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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

Level of Harm - Actual harm
*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
Residents Affected - Few observation, staff, resident and Nurse Practitioner interviews, the facility failed to provide care in a
safe manner when the resident fell from the bed during incontinence care, reported knee and hip pain
at a level of 9 out of 10 on a scale with 0 being no pain and 10 being the worst pain ever. The resident
required evaluation at the emergency department where she was diagnosed with a non-displaced
medial femoral condylar fracture (a fracture at the end of the thigh bone near the knee joint where the
bones rub together causing pain and requiring strict immobilization for healing). This deficient

practice affected 1 of 3 residents (Resident #1) reviewed for accidents. Findings included:A review of
the manufacturer's information for the circular adjustable bed rail dated 2026 indicated that the rail
was a bed mobility device that was not intended to prevent a user from inadvertently rolling out of

bed. The bed rail had a solid steel locking mechanism that offered the user support during transfers.
Resident #1 was admitted on [DATE] with diagnosis of stroke with left sided hemiparesis (muscle
weakness or partial paralysis on one side of the body). A review of Resident #1's care plan revealed a
problem dated 6/15/26 which stated that the resident used a circular bed rail to enable the resident

to maintain as much independence with bed mobility as possible, with increased risk for

complications including entrapment and injuries. Interventions included to ensure the resident was
positioned correctly with proper body alignment while the device was in use, evaluate the use of bed
rails along with risks/benefits, possible alternatives to device, need for ongoing use and reason for
use, and offer appropriate level of assistance to promote safety. A care plan problem related to
self-care deficit indicated that Resident # 1 required extensive assistance with bed mobility. Review

of Resident # 1's quarterly minimum data set (MDS) assessment dated [DATE] indicated that the
resident was cognitively intact with no behaviors and had impaired range of motion of the upper and
lower extremities. Activities of daily living including transfers and bed mobility were not coded on the
MDS assessment. Resident #1 weighed 206 pounds, her height was 62 inches, she did not receive an
anticoagulant (blood thinner) medication, bed rails were not coded as a restraint used in bed and the
resident had no falls. An interview with Nurse Aide (NA) #6 on 7/7/26 at 4:50 PM revealed that she
was assigned to Resident #1 on 6/25/26 on the 3:00 PM to 11:00 PM shift. NA #6 stated that she was
providing incontinence care to Resident #1 when she turned the resident on her side. NA #6 stated
Resident #1 was in the center of the bed when the NA turned the resident away from her. Resident #1
was facing away from the NA. Resident #1 was holding the circular bed rail when it bent and was
turned flat on it's side instead of upright against the bed. NA #6 stated that Resident #1 fell on to the
floor when the bed rail bent. NA #6 stated that Resident #1 told her that the bed rail was loose prior to
the incident. Review of a nursing progress note dated 6/25/26 at 5:30 PM written by Nurse #7 stated
that the nurse was called to Resident # 1's room by the Nurse Aide (NA) and upon entering the room
(continued on next page)
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F 0689 the resident was observed lying on the floor on her left side near the door. NA stated that resident had
rolled out of bed when she was being changed. The circular bed rail was bent down toward the

Level of Harm - Actual harm ground. Resident # 1 stated she was having pain in her left hip and knee. The on-call physician was
notified and new orders for x-rays were received. The nursing progress note indicated that the mobile

Residents Affected - Few X-ray company was unable to complete the exams ordered until the following day. The resident and

