with the applicable code.

MO00249332

2712265347

07/31/2025



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      

265347 02/21/2025

Adair Village 1801 North Gaines Drive
Clinton, MO 64735

F 0689

Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45190

Based on interviews and record review, the facility failed to keep residents free from accident hazards when 
staff failed to provide care with two staff as trained and care planned for one resident (Resident #1) resulting 
in a fall and fracture. The facility census was 43. 

Review of the facility policy titled, Safe Lifting and Movement of Residents, revised July 2017, showed the 
following:

-In order to protect the safety and well-being of staff and residents, and to promote quality care, this facility 
uses appropriate techniques and devices to lift and move residents;

-Resident safety, dignity, comfort, and medical condition will be incorporated into goals and decisions 
regarding the safe lifting and moving of residents;

-Manual lifting of residents shall be eliminated when feasible;

-Nursing staff, in conjunction with the rehabilitation staff, shall assess individual residents' needs for transfer 
assistance on an ongoing basis. Staff will document resident transferring and lifting needs in the care plan. 
Such assessment shall include resident preferences for assistance, resident mobility (degree of 
dependency), resident's size, weight-bearing ability, cognitive status, whether the resident is usually 
cooperative with staff and the resident's goals for rehabilitation, including restoring or maintaining functional 
abilities;

-Staff responsible for direct resident care will be trained in the use of manual (gait/transfer belts, lateral 
boards) and mechanical lifting devices;

-Only staff with documented training on the safe use and care of the machines and equipment used in this 
facility will be allowed to lift or move residents;

-Safe lifting and movement of resident is part of an overall facility employee health and safety program which 
involves employees in identifying problem areas and implementing workplace safety and injury-prevention 
strategies, addresses reports of workplace injuries, provides training on safety, ergonomics and proper use 
of equipment and continually evaluates the effectiveness of workplace safety and injury-prevention strategies.

1. Review of the Resident #1's face sheet (a brief resident profile) showed the following:

-admitted [DATE];

-Diagnoses included cerebral infarction (stroke), obstructive sleep apnea, congestive heart failure (CHF - a 
long-term condition where the heart can't pump blood well enough to give the body a normal supply), high 
blood pressure, metabolic encephalopathy (group of conditions that cause brain dysfunction), and acute 
respiratory failure with hypoxia (low levels of oxygen in the body tissues).
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 Review of the resident's care plan, last revised on 12/02/24, showed the following:

-Resident was at risk for falls;

-Staff to assist resident with ambulation and transfers, utilizing therapy recommendations;

-Determine resident's ability to transfer;

-Evaluate fall risk on admission and as needed;

-Resident had an activities of daily living (ADL) self-care performance deficit and was totally dependent on 
staff for repositioning and turning in bed every two hours and as necessary;

-Resident requires a mechanical lift with assistance of two staff for transfers;

-Resident had altered cardiovascular status and received oxygen via nasal cannula as directed by physician;

-Resident was on anticoagulant (medication that slows blood clotting) medication that therapy related to 
diagnosis of atrial fibrillation (irregular heart beat);

-Administer anticoagulant medications as ordered by physician and monitor for side effects and effectiveness 
every shift.

Review of the resident's quarterly Minimum Data Set (MDS - a federally mandated assessment tool 
completed by staff), dated 01/31/25, showed the following:

-Cognitively intact;

-Resident was totally dependent on staff for bed mobility, toileting, personal hygiene, transfers, showering 
and dressing for upper and lower body. 

Review of the facility's investigation summary, dated 02/17/25, showed the following:

-An alert resident (Resident #1) turned on his/her call light for assistance to be cleaned up. Nurse Assistant 
(NA) C told the resident he/she had to go get some assistance as he/she was not supposed to provide care 
alone. The NA felt the resident implied he/she wanted to make him/her wait for care; 

-NA C retrieved the cleaning supplies and instructed the resident to turn towards him/her to provide care, and 
the resident turned the opposite direction, towards the wall and fell on the floor;

-NA C was re-educated on providing care to the resident with the assistance of another nurse aide. NA C 
was given a corrective action for performing a nursing function he/she had been educated upon hire not to 
perform alone.

