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F 0607 Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Level of Harm - Minimal harm 32968
or potential for actual harm
Based on record review and staff interviews the facility failed to implement their abuse policy for staff to

Residents Affected - Few immediately report an allegation of resident-to-resident abuse to the facility management as soon as the
incident was observed. This occurred for 2 of 6 residents (Resident #57 and Resident #83) reviewed for
abuse.

Findings included.

The facility policy titled; Abuse, Neglect, and Exploitation revised 08/30/23 indicated facility staff must
immediately report allegations of abuse to the Administrator/Abuse Coordinator. The Administrator/Abuse
Coordinator will immediately begin an investigation and notify the applicable local and state agencies in
accordance with the procedures in this policy.

A facility initial report dated 06/20/24 revealed the facility received an allegation on 06/13/24 at 8:00 AM by
Nurse #9 was reviewing clinical record that revealed on 06/12/24 at 3:30 PM Resident #57 slapped Resident
#83 on the face. Administrator sent initial incident report to the Department of Health and Human Services
(DHHS) fax 06/13/24 at 8:43 AM.,

An interview was conducted on 08/27/24 at 3:05 PM with Nurse #7. Nurse #7 stated on 06/12/24 at
approximately 3:30 PM Resident #57 and Resident #83 were sitting in their wheelchairs together by resident
room laughing and being friends, when suddenly, Resident #57, for no apparent reason, slapped Resident
#83 on the face. Nurse #7 said she immediately separated the two residents, assessed Resident #83 for
injuries, which revealed none. Resident #57 was placed on every 15-minute checks. Nurse #7 said she
immediately informed Nurse #8 of the incident and started every 15-minute checks on Resident #57. She
said she reported the 06/12/24 abuse immediately to her nursing supervisor, but did not call the
Administrator. Nurse #7 said she thought her supervisor, Nurse #8, reported the incident to the
Administrator. Nurse #7 said she had received abuse training when she was first hired on 06/05/24, and
again from the 6/12/24 incident. She said the 06/13/24 abuse training included resident to resident incidents
were to be considered abuse and should be reported immediately to the Administrator.

A written statement from Nurse #8 revealed: On 06/12/24 the new employee [Nurse #7] asked her what she
should do about a patient hitting another patient, | stated, write a note about the incident and make sure to
document on the (every) 15-minute check list the occurrence. [Nurse #8] said she totally forgot about telling
her to call the on-call supervisor or Director of Nursing [DON].
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F 0607

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Attempted to interview Nurse #8 by phone and she was unable to be reached.

An interview was conducted on 08/27/24 at 3:45 PM with the Administrator. The Administrator stated she
was notified by Nurse #9 on 06/13/24 around 8:00 AM of the incident regarding Resident #57 and Resident
#83. The Administrator stated both Nurse #7 and Nurse #8 should have immediately called the Administrator
or DON right after the incident occurred. The Administrator stated staff had been trained numerous times to
report any incidents of abuse immediately. She stated the incident on 06/12/24 should have been reported
that day but stated that didn't happen. She stated a plan of correction regarding the abuse allegation and not
reporting abuse was initiated on 06/13/24.

The corrective action for the noncompliance dated 06/13/24 was as follows:

1.) Address how corrective action will be accomplished for those residents found to have been affected by
the deficient practice.

On 06/12/24 a severely impaired resident slapped another severely impaired resident's face who was sitting
next to her. Facility staff (Nurse #7 and Nurse #8) failed to report the incident until 06/13/24.

On 06/13/24 counseling and education was done by the Director of Nursing with the two employees (Nurse
#7 and Nurse #8) that failed to report timely.

2.) Address how the facility will identify other residents having the potential to be affected by the same
deficient practice.

On June 13, 2024, all staff were interviewed to ensure there were no additional cases of unreported abuse.
There were no additional findings.

3.) Address what measures will be put into place or systemic changes made to ensure that the deficient
practice will not recur.

On 06/13/24 the DON/Designee started abuse education with all staff. The training included in part; Resident
to resident incidents are considered abuse and must be reported immediately, separate residents, report to
supervisor, and call Administrator. Education was completed by 06/13/24. All staff would be required to sign
training signature sheet prior to their next shift.

4.) Indicate how the facility plans to monitor its performance to make sure that solutions are sustained.