resident representative requested transfer to the emergency department for evaluation. An interview
with Nurse #7 was conducted on 7/9/26 at 9:38 AM. Nurse #7 was assigned to Resident #1 on
6/25/26 from 7:00 AM to 7:00 PM. Nurse #7 stated that NA #6 alerted her that Resident #1 fell from
bed during incontinence care. Nurse #7 stated that Resident #1 was observed laying on the floor on
her left side facing the wall. Resident #1 stated that she was using the circular bed rail to hold herself
on her side while she was receiving incontinence care. Nurse # 7 stated that she observed the bed
was at waist height and the bed rail was not upright like it should have been. The resident stated that
the bed rail gave out and she went down. Resident #1 was in a lot of pain. Nurse # 7 stated that she
called the on-call provider who ordered x rays. The mobile x ray company was not going to be able to
obtain the x rays until the following day. Nurse # 7 stated that Resident #1 and her family member
requested that the resident be transported to the hospital. Nurse # 7 stated that the Nurse Aides had
not reported that the bed rail was broken prior to the incident. A review of an emergency department
note dated 6/25/26 at 9:09 PM indicated that Resident #1 presented due to a fall in which she rolled
off the bed when the railing of the bed broke. Resident # 1 reported pain in her left hip and knee at a
level of 9 out of 10 upon arrival. The resident's physical exam revealed left hip tenderness and
decreased range of motion and left knee swelling, tenderness and decreased range of motion. A
computed tomography test of the left lower extremity revealed a non-displaced medial femoral
condylar fracture (a fracture at the end of the thigh bone near the knee joint where the bones rub
together causing pain and requiring strict immobilization for healing) with soft tissue swelling. The
plan indicated that Resident #1 was to be placed in a splint over the knee from the mid-thigh to mid
lower leg and follow up with the orthopedic specialist within one week. Resident was prescribed
oxycodone 5 milligrams every 8 hours as needed for severe pain for up to 5 days. A nursing progress
note dated 6/26/26 at 9:20 AM revealed that Resident # 1 returned to the facility via stretcher.
Resident #1 complained of generalized pain when repositioned and when the head of the bed was
raised. The note indicated scheduled pain medication was given on arrival. An interview and
observation was conducted with Resident # 1 on 7/7/26 at 12:15 PM. Resident was observed in bed
with small circular loop siderails in the raised position at the head of the bed on each side of the bed.
Resident #1 was observed with a large splint on her left leg from her upper thigh to her ankle.
Resident stated that she fell out of bed recently and broke her leg and it was very painful. Resident #1
stated the railing collapsed causing her to fall and it was very traumatic physically due to the pain
and emotional due to limiting her mobility. Resident #1 stated that the railing was loose prior to her
fall and she had reported to NA #8 and Nurse #9 on 6/22/26 that the railing was loose several days
prior to the incident. Resident #1 stated that no one came to fix the rail after she reported it. An
interview was conducted with the Maintenance Director on 7/7/26 at 12:35 PM. The Maintenance
Director stated that he was not aware of a problem with Resident # 1's railing until after the resident
fell from the bed. The Maintenance Director stated he checked Resident #1's rail but he could not
recall the date. The Maintenance Director stated that Resident #1 had not reported a problem with the
railing to him. An interview with the Administrator on 7/8/26 at 10:30 AM revealed that the facility
was responsible for ensuring the safety of the residents during care. The Administrator revealed that
there was a system failure with maintenance issues being addressed timely. An interview with the
(continued on next page)
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F 0689 Nurse Practitioner (NP) on 7/9/26 at 10:15 AM revealed that the fall caused Resident #1's
nondisplaced condylar femur fracture. The NP stated that the type of fracture that Resident #1

Level of Harm - Actual harm sustained was caused by force being exerted onto the bone or by trauma to the bone consistent with
a fall. The NP indicated that the focus now was on immobilizing Resident #1's leg to promote healing

Residents Affected - Few and managing the resident's pain. The facility presented a draft of a corrective action plan that was

not accepted due to the auditing and monitoring were not clearly defined.
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F 0909 Regularly inspect all bed frames, mattresses, and bed rails (if any) for safety; and all bed rails and
mattresses must attach safely to the bed frame.

Level of Harm - Actual harm
Based on record review and staff interviews, the facility failed to ensure that a circular bed rail was
Residents Affected - Few maintained in safe working condition. As a result, the rail did not remain secure, and the resident fell
from the bed during care sustaining a fractured femur (the long thigh bone). This deficient practice
affected 1 of 1 resident (Resident #1) reviewed for bed rails. Findings included:A review of the
facility's Bed and Bedrail Safety Inspection Policy dated 11/2025 indicated that maintenance
personnel and clinical staff were responsible for bed safety. The policy indicated that all beds must

be inspected regularly to ensure compliance with safety standards. The policy required that the
maintenance director go into the resident room and inspect the bed and confirm that the installation of
the rails follow the manufacturer specifications. The Maintenance Director and clinical staff were
unable to provide documentation of the safety checks of the bed rails.A review of the manufacturer's
information for the circular adjustable bed rail dated 2026 indicated that the rail was a bed mobility
device that was not intended to prevent a user from inadvertently rolling out of bed. The bed rail had a
solid steel locking mechanism that offered the user support during transfers. A facility form located

