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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0686 Provide appropriate pressure ulcer care and prevent new ulcers from developing.

Level of Harm - Immediate 22409

jeopardy to resident health or

safety See Event ID 56TT12.

Residents Affected - Some Based on observation, interview, and record review, the facility failed to ensure treatments were completed

as ordered by the physician for three residents (Resident #19, #21, and #22). Facility nursing staff
documented the treatments as completed, although they were not completed. The facility identified 15

residents with pressure ulcers. Four were sampled and problems were found with three. The census was
164.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0759 Ensure medication error rates are not 5 percent or greater.

Level of Harm - Minimal harm or 22409
potential for actual harm
See Event ID 56TT12.
Residents Affected - Few

This deficiency is uncorrected. For previous examples, refer to the Statement of Deficiencies dated 6/18/24.

Based on observation, interview and record review, the facility failed to ensure a medication error rate of less

than 5%. Out of 25 opportunities for errors, two errors occurred, resulting in an 8.0% medication error rate
(Residents #15). The census was 164.
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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.
Level of Harm - Minimal harm or

potential for actual harm 22409

Residents Affected - Few See Event ID 56TT12.

This deficiency is uncorrected. For previous examples, refer to the Statement of Deficiencies dated 6/18/24.

Based on observation, interview and record review, the facility failed to ensure staff accurately documented
on the treatment administration record (TAR) when pressure ulcer (localized damage to the skin caused by
prolonged pressure) treatments were not completed as ordered for three residents (Residents #19, #21 and
#22). In addition, one resident (Resident #15) requested and received pain medication without staff
documenting the medication was given, including where the resident's pain was located, and the intensity of
the resident's pain. The census was 164.
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