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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure residents were free from misappropriation 
(unauthorized, improper, or unlawful use of funds or other property) when staff misappropriated $90.00 of the 
resident's money from his/her personal account and without the resident's consent (Resident #8). The 
census was 84.Review of the facility's Abuse Prevention Plan policy, copyright 2017, showed: -3. Training of 
Employees, Contract Staff, and Volunteers: Training will be provided to all new and existing employees, 
contract employees, and volunteers through orientation and annual training programs related to effective 
communication, dementia management and abuse prevention, freedom from abuse, neglect, and 
exploitation. This includes training and orientation to resident needs for agency staff. Nurse's aides are 
required to have 12 hours of training annually. These programs include topics required by 42 C.F.R. S 483.
95, including, but not limited to, the following: -a. Definitions of abuse, neglect, and financial exploitation; -b. 
Providing protection for residents involved in incidents of abuse, neglect, misappropriation of resident 
property and/or financial exploitation; -e. Annual training on state and federal abuse prevention and reporting 
requirements, e.g., the Resident's [NAME] of Rights, Elder Justice Act, and state-specific laws;-4. Prevention 
of Abuse, Neglect, Misappropriation of Resident Property, and Financial Exploitation: In order to prevent 
abuse, neglect, misappropriation of resident property, and financial exploitation, the facility shall do the 
following: -a. Identify, correct, and intervene in situations where abuse, neglect, misappropriation of resident 
property, and/or financial exploitation occurs; -d. Encourage residents and families to report concerns, 
incidents, and grievances to appropriate staff. Residents and resident representative will be informed of 
reporting procedures through Resident Council, Family Council, and upon admission; -e. Require staff to 
report concerns, incidents, and grievances immediately to their supervisor. Ensure concerns, incidents, and 
grievances are promptly investigated and appropriate steps are taken to minimize the likelihood of 
re-occurrence;-5. Abuse Prevention Plans: -a. The facility will develop an individual abuse prevention plan for 
each vulnerable adult who receives services in the facility; -b. The plan shall contain an individual 
assessment of: -The resident's susceptibility to abuse, neglect, and financial exploitation by other individuals, 
including other vulnerable adults; -Specific measures to be taken to minimize the risk of abuse, neglect, and 
financial exploitation of residents and other vulnerable adults;-6. Identification of possible incidents which 
need investigation: -c. Any allegations involving abuse, neglect, misappropriation of resident property and/or 
financial exploitation will be investigated; -e. Events may include, but are not limited to, staff to resident 
physical abuse, staff to resident verbal abuse, resident to resident altercations (a resident to resident 
altercation is an incident involving a resident who willfully inflicts injury upon another resident. Willful means 
the individual must have acted deliberately, not that the individual must have intended to inflict injury or 
harm), misappropriation of a resident's funds, property or personal effects, etc. This list is not intended to be 
exhaustive and the facility will review any potential incident for conduct that meets the definitions of abuse, 
neglect, misappropriation of resident property, or financial exploitation; -f. Report within the timelines of the 
guidance: -Staff will notify the facility charge of building immediately of any reports of possible abuse, 
neglect, misappropriation of resident property, and/or financial exploitation. The charge of building will 
immediately notify the Administrator, Director of Nursing (DON), and Director of Social Services (DSS);-7. 
Investigation of Incidents and Allegations: -a. All accidents and incidents as well as allegations of abuse, 
neglect, misappropriation of resident property, and/or financial exploitation will be thoroughly investigated by 
DSS, DON, or their appropriate designees; -e. Identify and interview all who might have knowledge of the 
incident including the alleged victim, perpetrator, witnesses or others who may have had related contact with 
the alleged perpetrator, related to the incident in question; -f. The focus of the investigation is to determine 
the extent, cause and future prevention with thorough documentation of the investigative process 
completed;-9. Reporting of suspected resident abuse and/or neglect: -a. Staff will notify the facility charge of 
building immediately of any reports of possible abuse, neglect, misappropriation of resident property, and/or 
financial exploitation. The charge of building will immediately notify the Executive Director (ED) or designee 
in the ED's Absence; -b. The community is responsible for reporting suspected abuse, neglect, 
misappropriation of resident property, and/or financial exploitation in accordance with legal requirements. If 
the event that caused the suspicion involves abuse or results in serious bodily injury, the individual is 
required to report the suspicion immediately, but not later than two hours after forming the suspicion. If the 
event does not involve abuse and does not result in bodily injury, the individual is required to report no later 
than 24 hours after forming the suspicion; -h. The facility will not retaliate against an individual who notifies or 
reports a suspicion of abuse, neglect, misappropriation of resident property and/or financial exploitation in 
good faith. The facility must post a conspicuous notice of employee rights, including the right to file a 
complaint with the State Survey Agency if they believe the facility has retaliated against an employee or 
individual who reported a suspected crime and how to file such a complaint;-Definitions: - Misappropriation of 
resident property: The deliberate misplacement, exploitation, or wrongful, temporary, or permanent use of a 
resident's belongings or money without the resident's consent; - Vulnerable Adult: Any person [AGE] years of 
age or older who is a client, tenant, or resident of the facility or is otherwise receiving care from the facility 
(collectively resident);- Willful: the individual must have acted deliberately, not that the individual must have 
intended to inflict injury or harm. Review of Resident #8's medical record, showed:-Cognitively 
intact;-Diagnoses included pneumonia, chronic obstructive pulmonary disease (COPD, lung conditions that 
cause breathing difficulties and airflow obstruction), shortness of breath (SOB), high blood pressure, and 
muscle weakness. Review of Certified Nurse Aide (CNA) K's Employee information sheet, showed: -Date of 
hire: 2/10/25;-Emergency contact(s) (EC): -Name: CNA K's EC; -Address: Same address listed as CNA K's 
address; -Relation: Son. Review of the resident's debit card transactions, dated 7/19/25 through 7/20/25, 
showed: -7/19/25, 7:14 P.M., Blitz - Win Cash New Approved [NAME] (mobile application that allows users to 
play skill-based games and potentially win cash prizes), $8.00, approved;-7/19/25, 11:11 P.M., Imo's [NAME] 
St. Louis 31, $55.55, approved;-7/20/25, 12:44 P.M., Cash App CNA K, $40.00, approved;-7/20/25, 1:18 P.M.
, Door dash NEWYORKGR 1, $12.22, approved;-7/20/25, 1:26 P.M., Cash App CNA K, $50.00, 
approved;-7/20/25, 1:32 P.M., Go Puff LIC (offers rapid delivery of everyday essentials, including groceries, 
home products, over-the-counter medications, and alcohol in St. Louis), $57.83, declined; -Charge attempted 
four times (at same time as listed above) all four times all were declined;-7/20/25, 1:33 P.M., Go Puff LIC, 
$43.43, declined; -Charge attempted four times (at same time as listed above) all four times all were 
declined;-7/20/25, 1:34 P.M., Go Puff LIC, $36.10, declined; -Charge attempted four times (at same time as 
listed above) all four times all were declined;-7/20/25, 1:51 P.M., Cash App CNA K's Emergency Contact 
(EC), $20.00, declined. Review of a text message from CNA K sent to the Assistant Executive Director 
(AED), dated 7/21/25 at 2:06 P.M., showed:-To whom it may concern: CNA K has been in this line of work 
since 2009. Never has CNA K took anything from a resident. CNA K never entered a residents room without 
the resident being there. CNA K takes pride in his/her work. (He/She) is upset at the fact that someone will 
tarnish (his/her) character in such a way. CNA K gives his/her all when caring for the resident's. This is 
his/her passion CNA K loves what he/she does. CNA K's name listed and his/her phone number. Review of 
facility's corrective action form, dated 7/21/25, showed:-Employee Name: CNA K;-Job title; CNA;-Summary 
of incident and/or behavior: CNA K has been suspended pending an investigation into allegations of stealing 
resident credit cards and financial information. He/She is accused of the following: -Stealing residents' 
financial information from their room; -Using that information to make unauthorized purchases; -Transferring 
funds to his/her personal CashApp account;CNA K's name was found on the resident's financial records, 
supporting the allegations. Additionally, local authorities have been contacted, and criminal charges have 
been filed;-Expectations and performance plan: -Any form of financial theft, or misuse of resident or funds is 
strictly prohibited and will result in immediate disciplinary action, up to and including termination and legal 
prosecution;-Action being taken: Suspension. Review of the facility's corrective action form, dated 7/21/25, 
showed:-Employee Name: CNA K;-Job title; CNA;-Summary of incident and/or behavior: Following a 
thorough investigation into allegations of financial abuse, we have determined that CNA K will be held 
responsible for multiple serious violations, including: -Accessing residents' financial information without 
authorization; -Making unauthorized purchases using resident credit cards; -Transferring money to her 
personal CashApp account; -Forging signatures on credit card transactions;-Due to the severity of these 
actions and the breach of trust involved, we are seeking immediate termination. Additionally, local authorities 
have been contacted, and criminal charges have been filed;-Action being taken: Termination. Review of a 
resident interview completed by the facility on 7/22/25, showed: -Resident said he/she did not witness 
anyone taking his/her debit card out. Resident said it was always kept in the drawer of the nightstand next to 
his/her bed. Review of the facility's investigation, dated 7/22/25, showed: -AED spoke with Police Officer 
(PO) L. PO L said he/she spoke with CNA K. PO L said he/she looked through CNA K's cell phone and could 
not find anything on it. PO L thinks CNA K might have gone in and cleared the items off of his/her phone 
since he/she was called and asked questions about the debit card by the facility. PO L is working on getting 
statements from the bank at this time. Review of the facility's investigation, dated 7/25/25, showed:-It was 
reported on 7/21/25 around 1:00 P.M. that resident's debit card was used to make purchases that he/she did 
not approve. The resident's spouse brought in the bank statements. After looking at the bank statements the 
AED noticed one of the facility's employee's names on it. The employee, CNA K works evenings as a CNA. 
CNA K has consistently had the assignment that the resident resides on. On the bank statement it shows 
that someone was trying to send CNA K $40.00 through cash app (mobile payment service that allows users 
to send, receive, and manage money digitally). CNA K was immediately suspended pending investigation, 
and the police were called to come take a police report. Two police officers came out and took report from 
the facility and spoke with the resident and his/her spouse obtaining their statements. CNA K's name, phone 
number, address and date of birth were provided to police. Police took a copy of the bank statement for their 
investigation and provided the report number. After the police left that same day, they called and left a voice 
mail that they will call back in 10 minutes since AED did not answer the phone. They did not call back. AED 
ended up calling them the next day. PO L informed AED that they went to CNA K's house and spoke with 
him/her. He/She showed them his/her phone and they did not see anything. PO L said he/she thinks CNA K 
might have cleared it since the facility called him/her to ask him/her about it and get his/her statement. The 
PO L said CNA K has not been arrested but they will get information from the bank. PO L said they will be in 
touch. I had social services go and talk with the resident to get his/her statement along with other residents 
to see if they noticed anything missing. All the other residents stated they were not missing anything. The 
resident said he/she kept his/her debit card in the top drawer. He/She never asked any of the staff to take it 
out for him/her. He/She thought her spouse was the only one that was aware of where it was located. Even 
though the police have not provided any further information, given the bank statement showing CNA K's 
name, we have requested approval for termination form the Human Resources (HR) department. During an 
interview on 7/29/25 at 1:18 P.M., CNA K said he/she has been a CNA since 2009. CNA K confirmed his/her 
home address and email address. He/She worked evening shifts for the facility from 3:00 P.M. until 11:00 P.