The DON/designee to ask 5-staff members a week who the abuse coordinator is and if they know what to do
if they see abuse including resident to resident abuse allegations. Facility Administrator or designee will
conduct a 10-week audit to ensure that staff know what to do for abuse and who the abuse coordinator is.
Results will be reviewed at facility's QAPI (Quality Assurance Performance Improvement) meetings for the
duration of the 10-week audits including monitoring to ensure staff reported abuse allegations within the
required timeframe. Reviewed 10-week audits that were completed.

An ad hoc QAPI meeting was completed on 06/13/24 with the interdisciplinary team. The Medical Director
was notified by the Administrator.
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F 0607 5.) The facility alleged compliance with the corrective action plan on 06/14/24. The completion of the

self-imposed corrective action plan was verified on-site through staff interviews and record review
Level of Harm - Minimal harm or

potential for actual harm Validation of the corrective action plan was completed on 08/30/24. This included staff interviews and
in-service training that was received to ensure understanding and knowledge of the training provided. Staff
Residents Affected - Few interviews revealed following in-service training they had a better understanding of the reporting requirement

related to abuse allegations. The initial interviews were verified. There were no concerns identified. The last
QAPI meeting was held August 2024 where audit results were discussed. The corrective action plan was
validated to be completed as of 6/14/24.
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F 0758

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated,
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic
medications are only used when the medication is necessary and PRN use is limited.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44890

Based on record review and interviews with staff, the Medical Director, and the Consultant Pharmacist, the
facility failed to ensure an as needed (PRN) psychotropic medication Lorazepam prescribed for anxiety was
limited to 14 days or document the continued use with a rationale and duration for 2 of 5 residents (Resident
#45 and Resident #21 ) reviewed for medication administration.

Findings included.

1.) Resident #45 was admitted to the facility on [DATE] with diagnoses to include age-related cognitive
decline and dementia, moderate, with anxiety.

The physician orders for Resident #45 revealed an order written on 7/15/2024 for lorazepam (an antianxiety
medication) 0.5 milligrams (mg) tablet every 8 hours as needed (PRN). One tablet orally every 8 hours PRN
for dementia, moderate, with anxiety. There was no end date or rational documented for the lorazepam 0.5
mg every 8 hours PRN.

The Pharmacy Consultant's recommendations dated 7/30/2024 for Resident #45 revealed the following
recommendation: PROMPT RESPONSE REQUESTED. Resident #45 has a PRN order for an anxiolytic,
which has been in place for greater than 14 days without a stop date. Lorazepam 0.5 mg TAKE 1 TAB BY
MOUTH EVERY 8 HOURS AS NEEDED FOR ANXIETY. Please discontinue PRN lorazepam, tapering as
necessary. If the medication cannot be discontinued at this time, please document the indication for use, the
intended duration of therapy, and the rationale for the extended time period.

The August 2024 medication administration record for Resident #45 revealed from 8/1/2024 through
8/28/2024 she received 16 doses of lorazepam, 0.5 mg tablet PRN.

An interview was completed with the Director of Nursing (DON) on 8/29/2024 at 11:53 AM. The DON stated
new orders were reviewed every morning by administrative nursing staff. She further stated all medications
were reviewed and stop dates were verified for PRN medications. The DON indicated she did not know how
Resident #45's PRN lorazepam's stop date was missed. She stated that all psychotropic medications were
supposed to have a stop date and could not be PRN for more than 14 days.

An interview was completed with the Medical Director on 8/29/2024 at 12:02 PM. The Medical Director stated
it was the clinician's responsibility to make sure there was a stop date on all psychotropic medications. He
further stated that when clinicians were in a nursing home, they must follow the nursing home rules.

A telephone interview was conducted with the Consultant Pharmacist on 8/29/2024 at 2:33 PM. The
Consultant Pharmacist stated there was a problem at the facility with PRN psychotropic medications not
having a 14 day stop date. He stated that he thought the facility had put something in place to prevent this
from recurring. The Consultant Pharmacist stated he had even spoken to the Medical Director and that even
if a resident was on Hospice, all PRN medications needed to have a stop date.
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F 0758 40044

Level of Harm - Minimal harm or 2.) Resident #21 was admitted to the facility on [DATE] with diagnoses including vascular dementia and
potential for actual harm anxiety.

Residents Affected - Few A physician's order dated 04/27/24 for Resident #21 revealed Lorazepam 0.25 milligrams (mg). Give 0.25

mgs by mouth every 12 hours as needed for anxiety. This remained an active order.