Review of the resident's progress notes showed the following:

(continued on next page)
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-On 02/10/25, at 7:41 A.M., the nurse was called into the resident's room by the aide because the resident 
rolled out of bed while being changed at 12:20 A.M. The aide told the nurse the resident demanded to be 
changed and refused to wait for assistance for the aide. The resident lifted his/her hips and rolled toward the 
door after the aide had told the resident to roll toward him/her and the window. Nurse assessed resident from 
head to toe and found no injuries. Resident complaint of 8 out of 10 on pain scale in left arm and was unable 
to lift the arm. Staff contacted the physician and received orders to send the resident to the emergency room 
(ER) for an x-ray. Emergency medical services (EMS) was called at 12:45 A.M. The resident left the facility 
for the ER via ambulance at 1:02 A.M.;

-On 02/10/25, at 8:17 A.M., nurse spoke with ER nurse at 2:39 A.M., confirming the resident had a fracture to 
the left humerus (upper arm bone) head. Resident returned to the facility at 3:07 A.M., wearing immobilizer to 
left arm and orders to follow up with orthopedic surgery at next available appointment.

During an interview on 02/13/25, at 1:32 P.M., the resident said a staff member was changing his/her brief 
and got him/her too close to the edge of the bed, and he/she fell and broke his/her shoulder. There should 
have been two staff members assisting him/her.

During an interview on 02/14/25, at 2:17 P.M., NA C said the following:

-He/she was hired on 11/29/24 and had not started CNA classes;

-The resident required two staff for transfers, and this information could be found on the back of the room 
door;

-He/she was trained if a resident was a two staff assist for transfers then two staff are required for changing a 
brief;

-He/she answered the resident's call light, and the resident wanted changed right then. He/she said 
assistance was required. The resident insisted for him/her to change the resident right then;

-He/she began to change the resident with no assistance and the resident rolled the opposite way as 
directed and fell with his/her arm hitting the oxygen concentrator.

During an interview on 02/18/25, at 1:46 P.M., NA D said the following:

-Physical therapy developed a sheet that is on the back of the resident's doors showing if the residents are 
independent, one staff assist, or two staff assist;

-If a resident required two staff for transfer, two staff should also be required to change the resident;

-The resident required two staff for changing and for other cares;

-He/she was given this information during report since the resident admitted ;

-He/she has changed the resident alone a few times due to the resident's impatience.
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During an interview on 02/20/25, at 2:52 P.M., NA E said the following:

-Residents have papers on the back of their doors indicating if they require one person or two person assist, 
and this information is also listed in the care plan book at the nurses' station;

-If a resident required two staff for transfer, then two staff should also be required to change the resident;

-The resident required two staff to assist with a mechanical lift and two staff to assist with changing;

-He/she had changed the resident alone once or twice because the resident did not have the patience to wait 
for him/her to get assistance;

-Staff should not change the resident without assistance because it was not safe.

During an interview on 02/14/25, at 1:28 P.M., Certified Nurse Assistant (CNA) A said the following:

-The resident required a mechanical transfer with two staff assisting;

-The resident required two staff to change his/her brief and staff should not change him/her with only one 
staff;

-Staff have walkies to call for assistance.

During an interview on 02/14/25, at 1:54 P.M., CNA B said the following:

-The resident was a two person assist for changing because he/she was unable to physically roll him/her 
without assistance;

-The staff member assisting the resident with changing during the fall should have waited for help.

During an interview on 02/21/25, at 10:52 A.M., Certified Medication Technician (CMT) F said the following:

-The resident was a two staff assist with all cares, and he/she would not change the resident without 
assistance;

-NA's should not change the resident without assistance, it is a safety concern. 

During an interview on 02/14/25, at 3:23 P.M., Licensed Practical Nurse (D) said the following:

-The resident required two staff for transfers and changing briefs, which was a nursing judgement prior to the 
fall based on his/her size and lack of mobility;
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-Aides are educated about resident requirements for transfers and changing. There are signs on the back of 
the resident's rooms, and if mechanical lift is checked staff should know two staff are required for changing 
and transferring;

-NA's should not be changing the resident alone.

