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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Protect each resident from the wrongful use of the resident's belongings or money.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13030

Based on record review, staff interviews, resident interviews, Medical Director interview, and Pharmacist 
interview the facility failed to protect residents right to be free from potential diversion of a total of seventeen 
narcotic tablets for two (Resident #7 and Resident #6) of three residents reviewed for diversion of narcotics. 
Findings included:

Documentation on the facility abuse prevention program policies and procedures, dated as last reviewed on 
3/6/2023, revealed the facility residents have the right to be free from verbal, sexual, physical, and mental 
abuse. The documentation further stated the following definition for misappropriation of property, is the 
deliberate misplacement, exploitation, or wrongful, temporary, or permanent use of a patient's belongings or 
money without a patient's permission. 

1. Resident #7 was admitted to the facility on [DATE] with multiple diagnoses some of which included an 
ankle fracture, osteoarthritis, polyneuropathy, and fibromyalgia. 

Documentation on admission physician orders revealed an order for Dilaudid 2 milligram (mg) tablets to be 
administered as one tablet by mouth every 6 hours as needed for pain. 

Documentation on the Controlled Drug Receipt/Record/Disposition Form for Resident #7 had the following 
information: Twenty pills of Hydromorphone (Dilaudid) 2 mg tablets were received by the facility on 
3/22/2024. One tablet of Dilaudid 2 mg was signed out by Nurse #5 and lost on the floor on 3/22/2024 at 
3:30 PM leaving 19 tablets remaining. One tablet of Dilaudid 2mg was signed out by Nurse #5 on 3/22/2024 
at 3:30 PM leaving 18 tablets remaining. One tablet of Dilaudid 2 mg was signed out by Nurse #5 on 
3/22/2024 at 8:00 PM leaving 17 tablets remaining. One tablet of Dilaudid 2 mg was signed out by Nurse #5 
on 3/22/2024 at 10:40 PM leaving 16 tablets remaining.

There was no documentation on the Medication Administration Record for the administration of the 
medication Dilaudid to Resident #7 on 3/22/2024. 

Documentation on a Basic Interview for Mental Status (BIMS) assessment dated [DATE] revealed Resident 
#7 was assessed as cognitively intact with a score of 15 out of 15. 
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Resident #7 was interviewed on 4/1/2024 at 4:56 PM. Resident #7 said she did remember Nurse #5. 
Resident #7 acknowledged that she would not be able to specifically say on what date and time she received 
medications from Nurse #5. Resident #7 stated that on one previous occasion at another facility she was 
given a Dilaudid tablet of 3 mg, and she was so sleepy her family was concerned she would not wake up. 
Resident #7 stated she knew that she was not supposed to take more than 2 mg of Dilaudid every 6 hours, 
and she would not have taken that much Dilaudid in such a short time if it was offered to her. 

Nurse #5 was interviewed on 4/1/2024 at 9:16 AM. Nurse #5 stated he was very bad at documentation but, if 
he removed narcotics from the medication cart then he administered them to Resident #7. When questioned 
if he called the physician to request permission for administration outside of the parameters of the order for 
Dilaudid for Resident #7, Nurse #5 stated he did not. 

An interview was conducted with the facility Pharmacist on 4/2/2024 at 9:13 AM. The Pharmacist stated the 
facility needed to bring the medication delivery concerns to the physician for Resident #7 and investigate 
according to the facility protocol if drug diversion was suspected. The Pharmacist indicated it was very 
concerning if Resident #7 had been administered her Dilaudid in the amounts and times listed on the 
Controlled Drug Receipt/Record/Disposition Form. 

The facility Administrator was interviewed on 4/3/2024 at 12:55 PM. The Administrator stated had known 
Nurse #5 for years and known him to be competent and well liked. The Administrator stated Nurse #5 had 
worked in the facility for two years without any disciplinary action and he did not suspect drug diversion, or 
he would follow through with the facility protocol. 

The facility Medical Director, who was also the physician for Resident #7, was interviewed on 4/4/2024 at 
2:30 PM. The Medical Director stated she had seen Resident #7 on 4/3/2024 when she visited the facility. 
The Medical Director confirmed she thought Resident #7 was very much aware of her care and was a 
competent resident. The Medical Director stated that she thought Resident #7 would have been knocked out 
and extremely sleepy had she been administered the three doses of Dilaudid within a seven-hour and 
ten-minute time frame. The Medical Director stated the facility should be monitoring the Controlled Drug 
Receipt/Record/Disposition forms and the medication administration records so that the narcotic medication 
can be accounted for. The Medical Director revealed she did not know if narcotic medication was being 
diverted from the facility. 