M. CNA K denied having a door dash app, cash app, blitz app, and using the go puff app. CNA K said he/she 
does not use go puff, he/she only uses online shopping like Walmart, Macy's and target and he/she uses 
his/her own debit card. CNA K denied knowing the name that was listed first on his/her emergency contact 
list. CNA K said when the police officers came to his/her house, they looked through his/her phone and did 
not find anything on his/her phone related to the charges. During an interview on 8/8/25 at 12:00 P.M., PO M 
said he/she went to CNA K's house and interviewed him/her. CNA K admitted knowing CNA K'S EC who 
was listed on the bank statement for a $20.00 cash app charge that was declined. CNA K said someone was 
setting him/her up. CNA K allowed PO M to look through his/her phone on the cash app and nothing was 
there. PO M said CNA K had advanced noticed that PO M would be out to speak with him/her and he/she 
probably cleared it out of his/her phone before PO M arrived. PO M is in the process of getting more detailed 
information from the bank regarding the charges and will be issuing subpoenas for the other unauthorized 
charges that were made on the resident's debit card. During an interview on 7/28/25 at 1:41 P.M., the 
Executive Director (ED), AED, and the Interim Director of Nursing (IDON) said they expected staff to be 
knowledgeable of and follow the facility policies. They expected staff to never use any resident credit or debit 
card even if the resident where to ask. 2567421
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure services provided met professional standards of 
practice when facility staff failed to administer physician ordered medications for three residents (Resident 
#1, Resident #2 and Resident #6) and failed to notify the physician and resident representative (RR) that the 
medications were not administered. The facility failed to follow parameters in the physician orders for one 
resident (Resident #5) and administered medications outside of the parameters and did not notify the 
physician or RR when medication was administered outside the set parameters. The census was 84.Review 
of the facility's physician services policy, copyright 2022, showed:-Policy: It is the policy of the facility to 
provide care and services related to Physician Services in accordance with State and Federal 
regulation;-Procedure: 8. All physician orders will be followed as prescribed and if not followed, the reason 
shall be recorded in the resident's medical record during that shift. Review of the facility's physician services 
policy, copyright 2020, showed:-Policy: To administer resident medications in a safe and accurate manner 
that will ensure the 6 rights of patient identification for administration;-Purpose: To ensure safe administration 
of resident's medication as indicated and ordered by the provider;-Procedure:-1. Medications are 
administered by licensed nurses or as otherwise delegated, trained associates;-2. Medications are 
administered in accordance with the orders;-3. Medications are administered within their prescribed time;-4. 
The person preparing or administering the medication will contact the provider if there are questions or 
concerns regarding medication;-5. With any irregularities, appropriate notifications will be completed for 
clarification;-7. Obtain vitals as ordered with medication administration prior to administering the medications.
-10. Administer medications following the 6 Rights of medication administration: -a. Right Resident; -b. Right 
Medication; -c. Right Dose; -d. Right Time; -e. Right Route; -f. Right Documentation;-11. Sign medication out 
in electronic record/Medication Administration Record (MAR) at time of medication administration. 1. Review 
of Resident #1's admission Minimum Data Set (MDS), a federally mandated assessment instrument 
completed by facility staff, dated 6/2/25, showed the following:-Cognitively intact;-Rejection of care not 
exhibited;-Upper and lower extremity impairment on both sides;-Intermittent catheterization (procedure 
where a flexible tube (catheter) is inserted into the bladder to drain urine); -Always incontinent of bowel and 
bladder;-Antibiotic (ABT) not marked as taking or indication noted;-Diagnoses included burns involving 50-59 
percent (%) of body surface with 40-49% third degree burns (involves all of the layers of skin and sometimes 
the fat and muscle tissue under the skin), acquired absence of right leg above knee, acquired absence of left 
leg above knee, dependence on renal (kidney) dialysis (removes waste products and excess fluid from the 
blood when the kidneys can no longer perform this function adequately), osteomyelitis (a bone infection) of 
vertebra (individual bones of the spine), sacral (sacrum, the bony structure at the base of the spine) and the 
coccyx (known as the tailbone or the base of the spine) and sacrococcygeal region (the region of the body 
located between the sacrum, anuria (complete absence of urine production) and oliguria (decreased urine 
production) and weakness. Review of the resident's care plan, during the survey, showed:-Problem: 
Infection, created 6/16/25;-Goal: Resident will not develop newly acquired multidrug resistant organism 
(MDRO, infection that is resistant to many ABT), resident will not develop signs or symptoms of acute 
(condition that develops suddenly and lasts for a limited time that usually lasts less than six months) 
infection, created 6/16/25;-Approach: -Monitor for signs and symptoms of infection, created 6/16/25; -Notify 
physician or nurse practitioner (NP) as needed for signs and symptoms of active infection, created 
6/16/25;-Problem: Indwelling catheter (a flexible tube inserted into the bladder to drain urine), resident 
requires bladder scans every six hours and required straight catheter if greater than 300 milliliters (mls) is 
detected, edited 6/9/25; -Goal: Resident will have a catheter care managed appropriately as evidenced by 
not exhibiting signs of infection or ureteral (the ureters, which are two narrow tubes that carry urine from the 
kidneys to the bladder) trauma, edited 6/9/25;-Approach: Bladder scans as ordered per physician every six 
hours, 12:00 A.M., 6:00 A.M., 12:00 P.M., 6:00 P.M., created 6/9/25;-Problem: Medication, resident has the 
potential for discomfort and side effects related to the use of ABT for the diagnosis of active wound infection, 
edited 6/9/25;-Goal: Resident will be free of any discomfort or adverse side effects, edited 6/9/25;-Approach: 
-Administer medications as ordered, created 5/29/25; -Monitor for adverse consequences, created 5/29/25; 
-Observe for possible side effects every shift, created 5/29/25. Review of the resident's MAR and progress 
notes, dated 5/27/25 through 6/23/25, showed: -Ondansetron (medication used to prevent nausea and 
vomiting) 4 mg disintegrating tablet (ok to use regular tablets) every 12 hours, start date 5/28/25, discontinue 
(DC) date 7/14/25; -5/29/25, Not administrated: Drug item unavailable;-Tamsulosin (Flomax, treats 
symptoms of benign prostatic hyperplasia (BPH), also known as an enlarged prostate) 0.4 mg capsule at 
bedtime, start date 5/28/25, DC date 5/31/25; -5/29/25, Not Administered: Drug item unavailable;-Renvela 
(sevelamer carbonate, medication used to control high blood phosphorus levels for individuals with chronic 
kidney disease (CKD) and are on dialysis) powder in packet; 0.8 gram (gm) three times a day, start date 
5/28/25, discontinue date 7/14/25; -5/30/25 at 9:00 A.M., Not administered: Drug item unavailable, Comment: 
waiting on order;-Progress note dated 5/30/25 at 12:58 P.M., Dialysis center contacted and Renvela ordered. 
Awaiting approval per nurse;-Renvela powder in packet; 0.8 gm three times a day, start date 5/28/25, DC 
date 7/14/25; -5/30/25, 1:00 P.M., Not administered: On hold, Comment: On order; -5/30/25, 5:00 P.M., Not 
administered: Drug item unavailable; -5/31/25, 9:00 A.M., Not administered: Drug item unavailable; -5/31/25, 
1:00 P.M., Not administered: Drug item unavailable; -5/31/25, 5:00 P.M., Not administered: Drug item 
unavailable; -6/1/25, 9:00 A.M., Not administered: Drug item unavailable; -6/1/25, 1:00 P.M., Not 
administered: Drug item unavailable; -6/1/25, 5:00 P.M., Not administered: Drug item unavailable; -6/2/25, 
9:00 A.M., Not administered: Drug item unavailable; -6/2/25, 1:00 P.M., Not administered: Drug item 
unavailable; -6/2/25, 5:00 P.M., Not administered: Drug item unavailable;-Progress note, dated 6/3/25 at 
12:39 P.M., NP D notified in regards to missed medication administration. Follow up with dialysis regarding 
missing medication Renvela;-Progress note, dated 6/3/25 at 12:57 P.M., Spoke to nurse at dialysis center. 
Stated medication will be sent with resident upon arrival. Will place an order in the system for nursing to 
follow up with dialysis if no medications are received by Monday;-Renvela powder in packet; 0.8 gm three 
times a day, start date 5/28/25, DC date 7/14/25; -6/3/25, 1:00 P.M., Not administered: Drug item 
unavailable; -6/3/25, 5:00 P.M., Not administered: Drug item unavailable; -6/4/25, 9:00 A.M., Not 
administered: Drug item unavailable, Comment: Waiting for delivery from dialysis; -6/4/25, 1:00 P.M., Not 
administered: Drug item unavailable, Comment: Waiting for delivery from dialysis; -6/4/25, 5:00 P.M., Not 
administered: Drug item unavailable, Comment: Waiting for delivery from dialysis; -6/5/25, 9:00 A.M., Not 
administered: Other, Comment: Waiting for new order (NO); -6/5/25, 1:00 P.M., Not administered: Other, 
Comment: New admit; -6/5/25, 5:00 P.M., Not administered: Other, Comment: New admit; -6/6/25, 9:00 A.M.