During an interview on 02/21/25, at 11:53 A.M., Physical Therapist (PT) G said the following:

-He/she assessed the resident upon admission, and the resident was totally dependent on staff, required 
mechanical transfers, and was wheelchair bound;

-Therapy completed transfer sheets on all residents to assist staff with providing the appropriate care;

-Two staff members should change the resident's brief for safety reasons.

During an interview on 02/20/25, at 3:52 P.M., the resident's physician said the following:

-The resident would not be a one staff assist due to his/her size and not always following directions;

-It would not be safe to transfer the resident, or roll the resident in bed with one staff assist.

During an interview on 02/21/25, at 3:02 P.M., the Director of Nursing said the resident required a 
mechanical lift with assistance of two staff.

During an interview on 02/21/25, at 4:10 P.M., the Regional Nurse Consultant said if a resident required two 
staff assist for cares, two staff should complete brief changing.

During an interview on 02/21/25, at 4:47 P.M., the Administrator said the following:

-Staff know how to transfer residents from the care plan and the transfer sheets on the door completed by 
therapy;

-Mechanical lift and sit to stand requires two staff for assistance;

-Staff are encouraged to provide care in pairs with the resident because he/she yells and was demanding;

-The NA should have waited for assistance before changing the resident's brief due to his/her behaviors and 
for safety.
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Provide enough food/fluids to maintain a resident's health.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45190

Based on interviews and record review, the facility failed to ensure all residents received recommended 
interventions to help maintain acceptable parameters of nutritional status when staff failed to document 
administering a dietary supplement per physician's order for one resident (Resident #4). The facility census 
was 43.

Review of the facility's policy titled, Weight Assessment and Intervention, revised March 2022, showed the 
following:

-Residents are weighed upon admission and at intervals established by the interdisciplinary team;

-Weights are recorded in each unit's weight record chart and in the individual's medical record;

-The threshold for significant unplanned and undesired weight loss will be based on the following criteria; one 
month 5% weight loss is significant and greater than 5% is severe, 7.5% weight loss is significant and 
greater than 7.5% is severe, six-month 10% weight loss is significant and great than 10% is severe;

-Undesirable weight change is evaluated by the treatment team whether or not the criteria for significant 
weight change has been met;

-The physician and the multidisciplinary team identify conditions and medications that may be causing 
anorexia, weight loss, or increasing the risk of weight loss;

-Care planning for weight loss or impaired nutrition is a multidisciplinary effort and includes the physician, 
nursing staff, the dietician, the consultant pharmacist, and the resident or resident's legal surrogate;

-Individualized care plans shall address, to the extent possible the identified causes of weight loss, goals and 
benchmarks for improvement, and time frames and parameters for monitoring and reassessment;

-Interventions for undesirable weight loss are based on resident choice and preferences, nutrition and 
hydration needs of resident, functional factors that may inhibit independent eating, environmental factors that 
may inhibit appetite or desire to participate in meals, chewing and swallowing abnormalities and the need for 
diet modifications, medications that may interfere with appetite, chewing, swallowing, or digestion, the use of 
supplementation and/or feeding tubes, and end of life decision and advance directives.

1. Review of Resident #4's face sheet (a brief resident profile) showed the following:

-admitted [DATE];
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-Diagnoses include dementia, type III traumatic spondylolisthesis of second cervical vertebra, subsequent 
encounter for fracture with routine healing (severe fracture of the second cervical vertebra), high blood 
pressure, dysphagia (difficulty swallowing foods or liquids), and repeated falls.

Review of the resident's weight record showed the resident weighed 109.8 pounds on 09/12/24, and 97.2 
pounds on 10/16/24, indicating a 12.6-pound weight loss in a month. 

Review of the resident's nursing notes showed, dated 10/28/24, showed the Registered Dietician (RD) note 
the following: 

-RD reviewed for weight loss. On 10/28/24, resident weighed 100.4 pounds and body mass index (BMI - 
calculated measure of weight relative to height) was underweight status. Resident lost 10 pounds (9%) in 30 
days; 10.5 pounds (9.4%) in 90 days; and 12.8 pounds (11.3%) in 180 days. 