Review of the Medication Administration Record (MAR) dated 04/27/24 through 08/28/24 revealed
Lorazepam 0.25 milligrams was not administered to Resident #21.

The Minimum Data Set (MDS) quarterly assessment dated [DATE] revealed Resident #21 was severely
cognitively impaired and received psychotropic medications.

Review of the Monthly Medication Review dated 07/30/24 conducted by the Consultant Pharmacist revealed
to add a stop date to Resident #21's Lorazepam 0.25 mg as needed order.

During an interview on 08/29/24 at 1:53 PM the Medical Director stated he was aware that as needed
psychotropic medications were to be limited in duration. He reported that the physicians were responsible to
write orders for psychotropic medications to include a 14 day stop date or document a rationale for continued
use. He indicated they had recently recognized the issue and would get it resolved.

During an interview on 08/29/24 at 2:07 PM the Director of Nursing (DON) along with the Regional Director
of Clinical Services stated interdisciplinary team meetings were held daily, and all new orders were reviewed
to verify that as needed psychotropic medication orders were limited to 14 days or had a rationale for
continued use. The Regional Director of Clinical Services reported they had recently realized the issue
regarding 14 day stop dates for psychotropic medications and were scheduled to meet with the Consultant
Pharmacist to discuss psychotropic medications and durations. She indicated they would initiate a 100%
audit of psychotropic medications to ensure a duration was on the order. She indicated education would be
provided to ensure 14 day stop dates were added to the medication orders.

During a phone interview on 08/29/24 at 6:35 PM the Consultant Pharmacist stated he was aware that a
14-day duration was not being added to as needed psychotropic medications. He reported he would be
working with the facility administration and the Medical Director to get the issue resolved.
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F 0759

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Ensure medication error rates are not 5 percent or greater.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35173

Based on observations, record review and staff interviews the facility failed to maintain a medication rate
greater than 5% when 4 medications were noted to be omitted. The result of the medication errors could
have resulted in a negative effect for 1 of 3 residents (Resident #45) observed for medication administration.
The medication error rate was 16%.

Findings included:
The Minimum Data Set admission assessment dated [DATE] revealed Resident #45 was cognitively aware.

On 08/28/24 at 9:10 AM a medication administration pass was observed with Nurse #2 for Resident #45.
Nurse #2 was observed preparing the following medications for administration: Amlodipine (medication to
treat high blood pressure) 10 milligrams (mg) one tablet, Aripiprazole (medication to treat psychosis) 5 mg
one tablet, Buspirone (medication to treat depression) 10 mg one tablet, Celebrex (medication to treat
arthritis) 100 mg one tablet, Divalproex (medication to treat epilepsy) 250 mg one tablet, famotidine
(medication to treat gastric reflux disease) 20 mg one tablet, hydrochlorothiazide (medication to treat high
blood pressure) 12.5 mg one tablet, Lasix (a diuretic medication to remove fluid) 20 mg one tablet, Lisinopril
(medication to treat high blood pressure) 20 mg one tablet, Myrbetriq (medication for overactive bladder) 25
mg one tablet, primidone (medication to treat epilepsy) 50 mg one tablet, Potassium (supplement
medication) 10 milliequivalents one tablet, Memantine (medication to treat dementia) 10 mg one tablet,
Propranolol (medication to treat high blood pressure) 10 mg one tablet, and Sertraline (medication to treat
depression) 50 mg 3 tablets.

After preparing the medications, Nurse #2 entered Resident #45's room and asked Resident #45 if she was
having any pain and what the scale of pain was from 1 - 10. Resident #45 stated she wanted her Tramadol
medication for a pain level of 6 out of 10 and also asked for her antianxiety medication.

On 08/28/24 at 9:15 AM, Nurse #2 was observed preparing the Tramadol (a medication to treat pain) 50 mg
one tablet and Lorazepam (a medication to treat anxiety) 0.5 mg one tablet. Nurse #2 added the two
additional medications to medication cup and entered Resident #45's room. Nurse #2 was observed
administering all the medications she prepared for Resident #45. Resident #45 was noted to have swallowed
all the medications that Nurse #2 handed her.