on a clip board at the nurses' station on the unit that Resident #1 resided on titled Routine
Maintenance Needs was reviewed. The form was a log with columns to enter the date, issue, location
of the issue, the name of the reporter, maintenance reviewed date and maintenance
resolution/progress. The form stated for all emergent needs to call maintenance. The form indicated
an entry reported by Nurse Aide (NA) # 8 dated 6/22/26 which indicated Resident #1's bed rail was
broken. An interview was conducted via phone with Nurse #9 on 7/9/26 at 12:42 PM. Nurse #9
indicated that she was assigned to Resident #1 on 6/22/26 from 7:00 PM to 7:00 AM. Nurse #9 stated
that NA #8 told her that the bed rail was loose. Nurse #9 stated that she instructed NA #8 to put an
entry on the maintenance log at the nurse's station. Nurse #9 indicated that she looked at the bed rail
and noted that it was loose. Nurse #9 indicated that normally the Maintenance Director checked the
log at the nurse's station so she assumed that Resident #1's bed rail would be repaired. Attempts
were made to interview NA#8 with voice mail messages and text messages on 7/9/26 at 9:00 AM and
7/10/26 at 9:00 AM. No return call was received. NA #8 was no longer employed at the facility. An
interview with Resident #1 conducted on 7/7/26 at 11:30 AM. During the interview Resident #1 was
observed with a splint on her leg from the upper thigh to the ankle. Resident #1 stated that she fell
out of bed recently and broke her leg and it was very painful. Resident #1 stated that when she fell,
the railing collapsed and it was very traumatic. Resident #1 stated that the railing was loose prior to
the incident. Resident #1 stated that she had reported to NA #8 and Nurse #9 that the railing was
loose prior to the incident. Resident #1stated that no one came to fix the rail after she reported it.
Resident #1 indicated that the Maintenance Director was not checking the bed rails daily nor had he
completed a thorough monthly inspection of the rails. An interview was conducted with NA #7 on
7/7/26 at 4:30 PM. NA #7 reported that she had been assigned to Resident #1 during the week prior to
the fall. She stated that Resident #1 informed her that the bed rail was loose, and she assumed the
issue had already been reported. NA #7 confirmed that she did not personally report the loose rail, did
not check or test the rail herself, and did not submit a work order for repair. NA #7 indicated that she
was familiar with the maintenance work order system but did not review the Routine Maintenance

Log located on the clipboard at the nurses' station to verify whether the loose rail had already been
documented. She also did not enter a work order into the computer. NA #7 explained that she typically
worked in another area of the facility and was new to this assignment. She stated that she had been
(continued on next page)
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F 0909 focused on becoming familiar with the residents and the routine and therefore did not take the time to
determine whether the loose rail had been reported, nor did she inform the nurse on duty.An interview

Level of Harm - Actual harm with NA #6 was conducted on 7/7/26 at 4:50 PM. NA #6 reported that she worked in the facility on an
as"needed basis and was assigned to various halls. She stated that she was assigned to provide care

Residents Affected - Few for Resident #1 on 6/25/26 on the 3:00 PM to 11:00 PM shift. NA #6 indicated that at the start of her

assignment on 6/25/26 she was unaware that Resident #1's bed rail was loose. She explained that at
approximately 5:15 PM, Resident #1 requested assistance with incontinence care. NA #6 stated that
Resident #1 was holding onto the circular bed rail while the NA turned the resident onto her side. NA
#6 indicated that the circular bed rail bent and rotated flat rather than remaining upright to support the
resident. As a result, Resident #1 fell to the floor. Following the fall, NA #6 reported that Resident #1
stated the bed rail had been loose for several days prior to the incident, although the resident had not
told her this prior to providing the incontinence care.Review of a nursing progress note dated 6/25/26
at 5:30 PM written by Nurse #7 stated that the nurse was called to Resident # 1's room by the NA and
upon entering the room the resident was observed lying on the floor on her left side near the door. The
NA stated that Resident #1 had rolled out of bed when she was being changed. The circular bed rail
was bent down toward the ground. Resident # 1 stated she was having pain in her left hip and knee.
The on-call physician was notified and new orders for X-rays were received.An interview with Nurse
#7 was conducted on 7/9/26 at 9:38 AM. Nurse #7 reported she had been assigned to Resident #1 on
6/25/26 from 7:00 AM to 7:00 PM and noted that she was new to the facility. Nurse #7 stated that NA
#6 notified her that Resident #1 had fallen during incontinence care. Nurse #7 stated that upon
entering the room, she observed Resident #1 lying on the floor on her left side, facing the wall. She
reported that the bed was positioned at waist height and that the circular side rail was not in the
upright position as expected. Nurse #7 stated that Resident #1 was in significant pain. According to
Nurse #7, Resident #1 and her family member requested that the resident be transported to the
hospital for evaluation, so the resident was transferred to the emergency department. An interview
with Resident #1 on 7/9/26 at 12:10 PM revealed that the accident could have been avoided if the bed
rail had been fixed.A review of an emergency department note dated 6/25/26 at 9:09 PM indicated
that Resident # 1presented due to a fall in which she rolled off the bed when the railing of the bed
broke. Resident # 1 reported a pain level of 9 out of 10 upon arrival. Resident # 1 stated that she had
pain in her left hip and knee. The resident's physical exam revealed left hip tenderness and decreased
range of motion and left knee swelling, tenderness and decreased range of motion. A computed
tomography test of the left lower extremity revealed a non-displaced medial femoral condylar