-Current diet order of regular diet with supplements three times daily with meals and 30 milliliter (ml) 2 Cal 
(nutritional shake) three times daily with medication pass. Resident does feed self in the dining room with 
decreased intake at meals. 

-Recommended staff to add ice cream to shakes three times daily, increase 2 Cal to 60 ml (if resident 
accepts) and other preferences. Encourage intake of meals, shakes, and snacks. Regular diet follow as 
appropriate/requested. 

Review of the resident's annual Minimum Data Set (MDS - a federally mandated assessment tool completed 
by staff) dated 01/24/25, showed the following:

-Moderate cognitive impairment;

-Weight of 96 pounds;

-Weight loss of 5% in the last month or 10% in the last six month and not on a physician prescribed weight 
loss program.

Review of the resident's care plan, last reviewed on 02/14/25, showed the following:

-Resident had unplanned/unexpected weight loss;

-Staff to alert dietician if consumption was poor for more than 48 hours;

-Staff to provide 2 Cal supplement three times daily;

-Staff to provide resident supplements as ordered and alert nurse/dietician if resident not consuming on a 
regular basis;

-Staff to provide house supplements daily;

-If weight decline persists, staff to contact physician and dietician regularly;
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-Staff to monitor and evaluate any weight loss, determine percentage lost and follow facility protocol weight 
loss;

-Staff to offer substitutes as requested or indicated. Resident prefers breakfast.

Review of the resident's current physician order sheet showed the following:

-An order, dated 07/30/24, for regular diet with regular texture, regular/thin consistency;

-An order, dated 07/30/24, for house supplement with meals;

-A current order for 2 Cal supplement 30 ml each medication pass for breakfast, lunch, and dinner with 
meals to increase calories.

Review of the resident's January 2025 Medication Administration Record (MAR) showed the following:

-An active order for 2 Cal supplement, 30 ml each medication pass for breakfast, lunch, and dinner with 
meals to increase calories;

-Staff failed to document administering the 12:00 P.M. supplement on 01/15/25, 01/18/25, 01/19/25, and 
01/22/25;

-Staff failed to document administering the 5:00 P.M. supplement on 01/14/25, 01/15/25, 01/19/25, and 
01/22/25.

Review of the resident's January 2025 weights showed the following:

-On 01/07/25, 99.6 pounds;

-On 01/14/25, 99.4 pounds (a .2 pound loss);

-On 01/21/25, 95.6 pounds (a 3.8 pound loss);

-On 01/28/25, 98.4 pounds.

Review of the resident's February 2025 MAR showed the following:

-An active order for 2 Cal supplement, 30 ml each medication pass for breakfast, lunch, and dinner with 
meals to increase calories;

-Staff failed to document administering the 8:00 A.M. supplement on 02/03/25;

-Staff failed to document administering the 12:00 P.M. supplement on 02/02/25 and 02/03/25;

-Staff failed to document administering the 5:00 P.M. supplement on 02/01/25, 02/02/25, and 02/03/25.

Review of the resident's January 2025 weights showed the following:
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-On 02/05/25, 95.8 pounds;

-On 02/12/25, 97 pounds;

-On 02/19/25, 94.6 pounds (a one pound loss from 01/21/25);

-On 02/20/25, 94.4 pounds (a .2 pound loss).

During an interview on 02/21/25, at 1:22 P.M., the Dietary Manager said the following:

-She completed dietary evaluations on every resident upon admission, quarterly, and upon a weight loss 
trigger;

-The resident triggered for a weight loss and was administered a supplemental 2 Cal three times daily on 
medication pass and received a house shake three times a day with every meal;

-The resident drank the shakes and the 2 Cal regularly;

-The resident's weight has been staying stable between 93 to 97 pounds.

During an interview on 02/21/25, at 1:30 P.M., Certified Medication Technician (CMT) F said the following:

-The resident was given 30 ml of 2 Cal three times daily at the medication pass for weight loss;

-He/she watched the resident drink the 2 Cal;

-The resident only refuses if he/she was very ill, and staff should document the administration and refusals in 
the MAR.