An interview with Nurse #2 on 08/28/24 at 9:20 AM revealed she had completed her medication
administration pass for Resident #45 and had administered all of her medications that were ordered.

a. A review of the physician medication orders during reconciliation on 08/28/24 at 9:30 AM, it was noted
Nurse #2 had omitted administering Resident #45 the physician ordered Budesonide suspension nebulizer
(an inhaling medication that reduces inflammation and swelling in the lungs) 0.25 mg/2 milliliters 1 vial twice
a day.

A follow up interview with Nurse #2 on 08/28/24 at 9:45 AM revealed she had administered the Budesonide
nebulizer treatment earlier this morning because Resident #45 was feeling short of breath.
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F 0759

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

b. A review of the physician medication orders during reconciliation on 08/28/24 at 9:30 AM, it was noted
Nurse #2 had omitted administering two medications to treat constipation: Sennosides-Docusate Sodium two
tablets to be given twice daily, and MiraLAX 17 grams once daily.

A follow up interview was conducted with Nurse #2 on 08/28/24 at 9:45 AM. Nurse #2 revealed she held the
Sennosides and MiraLAX because the resident was having loose stools a couple of weeks ago when she
was on the rehab hall. Nurse #2 was asked if she asked Resident #45 if she was still having loose stools
before she held the medications and she stated No. Nurse #2 stated she should have asked Resident #45 if
she was still having loose stools and if she wanted her medications and should not have assumed Resident
#45 was going to say No.

An interview was conducted with the DON on 08/29/24 at 3:00 PM. The DON stated Nurse #2 should have
assessed Resident #45 to see if she was having loose stools before making the decision to hold the
medication. The DON stated if Resident #45 had asked to hold her Sennosides and MiraLAX, it was the
nurse's responsibility to notify the physician and obtain an order to hold the medication. The DON further
added, Nurse #2 should not have held the medications for loose stools Resident #45 was having 2 weeks
ago.

c. A review of the physician medication orders during reconciliation on 08/28/24 at 9:30 AM, it was noted
Nurse #2 omitted administering Aspirin (supplement) 81 mg one tablet.

A follow up interview with Nurse #2 on 08/28/24 at 9:50 AM was conducted. Nurse #2 stated she
administered the Aspirin to Resident #45. At this time, the medications that were previously dispensed were
reviewed with Nurse #2 revealing that Aspirin 81 mg was not noted on the list of medications already
administered as observed during her medication pass. Nurse #2 stated | guess | must have missed it. Nurse
#2 removed the Aspirin from the drawer to prepare to administer to Resident #45. As Nurse #2 entered
Resident #45's room to administer the Aspirin, she asked Resident #45 if she would wanted her Sennosides
and or MiraLAX. Resident #45 refused both medications at this time as she was having loose stools. Nurse
#2 administered Resident #45 her ordered Aspirin. At this time, Resident #45 was asked by this writer how
she was feeling after her breathing treatment this morning. Resident #45 reported she had not received
nebulizer treatments in weeks. Resident #45 was noted to have no shortness of breath or difficulty breathing
at this time.

A follow up interview with Nurse #2 on 08/28/24 at 9:50 AM was conducted. Nurse #2 stated she never said
that Resident #45 received the Budesonide. Nurse #2 was reminded that she indicated the resident was
feeling short of breath and she administered the nebulizer earlier this morning. Nurse #2 stated she
misspoke and stated she did not administer the nebulizer earlier this morning. Nurse #2 stated she would
notify the physician regarding Resident #45's refusal of the Sennosides and MiraLAX due to loose stools and
to change the treatments to as needed for the Sennosides, MiraLAX and Budesonide.

An interview was conducted with the DON on 08/29/24 at 3:00 PM. The DON stated her expectation of
Nurse #2 was to ensure she was administering all medications as physician ordered. The DON stated she
would have expected Nurse #2 to administer the Budesonide as ordered, and if Resident #45 refused the
medication, she would have expected Nurse #2 to notify the physician that resident was refusing which
would have warranted a reevaluation of Resident #45 to determine if the medication was still required.
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Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

Ensure that residents are free from significant medication errors.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 40044

Based on observations, record review, staff, the Medical Director, and the Consultant Pharmacist interviews
the facility failed to a.) implement an order for Metoprolol 12.5 milligrams twice a day (a beta blocker
indicated for the treatment of hypertension and heart failure) that was prescribed for atrial fibrillation (irregular
heart rhythm) and b.) implement an order for Magnesium Oxide 400 milligrams prescribed as a supplement
for low magnesium levels. This occurred for 1 of 5 residents (Resident #21) reviewed for medication
administration.