, Not administered: Other, Comment: Giving at dialysis; -6/6/25, 1:00 P.M., Not administered: Other, 
Comment: Giving at dialysis; -6/6/25, 5:00 P.M., Not administered: Other, Comment: Giving at dialysis; 
-6/9/25, 9:00 A.M., Not administered: Other, Comment: On order; -6/9/25, 1:00 A.M., Not administered: 
Resident unavailable; -6/11/25, 9:00 A.M., Not administered: Drug item unavailable; -6/11/25, 1:00 P.M., Not 
administered: Drug item unavailable; -6/11/25, 5:00 P.M., Not administered: Drug item unavailable; -6/12/25, 
9:00 A.M., Not administered: Other, Comment: Not available in automated dispensing unit (ADU, 
computerized cabinets or machines that store and dispense medications within the facility), nurse made 
aware, and pharmacy; -6/12/25, 1:00 P.M., Not administered: Other, Comment: Pharmacy called to send out 
medication; -6/12/25, 5:00 P.M., Not administered: Other, Comment: Pharmacy called to send out 
medication;-Renal Vitamin (vitamin supplement formulated to address the unique nutritional needs of 
individuals with chronic kidney disease (CKD) especially those undergoing dialysis (treatment that helps 
people whose kidneys are failing to remove waste products and excess fluid from the blood)) 0.8 mg tablet 
once a day, start date 5/28/25, DC 7/14/25; -6/13/25, Not Administered: Drug item unavailable;-Renvela 
powder in packet; 0.8 gm three times a day, start date 5/28/25, DC date 7/14/25; -6/13/25, 9:00 A.M., Not 
administered: Drug item unavailable; -6/13/25, 1:00 P.M., Not administered: Drug item unavailable;-Progress 
note, dated 6/13/25, 2:27 P.M., Resident visited by physician, NO for one time order for potassium chloride 
(used to prevent or treat low levels of potassium) 20 milliequivalent (mEq);-Renvela powder in packet; 0.8 
gm three times a day, start date 5/28/25, DC date 7/14/25; -6/13/25, 5:00 P.M., Not administered: Drug item 
unavailable; -6/14/25, 9:00 A.M., Not administered: Drug item unavailable; -6/14/25, 1:00 P.M., Not 
administered: Drug item unavailable;-Potassium chloride 20 mEq tablet extended release (ER), start date 
6/14/25, DC date 6/14/25; -6/14/25, Not administrated: Drug item unavailable;-6/14/25, 3:28 P.M., Resident 
complained of shortness of breath (SOB). Oxygen saturation (Sp02, measures amount of oxygen in the 
blood, normal SpO2 is between 90 and 100%) would drop to 89% then recover at 94% instantly. Resident 
placed on two liters (l) of oxygen which improved resident symptoms. Lung sounds clear. Physician NO for 
chest radiographs (x-ray);-Renvela powder in packet; 0.8 gm three times a day, start date 5/28/25, DC date 
7/14/25; -6/15/25, 9:00 A.M., Not administered: Drug item unavailable; -6/15/25, 1:00 P.M., Not administered: 
Drug item unavailable;-Progress note, dated 6/15/25, 3:33 P.M., Resident had abnormal lab reported. NO for 
Levaquin 500 mg now. Levaquin 250 mg daily for six days, on coming nurse aware;-Renvela powder in 
packet; 0.8 gm three times a day, start date 5/28/25, DC date 7/14/25; -6/15/25, 5:00 P.M., Not administered: 
Drug item unavailable; -6/16/25, 9:00 A.M., Not administered: Drug item unavailable; -6/16/25, 1:00 P.M., 
Not administered: Drug item unavailable; -6/16/25, 5:00 P.M., Not administered: Drug item unavailable; 
-6/17/25, 9:00 A.M., Not administered: Drug item unavailable, Comment: Waiting on pharmacy; -6/17/25, 
1:00 P.M., Not administered: Drug item unavailable; -6/17/25, 5:00 P.M., Not administered: Drug item 
unavailable;-Progress note, dated 6/17/25, 6:11 P.M., Levaquin (Levofloxacin, broad-spectrum ABT) order 
updated to be administered in the evening due to resident having dialysis during the day;-Levaquin 250 mg 
daily for six days, start date 6/18/25, DC date 6/20/25; -6/18/25, Not administrated: Drug item unavailable, 
Comment: No more in emergency medication kit (e-kit, supply of medications maintained within the facility to 
address medical needs of residents when standard pharmacy services are not immediately 
accessible);-Renvela powder in packet; 0.8 gm three times a day, start date 5/28/25, DC date 7/14/25; 
-6/18/25, 9:00 A.M., Not administered: Drug item unavailable; -6/18/25, 1:00 P.M., Not administered: 
Resident unavailable, Comment: Dialysis;-Progress note, dated 6/18/25, 2:23 P.M., Called dialysis to check 
on status of Renvela medication. Spoke to nurse will call back to verify if order has been received by dialysis. 
Will implement a generic order to follow up within 48 hours for completion;-Progress note, dated 6/18/25, 
4:25 P.M., Dialysis returned call back at 3:36 P.M., spoke to nurse, stated the medication Renvela is not 
covered by the dialysis center. Nurse stated that the pharmacy the resident uses at the facility will have to 
supply this medication. Order was faxed to the pharmacy at this time;-Renvela powder in packet; 0.8 gm 
three times a day, start date 5/28/25, DC date 7/14/25; -6/18/25, 5:00 P.M., Not administered: Drug item 
unavailable, Comment: Call out to dialysis client; -6/19/25, 9:00 A.M., Not administered: Drug item 
unavailable, Comment: Dialysis will provide;-Progress note, dated 6/19/25, 10:31 A.M., Follow up Renvela to 
confirm if medication can be delivered. Pharmacy stated if dialysis doesn't deliver the medication the facility 
must cover the cost. Requesting pharmacy to send a copy of the documentation to get an approval;-Renvela 
powder in packet; 0.8 gm three times a day, start date 5/28/25, DC date 7/14/25; -6/19/25, 1:00 P.M., Not 
administered: Drug item unavailable, Comment: Dialysis will provide; -6/19/25, 5:00 P.M., Not administered: 
Drug item unavailable;-Levaquin 250 mg daily for six days, start date 6/18/25, DC date 6/20/25; -6/19/25, Not 
administrated: Drug item unavailable;-Renvela powder in packet; 0.8 gm three times a day, start date 
5/28/25, DC date 7/14/25; -6/19/25, 1:00 P.M., Not administered: Drug item unavailable, Comment: Dialysis 
will provide; -6/19/25, 5:00 P.M., Not administered: Drug item unavailable; -6/20/25, 9:00 A.M., Not 
administered: Drug item unavailable, Comment: Giving at dialysis; -6/20/25, 1:00 P.M., Not administered: 
Resident unavailable;-Progress note, dated 6/20/25, 2:22 P.M., Physician present NO for two view chest 
x-ray in seven days to evaluate right lower lobe pneumonia;-Renvela powder in packet; 0.8 gm three times a 
day, start date 5/28/25, DC date 7/14/25; -6/20/25, 5:00 P.M., Not administered: Drug item 
unavailable;-Levaquin 250 mg once an evening for six days, start date 6/20/25, DC date 6/22/25; -6/20/25, 
Not administered, Other: New order;-Renvela powder in packet; 0.8 gm three times a day, start date 5/28/25, 
DC date 7/14/25; -6/21/25, 9:00 A.M., Not administered: Drug item unavailable; -6/21/25, 1:00 P.M., Not 
administered: Drug item unavailable; -6/21/25, 5:00 P.M., Not administered: Drug item unavailable;-Levaquin 
250 mg once an evening for six days, start date 6/20/25, DC date 6/22/25; -6/21/25, Not administrated: Drug 
item unavailable;-Renvela powder in packet; 0.8 gm three times a day, start date 5/28/25, DC date 7/14/25; 
-6/22/25, 9:00 A.M., Not administered: Drug item unavailable; -6/22/25, 1:00 P.M., Not administered: Drug 
item unavailable; -6/22/25, 5:00 P.M., Not administered: Drug item unavailable;-Levaquin 250 mg once an 
evening for six days, start date 6/20/25, DC date 6/22/25; -6/22/25, Not administrated: Drug item unavailable; 
-Renvela powder in packet; 0.8 gm three times a day, start date 5/28/25, DC date 7/14/25; -6/23/25, 9:00 A.
M., Not administered: Drug item unavailable;-Progress note, dated 6/23/25, 10:32 A.M., NP D called this A.
M. and stated that resident will need to be sent out due to not receiving dose of ABT that was scheduled. RR 
notified that resident is being sent out. Emergency Medical Services (EMS) just arrived and resident is stable 
upon discharged . Review of the resident's Treatment Administration Record (TAR) and progress notes, 
showed: -Bladder scan and straight catheter if urine exceeds 300 cubic centimeter (cc) every 6 hours, start 
date 5/29/25, DC date 6/3/25; -5/29/25, 12:00 P.M., Not administered: Drug item unavailable; -5/29/25, 6:00 
P.M., Not administered: Drug item unavailable; -5/30/25, 6:00 A.M., Not administered: Drug item unavailable; 
-5/30/25, 12:00 P.M., Not administered: Resident unavailable, Comment: Dialysis; -5/31/25, 12:00 A.M., Not 
administered: Other, Comment: Bladder scanner unavailable; -5/31/25, 6:00 A.M., Not administered: Other, 
Comment: Scan not unavailable; -5/31/25, 12:00 P.M., Not administered: Other, Comment: Bladder scanner 
unavailable; -5/31/25, 6:00 P.M., Not administered: Other, Comment: Resident urinating; -6/1/25, 12:00 A.M., 
Not administered: Other, Comment: Unable to complete; -6/1/25, 6:00 A.M., Not administered: Other, 
Comment: Unable to complete; -6/1/25, 12:00 P.M., Not administered: Drug item unavailable; -6/1/25, 6:00 P.