fracture, a crack at the end of the long thigh bone close to the knee joint in which the bones remain
aligned. This type of traumatic fracture requires close monitoring to prevent displacement of the bone
with immobilization using a splint or brace with bone healing taking up to 3 to 4 months. The plan
indicated that Resident #1 was to be placed in a splint over the knee from the mid-thigh to mid lower
leg and follow up with the orthopedic specialist within one week. An interview was conducted with

the Maintenance Director on 7/7/26 at 12:35 PM. He explained that the facility's process for handling
maintenance work orders required staff to document any broken or faulty equipment on the Routine
Maintenance Needs form kept on a clipboard at the nurse's station and to also enter a corresponding
work order into the computer system. The Maintenance Director stated that he was not aware of any
issue with Resident #1's bed rail until after the fall occurred on 6/25/26. He reported that he was
expected to check the clipboards at the nurse's stations daily and address the entries as soon as
possible but acknowledged that this did not always occur. He stated that he did not see the 6/22/26
entry written by NA #8 regarding Resident #1's bed rails and did not receive notification that a work
(continued on next page)
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F 0909 order had been entered in the computer. The Maintenance Director explained that his computerized
maintenance program required monthly checks of all bed rails. He stated that he did not have an

Level of Harm - Actual harm assistant and did not have sufficient time to complete thorough monthly inspections as required, but
he attempted to perform visual checks of bed rails while walking through the halls. He also indicated

Residents Affected - Few that he had not informed his supervisor or the Administrator that he was unable to keep up with the

required maintenance and inspection schedule. The Maintenance Director reported that he had
checked Resident #1's bed rail at some point but could not recall the date. He stated that neither
Resident #1 nor any staff had reported a problem with the bed rail to him prior to the incident. He
added that he stayed late on 6/25/26 and was informed that Resident #1's bed rail was broken after
her fall. He stated that he repaired the rail after Resident #1 was transferred to the hospital.An
interview with the Administrator was conducted on 7/8/26 at 10:30 AM. The Administrator reported
that following the incident, she and the Maintenance Director reviewed a manufacturer-provided
instructional video on proper bed rail installation, after which all bed rails in the facility were
inspected to ensure correct installation. She stated that this type of bed rail had been used in the
facility for several years, and prior to the incident she had not been aware of the specific
requirements for proper installation. The Administrator explained that she expected the Maintenance
Director to routinely inspect all bed rails for gaps, looseness, or improper alignment to ensure
compliance with safety standards. She stated that she was not aware that the Maintenance Director
was not conducting the inspections of the bed rails regularly. Additionally, she expected the
Maintenance Director to check the Routine Maintenance Log on the clipboards at the nurses' stations
daily and address identified issues as soon as possible. The Administrator reported that following the
incident, staff were educated on the importance of addressing any malfunctioning equipment such as
bed rails immediately to ensure resident safety.The facility provided the following plan of correction
for the deficient practice:1.Address how corrective action will be accomplished for those residents
found to have been affected by the deficient practice.Facility failed to ensure a comprehensive and
effective equipment safety and communication/process for all resident care equipment, resulting in
non"compliance with exposing residents and staff to potential injury from failure to immediately
remove, tag out, and effectively communicate to ensure repair; this deficient practice also included
failure to ensure staff reported the concern, in this case ?loose' assist rail for immediate replacement.
Resident #1 fell from bed during care on 06/25/26 when the grab bar became disconnected from bed.
On 06/25/26, resident #1 assessed by licensed practical nurse, on-call provider made aware,
responsible party made aware, resident #1 sent to local emergency room for evaluation. Resident #1
returned to facility on 06/26/26 noted with a non-removable splint in place and diagnosis of left
displaced femur fracture. Orders received for follow-up with orthopedic physician. On 06/25/26,
assigned nursing assistant performing care during incident was removed from duty pending
completion of investigation. On 06/26/26 resident transitioned from prior bed to a hospital bed with
loop grab bars for safety. Resident assessed and remains appropriate for use of device. Consent
obtained from resident with education on risks/benefits discussed by Nursing Home Administrator.
2.Address how the facility will identify other residents having the potential to be affected by the same
deficient practice.On 06/26/26 Nursing leadership began confirmation that no residents were exposed
or injured during the period of deficient practice by performing head™to"toe skin assessments for all
residents with BIMs <12 and interviews were conducted with all alert and oriented residents with
BIMs >12. This was completed under the supervision of the Director of Nursing by 07/01/26.0n
06/26/26 the Director of Nursing, Nursing Home Administrator, and clinical management
team-initiated interviews with all available nursing staff to assess awareness of any resident care
(continued on next page)
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F 0909 equipment that needed repair, malfunctioning, damaged, or otherwise not functioning as intended.
Information obtained during the interviews was reviewed by facility leadership, and any identified