Findings included.

1. Resident #21 was admitted to the facility on [DATE] with diagnoses including atrial fibrillation, long term
use of anticoagulants, congestive heart failure, and hypomagnesemia.

a.) A physician's order dated 05/04/24 for Resident #21 revealed Metoprolol 12.5 milligrams twice a day.
Hold for systolic blood pressure less than 110 mm/hg (millimeters of mercury) or heart rate less than 55
beats per minute.

A review of the Medication Administration Record (MAR) from 05/04/24 through 08/28/24 revealed no
documentation that Metoprolol 12.5 milligrams twice a day was administered to Resident #21.

A review of the progress notes from 05/04/24 through 08/28/24 revealed no documentation regarding the
administration of Metoprolol 12.5 milligrams twice a day to Resident #21.

A review of Resident #21's medical record from 05/04/24 through 08/28/24 revealed his heart rate ranged
from 60 - 90 beats per minute which was within normal limits. His systolic blood pressure ranged 110-130's
mm/hg and diastolic blood pressure ranged from 70-80's which were within normal limits.

b.) A physician's order dated 05/04/24 for Resident #21 revealed Magnesium Oxide 400 milligram tablets
give 400 milligrams by mouth two times a day for low magnesium level.

A review of the Medication Administration Record (MAR) from 05/04/24 through 08/28/24 revealed no
documentation that Magnesium Oxide 400 milligrams twice a day was administered to Resident #21.

A review of the progress notes from 05/04/24 through 08/28/24 revealed no documentation regarding the
administration of Magnesium Oxide 400 milligrams twice a day to Resident #21.

Record review revealed the most recent magnesium level for Resident #21 dated 05/06/24 was 1.8
milligrams per deciliter. Normal magnesium levels range between 1.7 - 2.8 milligrams per deciliter (mg/dl).

The Minimum Data Set (MDS) quarterly assessment dated [DATE] revealed Resident #21 was severely
cognitively impaired and required assistance with activities of daily living. He received anticoagulant
medications.
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F 0760 A physician's note dated 07/16/24 revealed Resident #21 was evaluated with no new or worsening concerns.
He had no respiratory concerns, his heart rate was regular with normal sinus rhythm. The plan of care in
Level of Harm - Minimal harm or regard to atrial fibrillation was to continue Eliquis (anticoagulant) and the beta blocker. Resident #21's heart
potential for actual harm rate was controlled, blood pressure was well-controlled. With regard to heart failure, he remained euvolemic (
the state of normal body fluid volume), continue diuretic and Metoprolol. Magnesium levels were within
Residents Affected - Some normal limits, and to continue magnesium supplement.

During an interview on 08/29/24 at 10:00 AM the Regional Director of Clinical Services stated the facility
transitioned to a new electronic medical record system in May 2024. She reported that the actual system
merge date occurred on 04/27/24 however they didn't go live with the new system until 05/07/24. She stated
between 04/27/24 through 05/07/24 the nursing staff were instructed to enter any new medication orders into
both the old and new electronic medical record systems since the system merged and all the data
transferred on 04/27/24. She stated most likely since the orders were actually entered into the old electronic
medical record on 05/04/24 the nurse didn't enter the Metoprolol or the Magnesium Oxide order into the new
medical record system as instructed. She reported that staff were trained on the new electronic medical
record system and were instructed to enter orders into both systems until 05/07/24.

During a phone interview on 08/29/24 at 1:43 PM Nurse #13 stated she did not recall entering the orders for
Metoprolol or Magnesium Oxide for Resident #21 but stated during that time they transitioned from the old
electronic medical record system to the new system. She stated she worked per diem (as needed) and she
didn't know how to do anything in the new medical record system at that time. She stated she did attend
training but still didn't understand the new system. She stated she was not aware that she had to enter
medication orders in both the old and new system during that time. She indicated it was done in error.