M., Not administered: Drug item unavailable; -6/2/25, 12:00 A.M., Not administered: Drug item unavailable; 
-6/2/25, 12:00 P.M., Not administered: Resident unavailable; -6/2/25, 6:00 P.M., Urine: None; -6/3/25, 12:00 
A.M., Not administered: Other, Comment: Night shift nurse unable to complete; -6/3/25, 6:00 A.M., Not 
administered: Other, Comment: Night shift nurse unable to complete; -6/3/25, 12:00 P.M., Not administered: 
Other, Comment: Bladder scanner unavailable.-Progress note dated -6/3/25, 12:39 P.M., NO for straight 
catheter every shift;-Progress note dated 6/3/25, 12:41 P.M., New order from NP D in place. Straight 
catheter every shift, discontinue (d/c) bladder scan. During an interview on 7/15/25 at 10:30 A.M., Certified 
Medication Technician (CMT) C said he/she remembered passing medication to the resident. CMT C said if 
any medication were not available on the medication cart, they would ask the nurse to pull the medication 
from the ADU. The nurse contacts the pharmacy if a medication is not available. During an interview on 
7/15/25 at 11:48 A.M., NP D said the resident was started on Levaquin on 6/15/25 for pneumonia. NP D saw 
the resident on 6/17/25 and the resident was still on oxygen and had two doses of ABT at that point. NP D 
was not notified by the facility that the resident did not receive any more doses of the ABT after the first two 
initial doses. The RR called NP D and was upset because the resident had not received the ABT since 
6/16/25. On 6/20/25, the resident still had not received the ABT that was ordered. If the facility would have 
notified NP D or the physician, they could have escalated the problem and brought it to management's 
attention. The physician was at the facility on 6/18/25 and nobody at the facility reported the resident not 
receiving the ABT to the physician. The physician could have changed the ABT on 6/18/25 if he/she would 
have been made aware of the facility not having the ABT. On 6/19/25 in late in the evening, they were 
notified by the RR that the resident still had not received the ABT. The physician looked at the resident on 
6/20/25 and the resident looked clinically alright, and the physician reordered the ABT for 6 days and the 
nurse told the physician they would receive the ABT on 6/20/25. On 6/23/25, the RR called and reported the 
resident did not receive the ABT all weekend. NP D spoke to the physician, and they decided to have the 
resident sent out. They did not want to take the chance of the resident deteriorating. NP D did not know the 
facility didn't have the bladder scanner anymore. Apparently it went missing from the facility. The order was 
changed after she was notified the facility did not have the bladder scanner anymore. The order was updated 
to monitor output every eight hours and to straight catheter if there was no urine output. NP D was aware the 
resident missed a day or two of Renvela. She was not aware the facility never had the Renvela. NP D said 
Renvela is a phosphate binder and the resident's phosphate was alright when she reviewed his/her labs. NP 
D expected to be updated in real time when a medication was not available. During an interview on 7/21/25 
at 12:44 P.M., Clinical Manager (CM) F said staff did not report the resident did not have his/her ABT as 
ordered. CM F was also not made aware of the resident not receiving the one-time order for potassium 
chloride. The potassium chloride would have been important because a one-time dose is usually due to labs 
being off. During an interview on 7/22/25 at 12:35 P.M., CMT E said he/she remembers the resident having 
an order for Levaquin. He/She said the RR asked him/her one evening about the ABT. CMT E looked in the 
cart and did not see it in the cart and told the RR it was not in the cart. The RR was upset and spoke to the 
nurse. CMT E said the nurse said the ABT was on the nurses' MAR and the nurse would move the ABT over 
to the CMT's MAR. CMT E checked the ADU for the ABT and the ADU did not have the ABT. CMT E said 
the ABT disappeared off his/her MAR again after that. CMT E said sometimes medications are placed onto 
the nurses' MAR if they have problems and want to make sure it is administered. 2. Review of Resident #2's 
medical record, showed: -admission: [DATE];-discharge: [DATE];-Severe cognitive impairment;-Diagnoses 
included Parkinsonism (collection of symptoms that resemble Parkinson's disease, including tremors, 
stiffness, and slow movement), muscle weakness, type two diabetes mellitus with diabetic chronic kidney 
disease and retention of urine. Review of the resident's MAR and progress notes, dated 7/5/25 through 
7/7/25, showed: -Amlodipine (treats high blood pressure and chest pain) 5 mg once a day, start date 7/5/25, 
no end date; -7/6/25, Not administrated: Drug item unavailable;-Glimepiride (medication used to manage 
blood sugar (BS) levels in individuals with type two diabetes) 1 mg daily at breakfast, start date 7/5/25, no 
end date; -7/6/25, Not administrated: Drug item unavailable;-Meclizine (prevent and treat nausea, vomiting, 
and dizziness) 25 mg daily with breakfast, start date 7/5/25, no end date; -7/6/25, Not administrated: Drug 
item unavailable;-Pioglitazone (used to treat type two diabetes) 30 mg daily at breakfast, start date 7/5/25, no 
end date; -7/6/25, Not administrated: Drug item unavailable;-Quinapril (treats high blood pressure) 40 mg 
daily, start date 7/5/25, no end date; -7/6/25, Not administrated: Drug item unavailable;-Provigil (used to 
improve wakefulness) 200 mg once a day, start date 7/5/25, no end date; -7/6/25, Not administrated: Drug 
item unavailable;-Sodium bicarbonate (antacid) over the counter (OTC) 650 mg three times daily, start date 
7/5/25, no end date; -7/6/25, 9:00 A.M., Not administrated: Drug item unavailable;-Rivastigmine tartrate 
(treats mild to moderate dementia) 4.5 mg mouth two times daily, start date 7/5/25, no end date; -7/6/25, A.
M. medication pass (6:00 A.M. to 10:30 A.M.), Not administrated: Drug item unavailable;-BS check (80-130 
mg per (/) deciliter (dl) before meals and less than 180 mg/dL two hours after meals) three times a day, start 
date 7/5/25, no end date; -7/6/25, 7:30 A.M., 119 mg/dl; -7/6/25, 11:30 A.M., 114 mg/dl; -7/6/25, 4:30 P.M., 
152 mg/dl;-Rivastigmine tartrate 4.5 mg mouth two times daily, start date 7/5/25, no end date; -7/6/25, P.M. 
medication pass (3:00 P.M. to 7:30 P.M.), Not administrated: Drug item unavailable;-BS check three times a 
day, start date 7/5/25, no end date; -7/7/25, 7:30 A.M., 229 mg/dl; -7/7/25, 11:30 A.M., 439 mg/dl; -7/7/25, 
4:30 P.M., 476 mg/dl;-Progress note 7/7/25 at 6:24 P.M., BS 475 mg/dl. Vital signs Blood pressure (BP, read 
in milliliters of mercury (mmHg) when referring to Systolic (SBP, top number, normal is below 140), diastolic 
(DBP, bottom number, normal is below 90) 88/54, respirations (R, breaths per minute, normal is 12 - 18) 18, 
Pulse rate (PR, heart beats per minute (BPM), normal range 60 - 100) 52, temperature, (T, normal 98.6 
degrees Fahrenheit (F)) 97.0 F. Resident slow to response to question and having some tremor. Physician 
notified of change N.O. send to emergency department (ED) for evaluation and treatment. Family notified 
and requested local ambulance, explained the only way to get the local ambulance was to call 911. Family 
states they did not care and requested nurse to call 911. Local ambulance arrived at 6:15 P.M. and resident 
transferred to local hospital ED. Review of the EMS run sheet, dated 7/7/25, showed: -Primary impression: 
diabetic hyperglycemia (high BS);-6:20 P.M., BP 101/51, PR 66, R 14, Sp02 98% on room air;-6:21 P.M., BP 
114/52, PR 61, R 16, Sp02 87%, BS 551;-6:25 P.M., BP 99/49, PR 64, R 14, Sp01 85%;-6:28 P.M., BP 
118/63, PR 65, R 19, Sp02 94%;-6:33 P.M., BP 113/64, PR 63, R 21, Sp02 91%;-6:38 P.M., BP 128/53, PR 
73, R 17, Sp02 94%;-6:43 P.M., BP 128/64, PR 78, R 15, Sp02 98%;-Dispatched for sick case: Upon arrival, 
resident sitting in in wheelchair, resident is alert to person and place which is baseline per RR. Licensed 
Practical Nurse (LPN) G reported he/she got multiple hypotensive (low BP) readings. Resident is also a 
diabetic and resident's BS readings are hyperglycemic. Resident's skin feels clammy. Resident denies chest 
pain, shortness of breath (SOB), abdominal pain, nausea or vomiting. Resident is a two person lift onto EMS 
stretcher. Resident's BP is no longer reading hypotension, but BS is still reading hyperglycemic (high blood 
sugar (BS)). Resident transferred to hospital ED. During an interview on 7/22/25 at 9:50 A.M., NP D said if a 
resident has an order to check BS readings three times a day, the nurses should report high BS readings 
above 350 mg/dl if on oral medication for diabetes and should report low BS readings below 70 mg/dl. NP D 
said it was not reported that the resident did not receive medication, including the oral diabetic medication, 
on 7/6/25. NP D said the BS readings from 7/7/25 at 7:30 A.M., 229 mg/dl and 11:30 A.M., 439 mg/dl were 
not reported to her or the on-call physician. NP D said the first call regarding the resident was when the 
nurse reported, BS 497, Sp02 85-88 on room air, BP 88/44, P 94, and the nurse said the resident was 
lethargic, his/her skin was cold and clammy, the resident was alert to self, and this was the baseline and the 
resident had a poor oral intake and output. The nurse was instructed to send the resident to the hospital. 
During an interview on 7/23/25 at 12:32 P.M., LPN H said nurses are responsible for taking residents' BS 
and administering insulin. LPN H said a high BS that he/she would contact the physician would be anything 
above 160 mg/dl and a low BS that he/she would contact the physician would be anything below 60 mg/dl. 
LPN H worked on 7/7/25 day shift (6:45 A.M. to 3:00 P.M.). LPN H said he/she did not remember the 
resident. LPN H said the BS reading of 229 mg/dl that was documented as obtained by LPN H at 8:33 A.M. 
and the BS reading of 439 mg/dl that was documented as obtained by LPN H at 12:16 P.M., LPN H said 
he/she would have called the doctor and requested an order for something to lower the resident's BS. LPN H 
said he/she would have entered a progress note and any orders the physician would have given. There were 
no orders entered on 7/7/25 by LPN H and no progress notes entered by LPN H on 7/7/25. LPN H said there 
would not have been documentation anywhere else other than the orders and progress notes. LPN H would 
not have let a resident have a BS reading in the 400s and not contact the physician. LPN H did not 
remember any residents having a high BS on 7/7/25. During an interview on 7/28/25 at 11:02 A.M., LPN G 
said nurses are responsible for taking residents' BS and administering insulin. LPN G said a high BS that 
he/she would contact the physician would be anything above 400 mg/dl and a low BS that he/she would 
contact the physician would be anything below 80 mg/dl. LPN G said he/she worked with the resident on 
7/7/25 on the evening shift (2:45 P.M. through 11:00 P.M.). LPN G said he/she did not get anything in report 
from the day shift nurse regarding the resident's BS being elevated during the day. LPN G said he/she 
learned the resident had high BS readings during the day when he/she reviewed the resident's chart. LPN G 
went into check the resident's BS and it was 476 mg/dl. LPN G told the RR he/she was going to contact the 
physician regarding the high BS after he/she completed taking the other residents' BS. LPN G said when 
he/she was getting ready to call the physician, a Certified Nurse Aide (CNA) brought vitals that were out of 
range, including a low BP and low SpO2 reading. LPN G manually checked the resident's vitals. The 
resident's SpO2 was at 88%, so LPN G had the resident take a deep breath and cough and it came up to 
92%. LPN G called the physician and received an order to send the resident to the ED. The RR requested 
the local ambulance and told the RR he/she would have to call 911. The RR said that is what he/she wanted 
and LPN G called 911. During an interview on 7/28/25 at 1:44 P.M., the Executive Director (ED), Assistant 
Executive Director (AED), and the Interim Director of Nursing (IDON) said they expected the resident's BS 
reading on 7/7/25 at 12:16 P.M. to be reported to the physician and for staff to document the notification in 
the resident's progress notes showing what orders the physician gave. 3. Review of Resident #6's quarterly 
MDS, dated [DATE], showed the following:-Moderate cognitive impairment;-Rejection of care not 
exhibited;-Diagnoses included high blood pressure, hemiparesis (weakness on one side of the body) and 
hemiparesis (weakness on one side of the body ) following cerebral infarction (stroke) affecting left 
non-dominate side, expressive language disorder, and dystonia (involuntary muscle contractions that cause 
twisting and repetitive movements or abnormal postures). Review of the resident's care plan, during the 
survey, showed:-Problem: Resident has the potential for discomfort and side effects related to the use of 
antihypertensive mediation for the diagnosis of high blood pressure, created 6/11/25;-Goal: Resident will be 
free of any discomfort or adverse side effects, created 6/11/25;-Approach: Administer mediations as ordered, 
hold for SBP less than 100 or P less than 60, created 6/11/25. Review of the resident's MAR and progress 
notes, dated 7/28/25, showed: -Nifedipine (treats high blood pressure) 60 mg once daily, start date 2/29/24, 
no end date; -7/28/25, A.M. medication pass, Not administered: Other comment: On order nurse aware 
called pharmacy and medication will be here with tonight's medication;-No progress notes of notifications the 
medication was not administered as ordered to physician and RR. During an interview on 7/28/25 at 12:56 P.