Level of Harm - Actual harm equipment concerns were promptly communicated to the appropriate department for evaluation,
repair, replacement, or follow-up as indicated. No concerns identified through staff interviews. This

Residents Affected - Few was completed on 06/30/26.0n 6/29/26 the Administrator and Maintenance conducted a 100% audit

of all resident care equipment to verify proper functioning. Any equipment found to be malfunctioning
was immediately removed from service. The audit was completed on 06/29/26 and reviewed with the
Maintenance Director. Immediate repair or removal of any resident care equipment identified as
needing repair was either repaired immediately or removed from use, tagged Out of Service and
scheduled for repair. 100% completed by 07/01/26.0n 07/01/26 the Maintenance Director, Nursing
Home Administrator, or Regional Maintenance Director confirmed that all equipment remaining in use
for resident care was fully functional and safe. On 07/01/26 the Regional Maintenance Consultant
made quality rounds validating all grab bars and bed rails in place had proper installation. No concerns
identified.On 07/01/26 under the direction of the Licensed Administrator, Maintenance Director, and
Regional Maintenance Director consultant, all equipment located within the facility was validated to
be in good repair, including therapy, central supply, and all storage locations. No concerns
identified.On 07/01/26 the application of Tagout Controls was implemented for any equipment
identified as unsafe or requiring repair, Out of Service tags placed on all nursing units by the Regional
Maintenance Director on 07/01/26.3.Address what measures will be put into place or systemic
changes made to ensure that the deficient practice will not recur.On 6/26/26, Nursing Home
Administrator, Director of Nursing, and/or Staff Development Coordinator began staff education on
the facility's Tagout policy, including communication process for notification of items in need of repair
to include: immediate removal of malfunctioning equipment, required notification to the supervisor,
Maintenance Director, and/or Administrator via telephone if leadership is not on site, proper
application of Out of Service tag and removal from patient care area, utilization of work order
electronic system and placement of work orders into electronic work order system. Education also
includes critical versus non-critical equipment repair needs. Education completed on 07/01/26.0n
06/30/26 100% staff competency validated by the Staff Development Coordinator through post™test
quiz ensuring understanding of the education provided. Validation completed on 07/01/26.0n
07/01/26 all work orders, critical and non-critical will be entered in the electronic work™order

tracking system. will be clearly posted for all staff with a universal login and step”by"step
communication details. Communication instructions, logs, and OUT OF SERVICE tags will be located
at each nursing station. Clipboards will be mounted to prevent removal. Administrator will validate
placement three times weekly. Administrator will compare logs to staff compliance with electronic
work order system. All actions noted in place on 07/01/26. The training was completed on or before
07/01/26. The Nursing Home Administrator, or Director of Nursing (DON)/designee will ensure that
any staff member who has not completed the required in-service education by the designated
completion date will not be permitted to work until the training is completed. This in-service has been
incorporated into the facility's new hire orientation and agency staff onboarding process to ensure
ongoing compliance.4.Indicate how the facility plans to monitor its performance to make sure that
solutions are sustained.An ad hoc Quality Assurance Performance Improvement (QAPI) meeting was
held on 6/26/26 with decision made to proceed with corrective action plan regarding equipment to
monitor and audit. The Maintenance Director, Nursing Home Administrator, or designee will monitor
compliance with the facility's equipment safety and tag-out process through a structured auditing and
competency program.Beginning 07/05/26 Maintenance Director or Administrator will audit 25% of
(continued on next page)
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F 0909 resident rooms weekly, ensuring 100% coverage monthly for 12 weeks, then 25% monthly for 3 months.
The Tagout and Room Device audit includes equipment requiring tagout, verification of proper devices

Level of Harm - Actual harm in room, verification that devices are in proper working order, and documentation of findings. Results
will be submitted to QAPI monthly. Any failure triggers will require immediate retraining and root