During an interview on 08/29/24 at 2:00 PM the Medical Director stated he wrote the order for a low dose of
Metoprolol for Resident #21 on 05/04/24 because he had not been on Metoprolol since 2021. He stated he
wanted to start a trial dose although it was a very low dose only to add additional protection. He reported he
was not aware the medication had not been administered but stated Resident #21's heart rate was well
controlled and remained at 70-80 beats per minute and indicated his blood pressure was well controlled. He
stated Resident #21 had no significant outcome from not receiving the low dose of Metoprolol and the
potential outcome would be his heart rate or blood pressure would increase but they would have caught that
from routine monitoring of his vital signs. He reported the Magnesium Oxide was ordered as a supplement,
but his magnesium level was within normal limits. He stated not receiving the medications has had no effect
on Resident #21 due to having no change in condition and he remained at his baseline.

During an interview on 08/29/24 at 3:14 PM Nurse #6 stated she was routinely assigned to provide care to
Resident #21. He was alert and oriented to person only. She stated he was compliant most of the time with
his medications and his vital signs were stable, and there had been no change in his condition.

During an observation on 08/29/24 at 3:30 PM Resident #21 was observed sitting up in his wheelchair at the
nurses station. He was oriented to person only. He was in no distress.

(continued on next page)
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During an interview on 08/29/24 at 4:00 PM the Administrator stated she was made aware of the medication
error today and indicated the error occurred during the transition to the new electronic medical record
system. She stated a full audit of all medications had already been initiated. She indicated the Director of
Nursing, and the Regional Director of Clinical Services were completing a 100% audit of all medications and
education to the nursing staff would be provided.

During a phone interview on 08/29/24 at 6:35 PM the Consultant Pharmacist stated he didn't think Resident
#21 needed to be on a beta blocker because he was on an anticoagulant twice a day and his heart rate and
blood pressure were well controlled. He reported Resident #21 had not been on Metoprolol prior to the order
written on 05/04/24 and due to polypharmacy and being on an anticoagulant he didn't think Metoprolol was
needed. He stated if the Medical Director decided to initiate low dose Metoprolol at this point, he would most
likely recommend to discontinue the Metoprolol on his next monthly medication review. He stated there was
typically no benefit in supplemental magnesium and there would be no outcome from not receiving the
magnesium supplement.
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Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

32968

Based on observation and staff interviews the facility failed to maintain sanitizing solutions used in the
kitchen at the strength recommended by the manufacturer and failed to ensure refrigerated food items stored
for use in the walk-in refrigerator for residents' meals were dated. These practices had the potential to affect
90 of 91 residents' food quality and kitchen sanitation safety.

Findings included:

a) The initial tour of the kitchen conducted on 08/24/24 at 11:35 AM the Dietary [NAME] said the staff used
the solution in the two red buckets to wipe down the main food preparation table area after food preparation
and prior to manning the tray line. The [NAME] said their stainless-steel food preparation tables were wiped
down before breakfast and again just before lunch tray line set-up using the sanitizing solution kept in the
two red sanitizing buckets kept under the kitchen's food preparation tables.

At 12:45 AM on 08/24/24 strips were used to check the sanitizing solution in the kitchen's two red sanitizing
buckets. The solution in the bucket registered 0-parts per million (PPM) of quaternary sanitizer. [NAME]
reported she or her staff did not check the strength of the sanitizing solution in the bucket when it was filled
that morning, prior to wiping down all food preparation table services. She said her dietary kitchen aides
should have test stripped the buckets solution's strength throughout the day, to keep them between 200 -
300 PPM. The [NAME] then demonstrated how to properly fill the red sanitizing bucket, by first filling the
bucket with clean tap water, then she added the proper amount of sanitizing solution to the buckets, and
finally she tested the red bucket's solution with a test strip that read 200 - 300 PPM, which the [NAME] said
was acceptable for disinfecting food preparation services.

The Dietary Manager (DM) was interviewed on 08/26/24 at 11:35 AM said she preferred the quaternary
solution in the red sanitizer bucket to register 200 - 300 PPM when checked with the appropriate strips. She
reported when the strength was less than this there was a chance that the surfaces being wiped down were
not properly disinfected. She commented the strength of the solution in the bucket should be checked when
the bucket was made up and should not have registered 0-PPM. The DM then tested the two red buckets
solution with a test strip that read 200 - 300 PPM, which the DM said was acceptable for disinfecting food
preparation services.

b) A follow-up interview and kitchen observation were conducted on 08/26/24 at 11:40 AM with the DM. An
observation of the kitchen's walk-in refrigerator, with the DM revealed; three half-gallon clear plastic
containers of tuna salad, ham salad, and fortified chocolate pudding, were without opened dates or end
dates. The DM was unable to explain why food stored in the kitchen's walk-in refrigerator was not dated

properly.