M., CMT J said he/she made the nurse aware the resident did not receive his/her dose of Nifedipine. CMT J 
said the pharmacy said the medication should be delivered this evening. 4. Review of Resident #5's 
admission MDS, dated [DATE], showed the following:-Severe cognitive impairment; -Rejection of care not 
exhibited;-Diagnoses included dementia, Parkinson's disease, high blood pressure, pneumonia and type two 
diabetes. Review of the resident's care plan, during the survey, showed:-Problem: Administer medication per 
physician orders, created 6/24/25;-Goal: Administer medication per physician orders while daughter is 
present, created 6/24/25;-Approac[TRUNCATED]
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure one resident (Resident #4) received treatment and 
care in accordance with acceptable standards of practice when the facility failed to follow physician orders for 
a Prevena (wound vac, negative pressure wound therapy (NPWT) system used to manage closed surgical 
incisions) and the resident's wound dehisced (separation of the edges of a surgical wound, either partially or 
completely, due to failure of proper wound healing). Additionally, the facility failed to administer physician 
ordered medications and failed to notify the physician and resident representative (RR) that the medications 
and treatments were not administered. The census was 84.Review of the facility's physician services policy, 
copyright 2022, showed:-Policy: It is the policy of the facility to provide care and services related to Physician 
Services in accordance with State and Federal regulation;-Procedure: 8. All physician orders will be followed 
as prescribed and if not followed, the reason shall be recorded in the resident's medical record during that 
shift. Review of the prevention and treatment of skin breakdown policy, copyright 2018, showed: - Purpose: 
Maintaining intact skin is integral to resident health and wellness. Care and service are delivered to maintain 
skin integrity and promote skin healing if skin breakdown should occur;-Policy: Resident skin integrity is 
assessed upon admission and weekly thereafter. A skin risk assessment is completed upon admission and 
weekly for 4 weeks upon significant change, and quarterly thereafter. Those residents at an increased risk 
for impaired skin integrity are provided preventative measures to reduce the potential for skin breakdown. 
Those residents' who experience a break in skin integrity or wounds are provided care and service to heal 
the skin according to professional standards of care;-If a resident is admitted with impaired skin integrity or a 
new pressure injury (localized damage to the skin and underlying tissue, usually over a bony prominence, 
caused by prolonged pressure or pressure combined with shear) or lower extremity wound develops the 
licensed nurse implements the following items: -1. Documentation of the skin impairment is completed in the 
medical record. Staging of Pressure Injury is completed as necessary by trained licensed associates. Other 
lower extremity wounds with be described a partial thickness loss or full thickness loss; -2. Standing 
orders/protocol for skin wound are initiated; -3. Notify attending provider, resident and resident 
representative. Attending provider determines wound type and may provide additional orders; -4. Notify 
Supervisor/designee; -5. Evaluate current pressure reduction interventions and revise resident centered care 
plan; -6. Notify dietitian for nutritional interventions; -7. Notify therapy associates and other members of the 
care team as appropriate for possible additional treatment interventions; -8. Educate resident/resident 
representative on skin wound/pressure injury and care plan interventions; -10. Weekly the licensed nurse will 
stage, measure, and examine the wound bed and surrounding skin. If wound bed has deteriorated; notify 
provider;-12. Documentation reflects areas as addressed above. Review of Resident #4's admission 
Minimum Data Set (MDS), a federally mandated assessment instrument completed by facility staff, dated 
[DATE], showed the following: -Cognitively intact;-Rejection of care not exhibited;-Indwelling catheter; 
-Occasionally incontinent of bowel;-Antibiotic (ABT) not marked as taking or indication noted; -Surgical 
wounds;-Diagnoses included fracture of lower end of left femur (the thigh bone), weakness, dementia, type 
two diabetes, high blood pressure, congestive heart failure (CHF, heart doesn't pump blood efficiently, 
leading to fluid buildup in the body) and chronic respiratory failure. Review of the resident's care plan, during 
the survey, showed:-Problem: Resident is limited in ability to walk in room related to left femur fracture, 
created [DATE];-Goal: Resident will ambulate with walker 75 feet with supervision, created 
[DATE];-Approach: Monitor/record/report presence of pain/intolerance during ambulation (walking);-Problem: 
Potential for discomfort and side effects related to the use of ABT, created [DATE];-Goal: Resident will be 
free of any discomfort or adverse side effects, created [DATE];-Approach: -Administer medication as 
ordered, created [DATE]; -Monitor for adverse consequences, created [DATE]; -Observe for possible side 
effects, created [DATE]. Review of the resident's Medication Administration Record (MAR), Treatment 
Administration Record (TAR) and progress notes, dated [DATE] through [DATE], showed:-Amlodipine (treats 
high blood pressure) 25 mg at bedtime, start date [DATE], discontinue (DC) [DATE]; -[DATE], Not 
administered: Drug item unavailable;-Furosemide (Lasix, treats flid retention, swelling) 20 mg once daily, 
start date [DATE], DC [DATE]; -[DATE], Not administered: Drug item unavailable;-Levetiracetam 
(anticonvulsant, used primarily to treat and prevent seizures) 500 mg twice daily, start date [DATE], DC 
[DATE]; [DATE] A.M. medication pass, Not administered: Drug item unavailable;-Omeprazole (treats 
heartburn) 20 mg once daily, start date [DATE], DC [DATE]; - [DATE], Not administered: Other comment: 
New Admit;-Glimepiride (medication used to manage blood sugar (BS) levels in individuals with type two 
diabetes) 1 mg before meals, start date [DATE], DC [DATE]; -[DATE], 7:30 A.M., Not administered: Other 
comment: New Admit; -[DATE], 11:30 A.M., Not administered: Other comment: New Admit; -[DATE], 4:30 P.
M., Not administered: Other comment: New Admit;-Amlodipine 25 mg at bedtime, start date [DATE], DC 
[DATE]; -[DATE], Not administered: Drug item unavailable. Review of the Orthopedic Trauma Service 
Postoperative Patient Visit, dated [DATE], showed: -Diagnosis: Left periprosthetic distal (away from center of 
the body) femur fracture (broken bone in the lower part of the thigh near a knee replacement, specifically on 
the left side);-History: The patient returns to clinic today for postoperative (following a surgical operation) 
visit. They are now approximately 3 weeks out from surgery. Patient is doing well. He/She does complain 
about some serous (clear liquid) drainage from his/her lateral (outer) mid-thigh wound. He/She denies any 
fever, chills, sweats, malaise (general feeling of discomfort, weakness, or illness) or other infectious 
symptoms. He/She says that the nursing facility is not doing a great job at changing his/her dressings or 
getting him/her up to walk;-Physical exam on left lower extremity (LLE): Focused orthopedic exam of the LLE 
shows no gross deformity or areas of edema (swelling). His/Her mid-thigh lateral incision is partially healed 
with very loose surrounding erythema (redness), no fluctuance (feeling obtained during palpation of a 
swelling or wound that contains fluid) but serosanguineous drainage (drainage containing both blood and 
clear serum). Other incisions have partial healing with minimal surrounding erythema and no drainage. No 
tenderness to palpation (touching or feeling the surface of the body during a physical exam) of the bony 
prominences of the knee, ankle, or foot. Full passive range of motion (PROM, movement of a joint where the 
person whose body is being moved doesn't use their own muscles to initiate or control the movement) of the 
hip, knee, and ankle. Patient is able to weakly flex hip, flex/extend the knee, dorsiflex (bending the foot 
upward)/plantar flex (pointing the toes downward) ankle, flex/extend the great toe. Intact sensation to light 
touch in the superficial peroneal (nerve that arises as a branch of the common peroneal nerve (a branch of 
the sciatic nerve (largest nerve in the human body, running from the lower back, down the buttock and thigh, 
and branching into the lower leg and foot) to the lower leg and foot)), deep peroneal (branch of the common 
peroneal nerve that plays a crucial role in controlling muscles in the lower leg and foot, particularly those 
responsible for dorsiflexion), tibial (larger of the two bones in the lower leg, commonly known as the 
shinbone), saphenous (sensory nerve in the leg), and sural nerve (sensory nerve located in the lower leg that 
provides sensation to the lateral side of the foot and ankle) distributions. Toes are warm and well perfused 
with capillary refill (used for assessing the blood flow through peripheral (away from the center) tissues by 
compressing the nail bed until it blanches (temporary whitening of the skin) and record the time taken for the 
color to return to the nail bed. Normal capillary refill is less than 3 seconds) less than two seconds. Two plus 
(+) (indicates a moderate, but diminished, pulse strength in both the dorsalis pedis (DP, blood vessel located 
on the top of the foot) and posterior tibial (PT artery in the lower leg, responsible for supplying blood to the 
back of the leg and sole of the foot) arteries palpable DP and PT pulses;-Assessment: sustained a left side 
periprosthetic distal femur fracture now three weeks status post open reduction and internal fixation (ORIF, 
surgical procedure used to treat severe bone fractures by realigning the broken bone fragments and 
stabilizing them with implants like screws, plates, or rods), retrograde intramedullary (IM) nail (surgical option 
for treating a distal femur fracture) periprosthetic distal femur fracture. He/She has some serosanguineous 
drainage from his/her mid-thigh lateral wound which appears to be associated with some delayed healing 
and resolving seroma (clear, yellowish fluid that accumulates under the skin, usually after surgery). We will 
place him/her on Keflex (cephalexin, ABT) for the next 2 weeks and place a one week Prevena which will be 
changed by his/her wound care nurse at the facility. We would like see him/her back in two weeks for repeat 
wound evaluation and x-rays of the left femur. The patient is in agreement with this treatment plan. Review of 
the resident's MAR, TAR and progress notes, dated [DATE] through [DATE], showed: -Glimepiride 1mg 
before meals, start date [DATE], DC [DATE]; -[DATE], 7:30 A.M., Not administered: Other comment: 11:30 A.
