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Lawson, MO 64062

F 0610

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

47195

Refer to Event ID NI0V12.

Based on interview and record review, the facility Administrator and Director of Nurses (DON) failed to 
investigate misappropriation of resident property when Resident #1 was found without a fentanyl patch ( A 
controlled opiate, A schedule II naroctic pain patch ) on two different dates. The Administrator and DON 
failed to conduct an investigation when Licensed Practical Nurse (LPN) B called to report the missing patch 
on 11/11/24 and when LPN A reported the patch missing to the DON on 11/13/24. This affected one of one 
sampled residents. The facility census was 46. 
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Lawson, MO 64062

F 0728

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure that nurse aides who have worked more than 4 months, are trained and competent; and nurse aides 
who have worked less than 4 months are enrolled in appropriate training.

47195

Refer to Event ID NI0V12.

Based on interview and record review, the facility failed to ensure six nurse aides (NA) completed a 
competency evaluation program approved by the state within four months of hire. The facility census was 46.
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Lawson, MO 64062

F 0880

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Provide and implement an infection prevention and control program.

47195

Refer to Event ID NI0V12.

Based on record review, the facility failed to ensure staff provided care in a manner to prevent infection when 
the facility failed to ensure the required two step tuberculosis (TB, a communicable disease that affects the 
lungs characterized by fever, cough, and difficulty in breathing) screening test was administered upon hire for 
six sampled newly hired employees. The facility census was 46. 
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