2. Resident #6 had multiple diagnoses some of which included benign neoplasm of the pituitary gland, 
history of cerebral infraction, and anxiety disorder. 

Documentation on a Basic Interview for Mental Status assessment dated [DATE] coded Resident #6 as a 9 
out of 15 or having severely impaired cognition. 

Documentation on the current March 2024 orders revealed Resident #6 had a physician's order initiated on 
10/27/2023 for Oxycodone with Acetaminophen 5-325 milligrams (mg) tablets to be administered as 1 tablet 
by mouth every 4 hours as needed for severe pain at the 8 to 10 level not to exceed 3250 milligrams per day. 

Documentation on the Controlled Drug Receipt/Record/Disposition Form for Resident #6 had the following 
information. 

(continued on next page)
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One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 3:30 
PM by Nurse #5. 

One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 5:20 
PM by Nurse #5. 

One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 7:10 
PM by Nurse #5. 

One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 8:00 
PM by Nurse #5. 

One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 9:10 
PM by Nurse #5. 

One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 10:00 
PM by Nurse #5. 

One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 11:00 
PM by Nurse #5.

There was no documentation on the Medication Administration record for the administration of Oxycodone 
with Acetaminophen 5-325 mg on 3/26/2024 from 3:00 PM to 11:00 PM. 

An interview was conducted with Nurse #9 who was working on the 11:00 PM 3/26/2024 to 7:00 AM 
3/27/2024 shift for the medication cart for the hallway Resident #6 resided. Nurse #9 confirmed the number 
of tablets of Oxycodone with Acetaminophen for Resident #6 matched the Controlled Drug 
Receipt/Record/Disposition form for Resident #6 when she took over the medication cart from Nurse #5 on 
3/26/2024. Nurse #9 stated she started working at the facility on 3/8/2024 and did not usually work on the 
hallway Resident #6 resided. Nurse #9 stated she did not recall any unusual behavior or concerns for 
Resident #6 that night and did not recall the nurse aides coming to her with any concerns for Resident #6. 
Nurse #9 stated she did not recall giving Oxycodone to Resident #6 on morning of 3/27/2024 but she knew 
he would have requested it if he needed it. 

An interview was conducted with Nurse #6 on 4/1/2024 at 9:54 AM. Nurse #6 stated that on the morning of 
3/27/2024 as she began her 7:00 to 3:00 PM shift, Resident #6 was requesting his pain medication 
Oxycodone. Nurse #6 stated when she looked at the Controlled Drug Receipt/Record/Disposition form, she 
noted eight doses of Oxycodone with Acetaminophen was removed from the medication cart for Resident #6 
on the 3:00 PM to 11:00 PM shift on 3/26/2024. Nurse #6 stated this was concerning to her, so she called 
the Director of Nursing (DON) to alert her to the increased number of narcotics that were removed from the 
medication cart for Resident #6, but the DON did not respond to the phone call. 
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Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #6 had the following 
information. One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 
3/27/2024 at 3:15 PM by Nurse #5. One tablet of Oxycodone with Acetaminophen 5-325 mg was removed 
for Resident #6 on 3/27/2024 at 5:10 PM by Nurse #5. One tablet of Oxycodone with Acetaminophen 5-325 
mg was removed for Resident #6 on 3/27/2024 at 6:20 PM by Nurse #5. One tablet of Oxycodone with 
Acetaminophen 5-325 mg was removed for Resident #6 on 3/27/2024 at 8:20 PM by Nurse #5. One tablet of 
Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/27/2024 at 10:30 PM by Nurse 
#5. 

There was no documentation on the Medication Administration record for the administration of Oxycodone 
with Acetaminophen 5-325 mg on 3/27/2024 from 3:00 PM to 11:00 PM. 