M. med given too late; -Progress note dated [DATE] at 4:30 P.M., Resident returned from Orthopedics with a 
wound vac (negative pressure wound therapy, (NPWT) a medical device that uses negative pressure to help 
wounds heal) placed to his/her distal lateral left thigh. Wound vac is intact at this time, Spoke to orthopedics 
office at approximately 4:20 P.M. for clarification on the Keflex ABT medication order for 14 days. Physician 
order sheet does not state the frequency or strength of medication. Office stated that everyone has left the 
office for the day, and he/she will give the supervisor a call back tomorrow on [DATE] with the correct ABT 
order;-Wound vac to left distal thigh set to mode continuous with pressure setting of 125 millimeters of 
mercury (mmHg) one time, start [DATE], DC [DATE]; -[DATE], Not administered: Other comment: Wound 
nurse;-Progress note, dated [DATE] at 10:54 A.M., Spoke to orthopedics office to get clarity in regards to 
ABT medication. Order clarified for Keflex 500 mg twice daily for 14 days. Order faxed to 
pharmacy;-Progress note, dated [DATE] at 10:56 A.M., NO for Keflex 500 mg twice daily for 14 days for 
incision;-Left knee clean with normal saline (NS, a sterile solution of sodium chloride (salt) and water) and 
cover with border gauze once a day, start date [DATE] through [DATE]; -[DATE], Not administered: Other 
comment: Unable to complete;-Left upper and lower hip clean with NS and cover with island dressing 
(wound dressing that features a central absorbent pad with an adhesive border that surrounds it) once a day, 
start date [DATE], DC [DATE]; -[DATE], Not administered: Other comment: Unable to complete;-Left upper 
inner thigh clean with NS apply two by two xeroform and cover with border gauze once daily, start date 
[DATE], DC [DATE]; -[DATE], Not administered, Other comment: unable to complete;-Wound vac functioning 
check every shift, start date [DATE], DC [DATE]; -[DATE], 5:00 P.M., Not administered, Other comment: 
Unknown if working;-Keflex 500 mg twice daily for 14 days, start date [DATE] through [DATE]; -[DATE], 5:00 
P.M., Not administered: Drug item unavailable; -[DATE], 9:00 P.M., Not administered: Drug item unavailable; 
-[DATE], 5:00 P.M., Not administered: Drug item unavailable; -[DATE], 9:00 P.M., Not administered: Drug 
item unavailable;-Progress note dated [DATE] at 3:02 A.M., Keflex order to arrive tonight due to 
billing;-Wound vac functioning check every shift, start date [DATE], DC [DATE]; -[DATE], 11:30 A.M., Not 
administered: Drug item unavailable;-Glimepiride 1mg before meals, start date [DATE], DC [DATE]; -[DATE], 
11:30 A.M., Not administered: Drug item unavailable; -[DATE], 4:30 P.M., Not administered: Drug item 
unavailable;-Wound vac functioning check every shift, start date [DATE], DC [DATE]; -[DATE], 4:30 P.M., 
Not administered: Drug item unavailable;-Wound vac dressing change once a day on Wednesday, start 
[DATE], DC date [DATE]; -[DATE], Not administered: Other comment: Waiting on clarification orders;-Left 
upper inner thigh clean with NS apply two by two xeroform and cover with border gauze once daily, start date 
[DATE], DC [DATE]; -[DATE], Not administered: Drug item unavailable;-Levetiracetam 500 mg twice daily, 
start date [DATE], DC [DATE]; -[DATE] A.M. medication pass, Not administered: Drug item unavailable; 
-[DATE] P.M. medication pass, Not administered: Drug item unavailable;-Wound vac functioning check every 
shift, start date [DATE], DC [DATE]; -[DATE], 9:00 A.M., Not administered, Other comment: Prior shift. 
Review of the Orthopedic Trauma Service Postoperative Patient Visit, dated [DATE], showed:-History: The 
patient returns to clinic today for their postoperative visit. They are now approximately five weeks out from 
surgery. At his/her last clinic visit, he/she has some serous drainage from his/her lateral incision and a 
wound vac was placed in clinic with instructions for changes at the facility. The resident's daughter notes the 
wound vac was removed at the facility and not replaced. They are not pleased with the care received at the 
facility. Denies any fevers or chills at the facility. He/She thinks his/her wound is getting better;-Physical 
Exam to LLE: Focused orthopedic exam of the LLE shows lateral incision with superficial dehiscence 
(separation of the edges of a surgical wound, either partially or completely, due to failure of proper wound 
healing) with exudate (a fluid that has seeped out of a tissue) at the wound base. There is no surrounding 
erythema. No further serous drainage. Patient is able to weakly flex/extend the knee, dorsiflex/plantar flex 
ankle, flex/extend the great toe. Intact sensation to light touch in the superficial peroneal, deep peroneal, 
tibial, saphenous, and sural nerve distributions. Toes are warm and well perfused with capillary refill less 
than two seconds. Two + palpable DP and PT pulses;-Review of x-rays: I have ordered, interpreted and 
reviewed x-rays of the patient's left femur demonstrating: nail plate combination for a periprosthetic fracture. 
No evidence of hardware complication or failure. Alignment maintained compared to previous. Minimal to no 
callus (a thickened and hardened part of the skin or soft tissue) formation;-Assessment: Left side 
periprosthetic distal femur fracture now 5 weeks status post ORIF, retrograde IM nail periprosthetic distal 
femur fracture. We discussed his/her lateral based incision appears to be healing appropriately, though with 
some superficial wound dehiscence. We discussed that this appears without any signs of infection. We can 
continue to treat this conservatively. We discussed that regarding his/her shoulder, it would be unlikely for it 
to be dislocated without any injury but that we would obtain x-rays of the shoulder to confirm. We also 
discussed his/her shoulder did not appear to have concerns for dislocation on exam today. We will have 
him/her obtain these x-rays on the way out. We will plan to see the patient back in 4 weeks for repeat wound 
assessment with repeat x-rays. Review of the resident's MAR, TAR and progress notes, dated [DATE] 
through [DATE], showed: -Left upper inner thigh clean with NS apply two by two xeroform and cover with 
border gauze once daily, start date [DATE], DC [DATE]; -[DATE], Not administered, Other comment: unable 
to complete;-Wound vac dressing change once a day on Wednesday, start [DATE], DC date [DATE]; 
-[DATE], Not administered: Other comment: Unable to complete;-Wound vac functioning check every shift, 
start date [DATE], DC [DATE]; -[DATE], 9:00 A.M., Not administered, Other comment: Unable to complete; 
-[DATE], 9:00 A.M., Not administered: Discontinued; -[DATE], 5:00 P.M., Not Administered: Other comment: 
No wound vac; -[DATE], 12:00 A.M., Not administered: Drug item unavailable; -[DATE], 9:00 A.M., Not 
administered: Other comment: not applicable (N/A); -[DATE], 5:00 P.M., Not administered: Other comment: 
N/A; -[DATE], 9:00 A.M., Not administered: Other comment: N/A;-Glimepiride 1mg before meals, start date 
[DATE], DC [DATE]; -[DATE], 7:30 A.M., Not administered: Other comment: Too late noon dose 
given;-Wound vac functioning check every shift, start date [DATE], DC [DATE]; -[DATE], 12:00 A.M., Not 
administered: Drug item unavailable;-Wound vac functioning check every shift, start date [DATE], DC 
[DATE]; -[DATE], 9:00 P.M., Not administered: Drug item unavailable;-Cyclobenzaprine (muscle relaxant) 10 
mg every eight hours, start date [DATE], DC [DATE]; -[DATE], 12:00 A.M., Not Administered: Drug item 
unavailable;-Progress note, dated [DATE] at 3:58 P.M., Spoke with previous wound care nurse who placed 
treatment orders in place regarding treatments discontinued. Treatments reactivated. Will notify 
physician;-Progress note dated [DATE] at 10:01 A.M., Wound vac removed. Site clean, dry and intact. No 
draining or odor noted;-Progress note dated [DATE] at 12:48 P.M., Resident was scheduled to discharge to 
another facility. Per physician, resident needs to be sent to emergency room (ER) to be treated for wound. 
RR spoke to Administrator who arranged for transportation to ER. Upon release from hospital resident will 
discharge to other facility. Facility transported resident to hospital. Resident was in stable condition when left 
the facility. Review of the resident's hospital records, showed: -[DATE], 5:48 P.M., lateral/distal wound 
dehiscence. Per family, patient was sent to facility post-operatively where he/she received little to no wound 
care or dressing changes. He/She was seen three weeks post operatively and found to have delayed healing 
of his/her incision which was treated with wound vac application. Family reports the facility removed the 
wound vac without replacing it; -Exam: Nontender to palpation over the lateral incision. Two-centimeter (cm) 
dehiscence present along proximal (situated closer to the center of the body or to the point of attachment or 
origin of a structure) aspect of lateral incision. Three cm dehiscence present along distal aspect of lateral 
incision. Fibrinous tissue (tissue characterized by the presence of fibrin (a protein involved in blood clotting) 
often found in areas of inflammation or injury) present at incision edges. Erythema surrounding dehiscence 
sites but doesn't extend more than 0.5 cm from wound edges; -[DATE], 5:58 A.M., Patient presents with 
wound dehiscence of the lateral and distal aspects of the incision site. The patient was discharged to a 
skilled nursing facility post-operatively. The family reports that the patient received minimal wound care and 
infrequent dressing changes during his/her stay at the facility. At his/her three-week post-operative follow-up, 
the patient exhibited delayed healing of his/her incision, and a wound vac was applied to aid in healing. 
Subsequently, the family reports the facility removed the wound vac without replacing it. Had a detailed 
discussion with the patient and his/her family regarding the current status of the wound dehiscence and 
non-operative and operative intervention. Given the status of his/her wound dehiscence, this wound will likely 
not heal without surgical intervention, The risks of no-operative management included: delayed wound 
healing, deep infection, systemic illness (affects the entire body, rather than just one specific area). 
Explained recommendation would be operative intervention in the form of an irrigation (washing out wound 
with a continuous flow of water or medication) and excisional debridement (surgical procedure involving the 
cutting away or removal of devitalized (dead or non-living tissue), necrotic (tissue has died due to lack of 
blood flow, infection, or severe injury), or slough tissue (layer of dead tissue, often yellow or white, that can 
be soft, stringy, or even thick and adherent to the wound bed) from a wound, burn, or infection). There is a 
need for surgical intervention to optimize healing and do not believe he/she will heal this wound without 
surgical intervention. Reviewed the operative plan, which includes debridement of the dehisced areas, 
thorough irrigating, obtaining cultures, and closure of the wound with appropriate techniques to promote 
healing and prevent recurrence, Emphasized the necessity of meticulous post-operative wound care, regular 
dressing changes. Reassured the patient and his/her family that the goal of the surgical intervention is to 
prevent infection, promote healing, and facilitate recovery, The patient and family expressed their 
understanding and through shared decision making consented to proceed with the operative intervention. 