During the interview on 02/21/25, at 1:41 P.M., Licensed Practical Nurse (LPN) D said the following:

-The resident received 2 Cal during medication pass three times per day with meals;

-He/she observed the resident drink the 2 Cal;

-The resident refused the 2 Cal at lunch and dinner at times;

-Staff should document the administration or refusals in the MAR.

During an interview on 02/21/25, at 3:02 P.M., the Director of Nursing (DON) said the following:

-The resident had weight loss and was receiving 2 Cal at every meal, which should be documented in the 
MAR;

-Blank spaces in the MAR would indicate the 2 Cal was either not documented or not given, which was a 
concern for a resident with weight loss.
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During an interview on 02/21/25, at 4:47 P.M., the Administrator said staff should administer the resident's 2 
Cal per physician order and document in the MAR.
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Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45190

Based on interviews and record review, the facility failed to provide respiratory care per standards of practice 
when staff failed to ensure documentation of oxygen administration/checks every shift per physician orders 
for one resident (Resident #1). The facility census was 43.

Review of the facility policy titled, Oxygen Administration, revised October 2010, showed the following:

-Purpose was to provide guidelines for safe oxygen administration;

-Verify there is a physician's order for the procedure. Review physician's orders or facility protocol for oxygen 
administration;

-Review the resident's care plan to assess for any special needs of the resident;

-Before administering oxygen, and while the resident is receiving therapy, assess for signs or symptoms of 
cyanosis (blue tone to the skin and mucous membranes), signs or symptoms of hypoxia (rapid breathing, 
rapid pulse rate, restlessness, and confusion), signs and symptoms of oxygen toxicity (tracheal irritation, 
difficulty breathing, or slow, shallow rate of breathing), vital signs, lung sounds, and arterial blood gasses and 
oxygen saturation.

1. Review of the Resident #1's face sheet (a brief resident profile) showed the following:

-admitted [DATE];

-Diagnoses include cerebral infarction (stroke), obstructive sleep apnea, congestive heart failure (CHF - a 
long-term condition where the heart can't pump blood well enough to give the body a normal supply), and 
acute respiratory failure with hypoxia (low levels of oxygen in the body tissues).

Review of the resident's current physician order sheet showed an order, dated 11/04/24, for oxygen at 
two-three liters per nasal cannula every shift for shortness of air.

 Review of the resident's care plan, last revised on 12/02/24, showed the following:

-Resident was at risk for ineffective breathing pattern;

-Resident had altered cardiovascular status;

-Staff to administer oxygen as prescribed or per standing order.

Review of the resident's quarterly Minimum Data Set (MDS - a federally mandated assessment tool 
administered by staff). dated 01/31/25, showed the resident was cognitively intact and received oxygen 
therapy.

Review of the resident's January 2025 Treatment Administration Record (TAR) showed the following:
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-An order, dated 11/04/24, for oxygen at two-three liters per nasal cannula every shift for shortness of air;

-Staff failed to document administration of oxygen on the A.M. shift on 01/01/25, 01/05/25, 01/08/25, 
01/11/25, 01/14/25, 01/22/25, and 01/26/25;

-Staff failed to document administration of oxygen on the P.M. shift on 01/02/25. 

Review of the resident's nurses' notes, dated 01/01/25 to 01/31/25, showed staff did not document whey the 
oxygen administration check was not completed. 

Review of the resident's February 2025 TAR for showed the following:

-An order, dated 11/04/24, for oxygen at two-three liters per nasal cannula every shift for shortness of air;

-Staff failed to document administration of oxygen on the A.M. shift on 02/01/25 and 02/12/25.

Review of the resident's nurses' notes, dated 02/01/25 to 02/12/25, showed staff did not document whey the 
oxygen administration check was not completed. 

During an interview on 02/13/25, at 1:32 P.M., the resident said staff have forgotten to put the oxygen nasal 
cannula back in his/her nose following a mechanical transfer. 