Residents Affected - Few cause analysis.Beginning third quarter, July 2026 of calendar year, Quarterly Competency Drills will

be completed for one year on all shifts, including weekends by Nursing Home Administrator oversight.
Drills will be presented to QAPI for review.On 07/05/26 the Nursing Home Administrator will provide
audit oversight and will review weekly and monthly audits for the Tagout and Room Device Audit and
sign off on corrective actions. Administrator will review the quarterly drills for the Tagout Drill and
present to QAPI for review. Regional Maintenance Consultant oversight will monitor electronic work
order system to ensure maintenance concerns are appropriately prioritized, assigned, and addressed
within established timeframes. Oversight will begin for week of 07/05/26 to occur weekly x 12 and
then monthly x 3. Monitoring will be present to QAPI monthly.On 07/05/26, Nursing Home
Administrator will begin audit to ensure staff awareness for equipment safety and functionality by
interviewing 5 random staff weekly x 2 and monthly x 3.Reports of audit findings, identified trends,
competency results, and corrective actions will be presented to the facility's monthly Quality
Assurance and Performance Improvement (QAPI) Committee by the Administrator and/or Director of
Nursing to ensure appropriate corrective actions are initiated and maintained. Compliance will be
monitored through the ongoing auditing program, and results will be reviewed at each monthly QAPI
meeting.The monthly QAPI Committee meeting is attended by, at a minimum, the Administrator,
Director of Nursing (DON), MDS Coordinator, Therapy Representative, Health Information Management
(HIM) Representative, and Dietary Manager. The committee will evaluate audit outcomes, monitor the
effectiveness of corrective actions, identify opportunities for improvement, and determine whether
additional interventions or monitoring are necessary to ensure sustained compliance and resident
safety.The date of compliance was 7/2/26.0n-site validation of the corrective action plan revealed
that in-service education was provided to all staff regarding the process for notification of items in
need of repair including immediate removal of malfunctioning equipment, required notification to the
supervisor, proper application of Out of Service tag and removal from patient care area, utilization of
work order electronic system and placement of work orders into electronic work order system. The
education also included critical versus non-critical equipment repair needs. The validation of the plan
indicated that all education was completed as of 07/01/26. Audits of equipment safety and staff
awareness of equipment safety and functionality were initiated on 7/5/26. Interviews with staff from
various departments and shifts validated that education was provided regarding equipment safety
procedures. Date of compliance of 7/2/26 was validated.
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F 0755 Provide pharmaceutical services to meet the needs of each resident and employ or obtain the
services of a licensed pharmacist.
Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, and interviews with staff, and the Consultant Pharmacist, the facility failed to maintain
Residents Affected - Few a system of records of receipt and disposition of a controlled medication (Alprazolam - an antianxiety

medication) sufficient to enable accurate reconciliation. The Director of Nursing (DON) rewrote a
controlled medication count sheet for a residents Alprazolam after administration times had been
altered by nursing staff, replacing the original sheet instead of retaining it. The DON also signed the
rewritten sheet as a witness to a controlled dose being wasted, although staff confirmed no waste
ever occurred. The facility was unable to produce the original controlled medication count sheet for
review. This occurred for 1 of 2 residents reviewed for medication administration (Resident #2).
Findings included:Resident #2 was admitted on [DATE] with diagnoses including anxiety. A
physician's order dated 2/3/26 for Resident #2 revealed Alprazolam 0.25 milligram (mg) to be
administered orally every 8 hours as needed for anxiety. Review of a copy of the controlled
medication count sheet for Resident #2's Alprazolam 0.25 mg revealed that on 2/12/26 at 12:55 AM,
Nurse #1 documented administering one dose of Alprazolam. This entry had been crossed out and
replaced with a notation indicating that Nurse #1 and the Director of Nursing (DON) signed as
witnesses to one dose being wasted at the same time.Further review of the controlled count sheet
revealed that on 2/12/26 at 4:55 AM, Nurse #1 documented administering another tablet of
Alprazolam to Resident #2, which did not meet the ordered 8"hour interval between doses.During an
interview on 7/8/26 at 4:30 PM with the Director of Nursing (DON) and Corporate Nurse Consultant,
the DON stated that on 2/12/26, Nurse #2 reported to Unit Manager #1 that Resident #2's Alprazolam
had been administered too early by the night"shift nurse (Nurse #1). The DON stated she was new in
her position and sought guidance from the previous DON (Unit Manager #2) on how to correct the
medication error. The DON stated that in order to fix the medication error Unit Manager #2 accessed
Resident #2's electronic medical record, crossed out the original administration times, and rewrote
them to match the ordered 8" hour interval. The DON stated that when she returned to work two days
later (2/16/26), Nurse #2 reported more concerns with Resident #2's Alprazolam stating that her
(Nurse #2's) medication administration times had changed. The DON saw that the administration
times on the controlled medication count sheet had been crossed out and replaced with different
administration times. The DON stated that because the count sheet had been altered, she created a
new controlled medication count sheet for Resident #2's Alprazolam and required all nurses who
administered the medication since 2/3/26 to sign the new sheet. She stated Nurse #1 had
administered the Alprazolam too early, which was the medication error they were attempting to
correct. The DON also acknowledged she signed as a witness to a dose being wasted, though she did
not witness any waste, stating this was poor judgment. She confirmed the original controlled
medication count sheet could not be located. The DON stated she could not attest to whether the
remaining quantity of Alprazolam 0.25 mg for Resident #2 was accurate after signing as a witness to
a waste she did not observe. During a phone interview on 7/9/26 at 11:AM Nurse #2 stated on the
morning of 2/12/26 during her shift count of controlled medications she noticed that Nurse #1 had
administered Resident #2's Alprazolam too soon so she reported this to her Unit Manager (#1) who
reported to the DON. Nurse #2 stated the previous DON (Unit Manager #2) came in the facility a few
nights later and struck out the Alprazolam administration times in Resident #2's electronic medical
record. Nurse #2 stated then a new count sheet was started but due to the altered controlled count
(continued on next page)
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F 0755 sheet she could not confirm that the administration times or the actual count of Alprazolam were
accurate on the count sheet or in the electronic medical record during that time. During a phone