The plan includes pre-operative preparation and consent, followed by surgical intervention involving 
debridement, irrigation, and closure technique, which will be determined intra-operatively (during a surgical 
procedure) based on wound assessment. Post-operatively, close monitoring of wound healing, adherence to 
a strict wound care protocol, and follow-up appointments with wound care specialists are crucial. The risks, 
benefits, alternatives and potential complications of surgical intervention were discussed in detail with the 
patient. The risks include, but are not limited to: bleeding, persistent infection, need for serial debridement's 
(repeated removal of dead tissue from a wound over a period of time), damage to surrounding structures 
including blood vessels and nerves, fracture nonunion (when a broken bone doesn't heal properly), fracture 
malunion ( broken bone heals in an abnormal or incorrect position), hardware complications, incomplete 
resolution of symptoms or recurrence, and possible re-operation or need for further surgery for these, or any 
other reasons. Anesthesia and surgical risks also discussed include possibility of heart attack, 
thromboembolic event (blood clot that breaks and travels through the bloodstream), stroke or death. The 
patient also demonstrates an understanding of the need for compliance with post-operative instructions and 
therapy protocol(s) to minimize complications and maximize benefits; During an interview on [DATE] at 12:16 
P.M., Licensed Practical Nurse (LPN) B said on [DATE] he/she put a note in that the wound vac was 
removed because there was an order into monitor a wound vac. LPN B did not recall the resident having a 
wound vac and did not recall one being removed. LPN B did not want to discontinue the order because 
he/she did not get the orders to monitor the wound vac. During an interview on [DATE] at 12:44 P.M., Clinical 
Manager (CM) F said when the facility transitioned his/her role to clinical manager and that included wound 
care on [DATE], CM F looked at the resident and the resident did not have a wound vac on. CM F asked the 
previous wound nurse what the resident's treatment orders were and how his/her care needed to be 
managed going forward. CM F did not recall what the previous wound nurse said. The resident had an order 
for Keflex to start on [DATE] there is a progress note on [DATE] that the pharmacy was called, and the order 
was changed and started on [DATE] through [DATE]. CMTs can pull medication if it is not available. If the 
Certified Medication Technician CMT is an agency CMT, they would need to ask the nurse or clinical 
manager to pull the medication. If the medication is not available in the automated dispensing unit (ADU, 
computerized cabinets or machines that store and dispense medications within the facility), the CMT must 
report it to the nurse so the nurse can contact the pharmacy, physician and the RR. The notifications and 
steps that were taken are documented in the resident's progress notes. The concern with a resident not 
receiving ordered ABT timely is the infection would not resolve and could worsen. During an interview on 
[DATE] at 11:17 A.M., CM I said he/she was the wound nurse prior to [DATE], then the roles were changed 
and the CMs became responsible for any wounds on their units. The resident did not admit to the facility with 
a wound vac. The resident went to a doctor's appointment and came back with a wound vac. CM I did not 
recall what the orders were for the wound vac. CM I said an unknown nurse told him/her the resident came 
back with a wound vac and he/she believes that nurse put the orders in for the wound vac. CM I did not know 
when the wound vac was removed and who removed the wound vac. During an interview on [DATE] at 11:20 
A.M., the Orthopedic Trauma Service Office said the resident was seen in the office following his/her surgery 
on [DATE]. The first appointment was on [DATE] and the physician put a Prevena wound vac on the left 
thigh to the distal lateral incisions with instructions for the wound vac to be replaced in one week on [DATE] 
and for the resident to start on Keflex x 14 days. The resident was scheduled for a second follow up 
appointment on [DATE]. During the appointment, the resident did not have a Prevena wound vac on as 
ordered at the previous appointment. The office was not made aware the resident did not start the Keflex on 
[DATE] and that it was not started until [DATE]. The office was also not made aware of the removal of the 
Prevena wound vac until the resident was seen at the office on [DATE]. During an interview on [DATE] at 
1:41 P.M., the Executive Director (ED), Assistant Executive Director (AED), and the Interim Director of 
Nursing (IDON) said they expected staff to be knowledgeable of and follow the facility policies. They 
expected physician orders to be followed. If a resident missed a scheduled dose of medication, they 
expected the nurse to contact the physician and the RR and document the notifications in the resident's 
progress notes. They expected residents to receive medication like an ABT that was ordered at the time the 
medication was ordered. They expected the medication to be pulled from the ADU until it arrives from 
pharmacy. If the medication is not available in the ADU they expected the nurse to contact the pharmacy and 
the physician and put a progress note in the resident's chart with any new orders received. If a resident 
missed a scheduled treatment, they expected the nurse to contact the physician and the RR and document 
the notifications in the resident's progress notes. 2565253
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to establish a system for records of disposition of all controlled 
substances (medication that is regulated by the United States Drug Enforcement Administration (DEA) due 
to the potential of causing dependency and abuse) in sufficient detail to enable an accurate reconciliation 
with the narcotic delivery reconciliation logs and shift to shift count sheets for four carts out of four carts that 
had controlled substances. This had the potential to affect all residents with controlled substance orders. The 
census was 84.Review of the facility's Controlled Substances Policy, copyright 2025, showed:-Purpose: The 
facility complies with all laws, regulations, and other requirements related to handling, storage, disposal, and 
documentation of controlled medications (listed as Schedule II-V (CII, medication with higher potential of 
dependency and abuse), Schedule three controlled medication (CIII, medication with low to moderate 
potential of dependency and abuse), Schedule four controlled substance (CIV, medication with low potential 
of dependency and abuse), Schedule five controlled substance (CV, lowest potential of dependency and 
abuse) of the Comprehensive Drug Abuse Prevention and Control Act of 1976);-Procedure: Handling 
Controlled Substances; -1. Only authorized licensed nursing and/or pharmacy personnel have access to 
Schedule II controlled substances maintained on premises; -2. The director of nursing (DON) services 
identifies staff members who are authorized to handle controlled substances; -3. Controlled substances are 
counted upon delivery. The nurse receiving the medication, along with the person delivering the medication 
another associate must count the controlled substances together. Both individuals sign the designated 
controlled substance record. If the count is inconsistent with the prescription label, the licensed nurse will 
contact the pharmacy; -4. An individual resident-controlled substance record is made for each resident who 
will be receiving a controlled substance. The facility will maintain a bound book with a log of the receipt, 
release and destruction of any controlled substances. Do not enter more than one prescription per page. 
This record contains: resident and prescription specific information;-Storing Controlled Substances: -1. 
Controlled substances are separately locked in permanently affixed compartments, except when using single 
unit package drug distribution systems in which the quantity stored is minimal and a missing dose can be 
readily detected; -2. The licensed nurse on duty maintains the keys to controlled substance 
containers;-Dispensing and Reconciling Controlled Substances: -1. Controlled substance inventory is 
monitored and reconciled to identify loss or potential diversion in a manner that minimizes the time between 
loss/diversion and detection/follow-up; -2. The system of reconciling the receipt, dispensing and disposition 
of controlled substances includes the following: -a. Records of personnel access and usage; -b. Medication 
administration records; -c. Declining inventory records; -d. Destruction, waste and return to pharmacy 
records; -3. Nursing staff count controlled medication inventory at the end of each shift, using these records 
to reconcile the inventory count; -4. The nurse coming on duty and the nurse going off duty make the count 
together and document and report any discrepancies to the director of nursing services. The oncoming nurse 
reconciles the controlled substance while the off going nurse reads the log. Both nurses are responsible for 
verification of accuracy; -5. The director of nursing services documents irreconcilable discrepancies and 
notifies the Administrator: -a. If a major discrepancy or a pattern of discrepancies occurs, or if there is 
apparent criminal activity, the director of nursing completes the Narcotic Discrepancy Report and notifies the 
Administrator and consultant pharmacist immediately; -b. The Administrator, consultant pharmacist, and/or 
director of nursing services determine whether other action(s) are needed, e.g., notification of police or other 
enforcement personnel and any state agency; -c. The medication regimen of residents using medications 
that have such discrepancies are reviewed to assure the resident has received all medications ordered and 
the goal of therapy is met (example: a resident receiving a pain medication complains of unrelieved pain); -d. 
The director of nursing services consults with the provider pharmacy and the administrator to determine 
whether any further legal action is indicated; -6. Unless otherwise instructed by the director of nursing 
services, when a resident refuses a non-unit dose medication (or it is not given), or a resident receives partial 
tablets or single dose ampules (or it is not given) the medication is destroyed, and may not be returned to the 
container; -7. Waste and/or disposal of controlled medication are done in the presence of the nurse and 
another licensed associate who also signs the disposition sheet; -8. Medications returned to the pharmacy 
are recorded and signed by the director of nursing services (or designee) and the receiving pharmacy; -9. 
Disposal methods are used to prevent diversion and/or accidental exposure to controlled or hazardous 
substances. Fentanyl patches are disposed of in one of the following ways: -a. Per state regulation, or; -b. 
Using approved drug disposal products specifically for fentanyl patches; -10. Controlled substances are not 
surrendered to anyone, including the resident's provider, except for the following: -a. For a resident on pass 
or therapeutic leave; as ordered by the attending physician; -b. To a resident or responsible party upon 
discharge from the facility, or; -c. To the DEA or other law enforcement officials functioning in a professional 
capacity in exchange for a receipt documenting the transaction; -11. In the event there is concern about 
controlled substances being discharged with the resident and/or resident's representative, the attending 
physician may choose not to discharge the resident with those medications; -12. Some controlled 
substances may be stored in the emergency medication supply. Reconciliation of controlled substances in 
the emergency supply is conducted at intervals established by the director of nursing services; -13. 
Controlled substances remaining in the facility after the order has been discontinued or the resident has 
been discharged are securely locked in an area with restricted access until destroyed; -14. Accountability 
records for discontinued controlled substances are kept with the unused supply until it is destroyed or 
disposed of as required by applicable law or regulation; -15. The consultant pharmacist, Director of Nursing 
or designee routinely monitors controlled substance storage records; -16. The director of nursing services 
maintains and disseminates to appropriate individuals a list of staff who have access to medication storage 
areas and controlled substance containers; -17. For guidelines pertaining to disposing of controlled 
substances, see Discarding and Destroying Medications policy;-3. Controlled Substances Disposal: -a. 
Unused portions of a controlled substance may be given to a resident or resident's representative upon the 
resident's discharge or transfer to another setting if the following conditions are met: -i. The healthcare 
practitioner has provided an order authorizing the currently prescribed controlled substances to be released 
with discharge/transfer; -ii. If currently prescribed controlled substances are released to a responsible 
person, this person who, because of the resident's incapacity, makes decisions about the individual's care 
must be identified in the resident record; -iii. Associate documents the release of the controlled drug 
medication, listing the date, quantity, name, strength, and dosage form of the medication; prescription 
number, name, address and telephone number of dispensing pharmacy; name and signature of the person 
releasing the drug; and name and signature of the person receiving the controlled drug upon discharge; -b. 