During an interview on 02/14/25, at 1:54 P.M., Certified Nurse Aide (CNA) B said nurses document any 
oxygen administration or checks in the electronic record.

During an interview on 02/21/25, at 10:52 A.M., Certified Medication Tech (CMT) F said nurses complete the 
oxygen tasks and documentation for the TAR.

During an interview on 02/14/25, at 3:23 P.M., Licensed Practical Nurse (LPN) D said the following:

-If a resident had a physician order for oxygen administration for shortness of breath every shift, the nurse 
should complete this task and document on the TAR;

-There should not be blank spaces on the TAR where documentation;

-If no check is completed, the nurse should use the applicable code reasoning for not completing such as the 
code for the resident not in the facility.

During an interview on 02/21/25, at 3:02 P.M., the Director of Nursing (DON) said the following:

-Nurses complete the tasks and documentation on the TAR;

-There should be no blank spaces on the TAR for oxygen checks as this would mean the task was not 
completed.

During an interview on 02/21/25, at 4:47 P.M., the Administrator said the following:
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-If a resident had a physician order for oxygen administration/checks every shift, staff should document 
checks in the TAR, and if not checked, staff should document the reason.
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Ensure that nurse aides who have worked more than 4 months, are trained and competent; and nurse aides 
who have worked less than 4 months are enrolled in appropriate training.

45190

Based on observation, interview, and record review, the facility failed to have a system in place to ensure 
nurses aides (NA) completed their training, competencies, and testing in a timely manner when two NA's 
failed to complete a state approved certified nursing assistant (CNA) training program, competency 
evaluation, and certification within four months of hire and continued to work providing care to residents. The 
facility census was 43.

Review of the facility policy titled, Nurse Aide Qualifications and Training Requirements, revised August 
2022, showed the following:

-Nurse aides must undergo a state-approved training program;

-A nurse aide is any individual providing nursing or nursing-related services to residents in a facility;

-In keeping with the Omnibus Budget Reconciliation Act of 1987 (OBRA), the facility will only employ those 
nurse aides who meet the requirements set forth in the federal and state statutes concerning the staffing of 
long-term care facilities;

-The facility will not employee any individual as a nurse aide for more than four months full-time, temporary, 
per diem, or otherwise, unless that individual is competent to provide designated nursing care and nursing 
related service and has completed a training program and competency evaluation program or a competency 
evaluation program approved by the state or has been deemed competent as provided in 483.150 (a) and (b) 
of the requirements of participation;

-Nursing assistants failing to successfully complete the required training program within the first four months 
of their date of employment may be terminated from employment or may be reassigned to non-nursing 
related services.

1. Review of a facility list of current nurse aides showed NA D had a hire date of 08/05/24 (over four months 
prior).

During an interview on 02/18/25, at 1:46 P.M., NA D said the following:

-He/she was hired in August of 2024;

-He/she began CNA classes toward the end of October of 2024 and completed the classes at the end of 
January 2025;

-He/she was scheduled to take the CNA test on 03/03/25.

Review of the state agency CNA registry website, on 02/26/25, showed NA D was not listed as a CNA. 
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2. Review of a facility list of current nurse aides showed NA E had a hire date of 08/13/24 (over four months 
prior).

During an interview on 02/20/25, at 2:53 P.M., NA E said the following:

-He/she was hired in August of last year;

-He/she began taking CNA classes in October of 2024, and completed the classes 01/25/25;

-He/she was scheduled to take the CNA test on 03/03/25;

-He/she has worked the floor since hire and was paired with a CNA for about five days. 

Observations on 02/13/25, and 02/21/25, showed NA E provided direct care to residents.

Review of the state agency CNA registry website, on 02/26/25, showed NA D was not listed as a CNA. 

3. During an interview on 02/21/25, at 4:10 P.M., the CNA Instructor said NAs should be certified within 120 
days of employment. Four NA's finished classes at the end of January 2025 and will test at beginning of 
March 2025.

During an interview on 02/21/25, at 4:47 P.M., the Administrator said NAs should begin CNA classes within 
four months of their hire date.
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