Level of Harm - Minimal harm interview on 7/9/26 at 11:45 AM, Unit Manager #2 (previous DON) stated she was no longer employed

or potential for actual harm at the facility. She reported that on or about 2/14/26, the current DON called her after her shift and
asked her to return to the facility to fix a medication error. She stated she was not given a clear

Residents Affected - Few explanation of the error but believed she was instructed to enter an Alprazolam dose administered by

Nurse #1 two nights prior. Unit Manager #2 stated she accessed Resident #2's electronic medical
record, went into the administration history, struck out all Alprazolam administrations documented
over the previous two days, then entered an as"needed Alprazolam dose administered by Nurse #1,
and then re"entered all the administration times she had removed. She acknowledged this was poor
judgment and stated she should not have altered medication administration times. She also reported
she did not verify the controlled medication count afterward and could not attest to whether the
Alprazolam count for Resident #2 was accurate during that time.During a phone interview on 7/9/26
at 3:00 PM Nurse #1 stated she did not realize that she gave an extra dose of Alprazolam to Resident
#2 on 2/12/26 until she returned to work the following day. Nurse #1 called the previous DON (Unit
Manager #2) and told her about the medication error. She stated Unit Manager #2 came in to the
facility to fix the medication error in Resident #2's electronic medical record. Nurse #1 stated she was
instructed to cross out the medication administration times on Resident #2's count sheet and sign
that one dose of Alprazolam was wasted. Nurse #1 stated one dose of Alprazolam was not wasted.
Nurse #1 stated her end of shift count on the morning of 2/12/26 was accurate but she could not
attest to the medication count after that time.During a phone interview on 7/9/26 at 3:45 PM the
Consultant Pharmacist stated monthly medication regimen reviews were conducted, and a second
Consultant Pharmacist audits medication carts. She stated the 2/18/26 audit notes showed issues
only with expired medications and reminders not to sign narcotics out early. She indicated controlled
medication count sheets should not be altered in order to ensure the accuracy, integrity, and proper
reconciliation of controlled medications.During an interview on 7/9/26 at 4:00 PM, the Administrator
stated medication counts must remain accurate and unaltered and indicated routine audits would be
implemented to ensure this.
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F 0757