When these four conditions are not met, unused portions of a controlled substance remaining must be 
disposed of with disposal documented in accordance with State and Local regulations; -c. Unused portions of 
a controlled substance remaining at the building following the resident's death may not be released to the 
responsible person but must be destroyed. Disposal must occur within a timely manner by a licensed nurse 
and witnessed by another licensed nurse or pharmacist. 1. Review of the [NAME] Hall, narcotic book count 
signatures, dated 6/21/25 through 7/17/25, showed:-Incoming nurse responsible for counting medications, 
outgoing nurse responsible for following index log and verifying count in narcotic book;-Signing indicates that 
controlled substances have been counted for this cart and are deemed correct;-Forty-two staff signatures 
missing out of 154 opportunities. Review of the [NAME] Hall, narcotic delivery reconciliation logs, dated 
5/26/25 through 7/14/25, showed:-Reminder, each card of medication needs to be listed separately, even if 
they have the same prescription number;-When a medication is completed or destroyed, please locate the 
medication from the above list, have two nurses initial and highlight in yellow; -When a medication was 
completed or destroyed, it was not highlighted in yellow and did not always have two nurses' 
signatures/initials;-Twelve medications were completed/destroyed and had one nurse's initial:-Medication: 
Norco (Hydrocodone/Acetaminophen, medication containing hydrocodone and acetaminophen used to 
managing pain that is moderate to moderately severe);-Dosage: 7.5 milligram (mg) hydrocodone, 325 mg 
acetaminophen;-Date completed/destroyed: 5/26/25; -Medication: Lyrica (pregabalin, use to treat nerve 
pain); -Dosage: Not documented; -Date completed/destroyed: 5/30/25; -Medication: Norco; -Dosage: 7.5/325 
mg; -Date completed/destroyed: 5/30/25; -Medication: Clonazepam (Klonopin, used to treat panic disorders, 
anxiety and seizures); -Dosage: 0.5 mg; -Date completed/destroyed: 5/31/25; -Medication: Norco; -Dosage: 
7.5/325 mg; -Date completed/destroyed: 6/15/25; -Medication: Norco; -Dosage: 7.5/325 mg; -Date 
completed/destroyed: 6/22/25; -Medication: Percocet (Oxycodone/Acetaminophen, combination pain 
medication used to treat moderate to severe pain); -Dosage: 10/325 mg; -Date completed/destroyed:7/10/25; 
-Medication: Phenobarbital (used to treat anxiety and seizures); -Dosage: Not documented; -Date 
completed/destroyed: 7/10/25; -Medication: Tramadol (used to treat moderate to moderately severe pain); 
-Dosage: 50 mg; -Date completed/destroyed: 7/10/25; -Medication: Percocet; -Dosage: 5/325 mg; -Date 
completed/destroyed:7/10/25; -Medication: Vicodin (Hydrocodone/acetaminophen, combination pain 
medication used to treat moderate to severe pain); -Dosage: 5/325 mg; -Date completed/destroyed:7/11/25; 
-Medication: Morphine (used to treat moderate to severe pain); -Dosage: Not documented; -Date 
completed/destroyed: Not documented. 2. Review of the Fontbonne Hall, narcotic book count signatures, 
dated 6/27/25 through 7/17/25, showed:-Incoming nurse responsible for counting medications, outgoing 
nurse responsible for following index log and verifying count in narcotic book;-Signing indicates that 
controlled substances have been counted for this cart and are deemed correct;-Missing 12 staff signatures 
out of 124 opportunities. Review of the Fontbonne Hall, narcotic delivery reconciliation logs, dated 5/26/25 
through 7/17/25, showed:-Reminder, each card of medication needs to be listed separately, even if they 
have the same prescription number;-When a medication is completed or destroyed, please locate the 
medication from the above list, have two nurses initial and highlight in yellow; -When a medication was 
completed or destroyed, it was not highlighted in yellow and did not always have two nurses' 
signatures/initials;-Seventeen medications were completed/destroyed and had one nurse's 
initial:-Medication: Lyrica; -Dosage: 150 mg; -Date completed/destroyed: 6/5/25;-Medication: Vicodin; 
-Dosage: 5/325 mg; -Date completed/destroyed: 6/5/25; -Medication: Lyrica; -Dosage: 75 mg; -Date 
completed/destroyed: 6/7/25;-Medication: Clonazepam; -Dosage: 0.5 mg; -Date completed/destroyed: 
6/11/25; -Medication: Xanax (Alprazolam, used to treat anxiety); -Dosage: 0.25 mg; -Date 
completed/destroyed: 6/13/25; -Medication: Morphine; -Dosage: 100 mg per 5 milliliters (ml); -Date 
completed/destroyed: 6/13/25;-Medication: Lorazepam (Ativan, used to treat anxiety); -Dosage: 2 mg per ml; 
-Date completed/destroyed: 6/13/25;-Medication: Lyrica; -Dosage: 75 mg; -Date completed/destroyed: 
6/22/25;-Medication: Lyrica; -Dosage: 75 mg; -Date completed/destroyed: 7/7/25;-Medication: Morphine; 
-Dosage: 100 mg per 5 milliliters (ml); -Date completed/destroyed: 7/8/25;-Medication: Lorazepam; -Dosage: 
2 mg per ml; -Date completed/destroyed: 7/8/25;-Medication: Clonazepam; -Dosage: 0.5 mg; -Date 
completed/destroyed: 7/8/25;-Medication: Vicodin; -Dosage: 5/325 mg; -Date completed/destroyed:7/8/25; 
-Medication: Lyrica; -Dosage: Not documented; -Date completed/destroyed: 7/12/25;-Medication: Armodafinil 
(Stimulant, wakefulness-promoting medication which is used to treat excessive daytime sleepiness); 
-Dosage: 150 mg; -Date completed/destroyed: 7/15/25;-Medication: Clonazepam; -Dosage: 0.5 mg; -Date 
completed/destroyed: Not documented; -Medication: Lorazepam (Ativan, used to treat anxiety); -Dosage: Not 
documented; -Date completed/destroyed: Not documented. 3. Review of the [NAME] Hall, narcotic book 
count signatures, dated 6/25/25 through 7/17/25, showed:-Incoming nurse responsible for counting 
medications, outgoing nurse responsible for following index log and verifying count in narcotic book;-Signing 
indicates that controlled substances have been counted for this cart and are deemed correct;-Missing 38 
staff signatures out of 112 opportunities. Review of the [NAME] Hall, narcotic delivery reconciliation logs, 
dated 5/30/25 through 7/16/25, showed:-Reminder, each card of medication needs to be listed separately, 
even if they have the same prescription number;-When a medication is completed or destroyed, please 
locate the medication from the above list, have two nurses initial and highlight in yellow; -When a medication 
was completed or destroyed, it was not highlighted in yellow and did not always have two nurses' 
signatures/initials;-Ten medications were completed/destroyed and had one nurse's initial:-Medication: 
Lorazepam; -Dosage: 0.5 mg per ml; -Date completed/destroyed: 6/30/25;-Medication: Tramadol; -Dosage: 
50 mg; -Date completed/destroyed: 7/8/25; -Medication: Lorazepam; -Dosage: 0.5 mg per ml; -Date 
completed/destroyed: 7/8/25;-Medication: Hydromorphone (Dilaudid, used to treat moderate to severe pain); 
-Dosage: 1 mg per ml; -Date completed/destroyed: Not documented;-Medication: Clonazepam; -Dosage: 0.5 
mg; -Date completed/destroyed: Not documented; -Medication: Percocet; -Dosage: 7.5/325 mg; -Date 
completed/destroyed: Not documented;-Medication: Hydromorphone (Dilaudid, used to treat moderate to 
severe pain); -Dosage: 1 mg per ml; -Date completed/destroyed: Not documented;-Medication: Morphine; 
-Dosage: 100 mg per 5 ml; -Date completed/destroyed: Not documented;-Medication: Lorazepam; -Dosage: 
2 mg per ml; -Date completed/destroyed: Not documented;-Medication: Hydromorphone; -Dosage: Not 
documented; -Date completed/destroyed: Not documented. 4. Review of the [NAME] Hall, narcotic book 
count signatures, dated 6/20/25 through 7/17/25, showed:-Incoming nurse responsible for counting 
medications, outgoing nurse responsible for following index log and verifying count in narcotic book;-Signing 
indicates that controlled substances have been counted for this cart and are deemed correct;-Missing 25 
staff signatures out of 148 opportunities. 5. Review of the Controlled Substance Emergency Drug Supply, 
shift change count record signatures, showed:-All discrepancies must be reported to the Missouri Bureau of 
Narcotics and Dangerous drugs;-Signing indicates package quantity matches package log and tablets 
remaining match medication administration count sheet;-Time: 7:00 A.M., 3:00 P.M., and 11:00 P.M.;-5/1/25 
through 5/31/25: -One nurse initialed at 11:00 P.M., on 5/14/25 and on 5/22/45; -All other dates and times 
are blank with no documentation; -Missing 91 staff signatures/initials out of 93 opportunities.-June 2025: No 
documentation for June, 2025;-7/1/2025 through 7/17/25: -One nurse initialed at 7:00 A.M. on 7/3/25; -All 
other dates and times are blank with no documentation; -Missing 49 staff signatures/initials out of 50 
opportunities. 6. During an interview on 7/17/25 at 10:16 A.M., Licensed Practical Nurse (LPN) A said the 
controlled medication count is completed at the beginning and end of each shift with the oncoming and 
off-going nurse. It takes two licensed nurses to count the controlled mediations, and they sign to verify the 
count is correct. If there is no signature, then it was not completed. Only licensed nurses have access to the 
controlled medications. The Certified Medication Technicians (CMT) do not pass controlled modifications at 
this facility. The controlled substance emergency drug supply is in the medication room in a cabinet on the 
wall. It should also be counted at the beginning and end of each shift. The nurse on the rehab floor has the 
key to the cabinet. If the Alixa (machine that dispenses medication) does not have the controlled medication, 
it can be pulled from the controlled substance emergency drug supply that is on the wall in the medication 
room. During an interview on 7/21/25 at 12:16 P.M., LPN B said the controlled medication count is completed 
at the beginning and end of each shift with the oncoming and off-going nurse. It is documented as completed 
by signing in the ongoing and off-going nurse spots. During an interview on 7/28/25 at 1:41 P.M., the 
Executive Director (ED), Assistant Executive Director (AED), and the Interim DON said they expected staff to 
be knowledgeable of and follow the facility policies. They expected when nurses are receiving controlled 
medication from the pharmacy to immediately validate the medication. Two nurses are to validate the 
medication with the manifest and log it appropriately on the narcotic delivery reconciliation log and on the 
controlled narcotic count book. They expected the nurses to count the controlled medications with the 
ongoing and off-going nurse and to document it was completed by signing their name. They expected the 
controlled substance emergency drug supply to be counted each shift by the ongoing and off-going nurses 
from the rehab hall. On 7/29/25 at 3:09 P.M., they said the reason it is important for staff to complete the 
controlled substance count at the beginning and end of each shift is to validate the medication is secure and 
the count is correct because it is the resident's property. 2562318
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