During an interview with the DM on 08/26/24 at 12:00 PM she said she monitored the items in the
refrigerators and freezers weekly when conducting inventory. She stated the containers of tuna salad, ham
salad, and fortified chocolate putting should have been dated properly, with both an open date and end date.
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During an interview with the Administrator on 08/29/24 at 1:30 PM, she reported it was her expectation the

facility's kitchen staff follow all regulatory guidelines for food and kitchen sanitation safety.
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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 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35173

Residents Affected - Few Based on observations, record review and staff interviews the facility failed to accurately document the
administration of medications in the electronic medical administration record (eMAR) for 1 of 3 residents
(Resident #45) observed during a medication pass observation.

Findings included:
The Minimum Data Set admission assessment dated [DATE] revealed Resident #45 was cognitively aware.

On 08/28/24 at 9:10 AM, a medication administration pass was observed with Nurse #2 for Resident #45.
Nurse #2 indicated at 9:20 AM she had completed her medication pass and had administered all the
medications as ordered.

a. A review of the physician medication orders during reconciliation on 08/28/24 at 9:30 AM, it was noted
Nurse #2 had omitted giving Resident #45 the physician ordered Budesonide Suspension nebulizer (an
inhaling medication that reduces inflammation and swelling in the lungs) 0.25 milligram (mg)/2 milliliters (ml)
1 vial to be administered twice a day.

A review of the eMAR for August 28, 2024, revealed Nurse #2 had signed off that she had administered the
Budesonide Suspension nebulizer 0.25 mg/2 milliliters as evidenced by a check mark and Nurse #2's initials.

An interview with Nurse #2 on 08/28/24 at 9:45 AM revealed she did not administer the Budesonide
nebulizer treatment and she should not have signed it off as given. Nurse #2 stated that it was inaccurate
documentation.

b. A review of the physician medication orders during reconciliation on 08/28/24 at 9:30 AM, it was noted
Nurse #2 had omitted administering two medications that were ordered to treat constipation:
Sennosides-Docusate Sodium two tablets twice daily, and MiraLAX 17 grams once daily.

A review of the eMAR for August 28, 2024, revealed Nurse #2 had signed off that she had administered the
Sennosides two tablets and MiraLAX 17 grams as evidenced by a check mark and Nurse #2's initials.

An interview was conducted with Nurse #2 on 08/28/24 at 9:45 AM. Nurse #2 revealed she held the
Sennosides and MiraLAX because the resident was having loose stools a couple of weeks ago when she
was on the rehabilitation hall. Nurse #2 stated she signed it off as given because it was easier than
documenting the medication was refused because she would have to write a progress note. Nurse #2 stated
she should not have signed the medications off as given because it indicated the resident was still requiring
the medication for constipation when in fact, she was having loose stools and did not need the medication. At
this time, on 08/28/24 at 9:50 AM, Nurse #2 entered Resident #45's room and asked her if she wanted her
Sennosides and MiraLAX medications. Resident #45 refused the medications.
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F 0842 c. A review of the physician medication orders during reconciliation on 08/28/24 at 9:30 AM, it was noted
Nurse #2 omitted administering Aspirin (supplement) 81 mg one tablet.

Level of Harm - Minimal harm or
potential for actual harm A review of the MAR for 08/28/24, revealed Nurse #2 had signed off that she had administered the Aspirin 81
mg as evidenced by a check mark and Nurse #2's initials.

Residents Affected - Few
An interview with Nurse #2 on 08/28/24 at 9:50 AM was conducted. Nurse #2 stated she had omitted
administering the Aspirin during the medication pass and should not have signed it off as given until the
medication was actually given.

An interview was conducted with the Director of Nursing (DON) on 08/29/24 at 3:00 PM. The DON stated her
expectation of Nurse #2 was to accurately document the administration of medications to ensure she was
administering all medications as physician ordered. The DON stated it was important to document
medication administration accurately to determine how the resident was responding to ordered medications.
The DON stated Nurse #2 had contacted the physician today to get an order to change the Sennosides and
MiraLAX to as needed instead of scheduled and let the physician know Resident #45 was having loose
stools.

An interview was conducted with the Regional Clinical Director on 08/29/24 at 3:00 PM who stated that
further education was going to be provided to this nurse regarding the five rights of medication
administration.
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