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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.
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F 0658 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to follow physician's orders for one resident
Level of Harm - Minimal harm or (Resident #1) out of five sampled residents by not administering the resident his/her medications in a timely
potential for actual harm manner. The facility census was 55. The administration was notified on 09/09/25 of the Past
Non-Compliance which occurred on 08/17/25. On 08/31/25, upon natification, the facility administration
Residents Affected - Few started an investigation and completed a medication error report. In-serviced staff on Medication

Administration Compliance. The non-compliance was corrected on 09/02/25, as the facility in-serviced the
nursing staff responsible for medication administration on the facility's policy and procedures for Medication
Administration Compliance. The facility policy titled, Physician/Practitioner Orders, undated, showed:- For all
physician/practitioner orders received via telephone, the nurse will:a. Document the order notating the time,
date, name and title of the person providing the order, and the signature and title of the person receiving the
order;b. Follow facility procedures for verbal or telephone orders including, noting the order, submitting to
pharmacy and transcribing to medication or treatment administration record.The facility policy titled,
Medication Administration, undated, showed:- Review Medication Administration Record (MAR) to identify
medications to be administered;- If any discrepancies noted, report to nurse manager. 1. Review of Resident
#1's medical record showed:- Date of admission [DATE];- Diagnoses of dementia (a progressive mental
deterioration) disease, schizoaffective (a condition characterized by abnormal thought processes and
deregulated emotions) disorder, anxiety (worry and fear about everyday situations), depression, and
persistent mood disorder (a chronic form of depression characterized by persistent low mood and other
symptoms that last for at least two years).Review of the resident's September 2025 Physician Order Sheet
(POS) showed:- An order for Invega Sustenna (an antipsychotic (a medication that alters thoughts and
perceptions) medication) intramuscular (IM - an injection into the muscle) suspension 78 milligram (mg)/0.5
milliliter (ml) starting and ending on the 17th of every month for bipolar (a mental health condition that causes
extreme mood swings), dated 08/01/25, and discontinued on 08/31/25;- An order for Invega Sustenna
78mg/0.5ml IM one time a day starting on the 1st of every month for bipolar, dated 08/31/25.Review of the
resident's August 2025 Treatment Administration Record (TAR) showed:- Documentation to see the
resident's progress note dated 08/17/25. Review of the resident's Progress Notes, dated 08/17/25, showed:-
No documentation of the administration of the Invega injection or the reporting to the charge nurse of the
medication not being administered as ordered. During an interview on 09/09/25 at 11:00 A.M., Licensed
Practical Nurse (LPN) A said the Invega order had been changed due to a recent gradual dose reduction on
08/01/25. When the new order was put into the medical record, the Invega injection was populated on the
Certified Medication Technician (CMT) MAR. When the injection populated on the CMT MAR, the CMT
documented not given on the resident's MAR and did not report the medication wasn't given to the charge
nurse. A CMT would not administer an Invega injection. The CMT should have notified the charge nurse the
medication wasn't given so the charge nurse could administer it and document on it. During an interview on
09/09/25 at 11:03 A.M., LPN B said he/she was the charge nurse on 08/17/25, and the CMT never reported
the medication was not given. During an interview on 09/09/25 at 11:47 A.M., the Director of Nursing (DON)
said there was only one resident on Invega. On 08/01/25, the order was put into the medical record, and was
due on 08/17/25. When a new order was put in the medical record, there were choices as to where it
populated on a CMT MAR, CMT TAR, or the Licensed MAR. The medication populated on the CMT MAR.
When the medication came due, the CMT did not pass onto the nurse that the medication was not given.
She was not aware the Invega wasn't given until 08/31/25, when the resident's family called the facility
regarding the injection. The facility worked with the corporate pharmacy to get the medication promptly. The
psychiatric provider was notified immediately and gave an order to administer the medication on 09/01/25.
During an interview on 09/09/25 at 12: 30 P.M., the Administrator said she expects staff to follow physician
orders. Complaint #2609996
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