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure each resident?s drug regimen must be free from unnecessary drugs.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and staff, and Nurse Practitioner interviews, the facility failed to administer an as
needed antianxiety medication (Alprazolam) according to the physician's order. This occurred for 1 of
2 residents reviewed for administration of controlled medications (Resident #2).Findings
included:Resident #2 was admitted on [DATE] with diagnoses including anxiety. The Minimum Data
Set (MDS) admission assessment dated [DATE] revealed Resident #2 had moderately impaired
cognition. Resident # 2 did not receive antianxiety medications during the assessment period. A
physician's order dated 2/3/26 for Resident #2 revealed Alprazolam 0.25 milligram (mg) to be
administered orally every 8 hours as needed (PRN) for anxiety.Review of a copy of the controlled
medication count sheet for Resident #2's Alprazolam 0.25 mg revealed the following entries:- 2/12/26
at 12:55°AM - Nurse™#1 documented administration, the entry was later crossed out and
countersigned by the Director of Nursing (DON) to indicate one dose was wasted.- 2/12/26 at
4:55"AM - Nurse™#1 documented administering another dose, just 4 hours after the prior dose, outside
the 8-hour order interval.Review of Resident #2's nursing progress notes from 2/12/26 between
12:00"AM and 7:00"AM contained no documentation of increased anxiety or behaviors that would
justify the additional PRN dose.Review of Resident #2's Medication Administration Record (MAR)
dated February 2026 revealed no behavior monitoring entries indicating increased anxiety during that
period. During a phone interview on 7/9/26 at 3:00 PM Nurse #1 stated she did not realize that she
gave an extra dose of Alprazolam to Resident #2 on 2/12/26 until she returned to work the following
day. Nurse #1 called the previous DON (Unit Manager #2) and told her about the medication error.
Nurse #1 stated she was instructed to cross out the medication administration times on Resident #2's
count sheet and sign that one dose of Alprazolam was wasted. She stated one dose of Alprazolam
was not wasted and she administered Alprazolam to Resident #2 twice during her shift at 12:55 AM
and again at 4:55 AM because Resident #2 had increased anxiety and requested Alprazolam. Nurse #1
stated she should have contacted the physician to get a one time order for an additional dose of
Alprazolam, but she did not do that. During a phone interview on 7/9/26 at 4:00 PM, the Nurse
Practitioner stated that Resident #2 was admitted for short"term rehabilitation and discharged home
on 2/21/26. She reported that her involvement was limited to the discharge assessment and that she
was not aware of any concerns related to uncontrolled anxiety. She noted that Alprazolam 0.25 mg
was a low dose but may still cause side effects such as increased sedation or drowsiness but there
was no change in Resident #2's condition reported to her during that time.During an interview on
7/9/26 at 1:30 PM the Director of Nursing confirmed the extra dose of Alprazolam administered to
Resident #2 on 2/12/26 at 4:55"AM was not in accordance with the order. She stated the entry
indicating a dose was wasted on the count sheet was poor judgment. She stated that although
Resident #2 experienced episodes of increased anxiety, Nurse #1 failed to obtain a one-time order
from the physician before administering an extra dose. The DON stated the physician was notified on
2/16/26 regarding the extra dose administered, but no additional orders were received.
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F 0842

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and staff interviews, the facility failed to maintain complete and accurate medical
records for 1 of 2 residents reviewed for administration of controlled medications (Resident
#2).Findings included: Resident #2 was admitted on [DATE] with diagnoses including anxiety. A
physician's order dated 2/3/26 for Resident #2 revealed Alprazolam 0.25 milligrams (mgs) to be
administered orally every 8 hours as needed for anxiety. Review of Resident #2's controlled
medication count sheet (an inventory log used to record a running total for each controlled

medication) revealed Alprazolam 0.25 mgs was removed from the locked storage on the following
dates and times:2/10/26 at 10:02 PM signed by Nurse #3 2/12/26 at 12:55 AM signed by Nurse #1
2/12/26 at 5:36 PM signed by Nurse #2 2/12/26 at 11:00 PM signed by Nurse #1 2/13/26 at 7:00 AM
signed by Nurse #1 2/14/26 at 9:30 PM signed by Nurse #3 2/16/26 at 9:56 AM signed by Nurse #4
Review of Resident #2's Medication Administration Record (MAR) dated February 2026 revealed no
documentation of Alprazolam administration for any of the above dates and times. The MAR contained
no initials, times, or notations indicating administration, refusal, delay, or omission.During a phone
interview on 7/9/26 at 1:15 PM, Nurse #3 stated she recalled administering Alprazolam to Resident #2
but had been instructed to re”sign the controlled count sheet during that time and must have

forgotten to document the medication on the MAR.During a phone interview on 7/9/26 at 3:00 PM,
Nurse #1 reported she had administered an extra dose of Alprazolam to Resident #2 on 2/12/26,
resulting in a medication error. She stated she was instructed to re"sign the controlled count sheet

and the missing MAR documentation may have been related to trying to correct the error or just
forgetting to sign the MAR. During a phone interview on 7/9/26 at 11:00 AM, Nurse #2 stated a new
controlled count sheet had been started for Resident #2, but she could not confirm specific
administration times. She believed she had signed the MAR when administering the medication.During
an interview on 7/9/26 at 1:00 PM, Nurse #4 stated she recalled administering Alprazolam to Resident
#2 for increased anxiety but, as a new staff member at the time, forgot to document the

administration on the MAR.During an interview on 7/9/26 at 1:30 PM, the Director of Nursing stated
that although a medication error occurred regarding Resident #2's Alprazolam and a new controlled
count sheet was initiated, nurses were required to document every administered medication on the
MAR.
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