Medication Aide #2 (Med Aide #2) was interviewed on 4/2/2024 at 8:49 AM. Med Aide #2 confirmed she took 
over the medication cart from Nurse #5 at 11:00 PM on 3/27/2024. Med Aide #2 confirmed the number of 
tablets of Oxycodone with Acetaminophen for Resident #6 matched the Controlled Drug 
Receipt/Record/Disposition form for Resident #6 when she took over the medication cart from Nurse #5 on 
3/27/2024. Med Aide #2 stated that Resident #6 immediately was requesting pain medication from her as 
soon as she started her shift at 11:00 PM. Med Aide #2 stated when she looked at the Controlled Drug 
Receipt/Record/Disposition form for Resident #6, she had to tell Resident #6 she was not able to give him 
any pain medication until 2:30 AM because he had last received the pain medication Oxycodone at 10:30 
PM. Med Aide #2 said Resident #6 kept on requesting pain medication until 2:30 AM on 3/28/2024 and 
Resident #6 did not go to sleep or relent in his requests for pain medication. Med Aide #2 revealed she 
administered Oxycodone pain medication to Resident #6 at 2:30 AM and again at 6:00 AM on 3/28/2024 per 
his request. Med Aide #2 revealed she notified the DON on the morning of 3/28/2024 prior to leaving at the 
end of her shift at 7:00 AM, that she had a concern for the amount of Oxycodone removed for Resident #6 
on the 3:00 PM to 11:00 PM shift on 3/27/2024. 

The DON and ADON were interviewed on 3/28/2024 at 1:50 PM. The DON revealed Nurse #5 had been 
working at the facility for 2 years. The DON stated that despite being severely cognitively impaired, Resident 
#6 was very capable and knowledgeable of when his pain medication had been given to him. The DON 
stated it was her speculation that Resident #6 had been administered all of the doses of Oxycodone 
removed from the medication cart by Nurse #5 on 3/26/2024 and 3/27/2024. The DON did not think Resident 
#6 would suffer any ill effects of receiving eight doses of Oxycodone on the 3:00 PM to 11:00 shift on 
3/26/0224 and 5 doses of Oxycodone on 3:00 PM to 11:00 PM shift on 3/27/2024. The DON and the ADON 
confirmed Med Aide #2 alerted them to documentation on the Controlled Drug Receipt/Record/Disposition 
form for Resident #6 because it didn't look correct. Med Aide #2 had stated to the DON and the ADON the 
medication count of the Oxycodone left in the medication drawer on the medication cart matched the amount 
documented on the Controlled Drug Receipt/Record/Disposition form for Resident #6. The DON stated the 
nurses in the facility did not speculate about diversion if the narcotic medication was accounted for on the 
medication cart. The DON confirmed the Controlled Drug Receipt/Record/Disposition form should match the 
Medication Administration record for each resident. The DON stated that Nurse #6 should have alerted her to 
the unusual amount of Oxycodone removed for Resident #6 by Nurse #5 on 3/26/2024. 
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Nurse #5 was interviewed on 4/1/2024 at 9:16 AM. Nurse #5 stated he was very bad at documentation but, if 
he removed narcotics from the medication cart then he administered them to Resident #6. Nurse #5 revealed 
Resident #6 was complaining on the 3:00 PM to 11:00 PM shift of terrible neck pain on 3/26/27 and again on 
3/27/2024 so Nurse #5 gave him Oxycodone. When questioned if he called the physician to request 
permission for administration outside of the parameters of the order for Oxycodone for Resident #6, Nurse 
#5 stated he did not. Nurse #5 revealed he no longer worked at the facility due to calling in sick too many 
times. Nurse #5 stated he was scheduled to work on 3/31/2024, but he was too sick to go to work, so he was 
fired. 

Resident #6 was interviewed on 4/1/2024 at 5:11 PM. Resident #6 stated that the nurses in the facility only 
gave him the pain medication Oxycodone when he was allowed to have it. Resident #6 stated he was only 
allowed to have his Oxycodone every 4 hours and Nurse #5 never gave him his Oxycodone as frequently as 
every 2 hours or every 1 hour. He stated, It never happened referring to getting his pain medication more 
frequently than ordered. Resident #6 revealed the exact opposite was true because he had to beg Nurse #5 
to give him his pain medication when it was time for it to be given. 

An interview was conducted with the facility pharmacist on 4/2/2024 at 9:13 AM. The facility pharmacist 
confirmed that if the medication Oxycodone was removed from the medication cart at the intervals 
documented by Nurse #5 on 3/26/2024 and 3/27/2024 for Resident #6, it would be a medication error. The 
facility pharmacist stated that if Resident #6 runs out of Oxycodone at an interval greater than expected both 
the pharmacy and the resident's physician would be alerted to a discrepancy because a new order for 
Oxycodone would need to be written. 

The facility Administrator was interviewed on 4/3/2024 at 12:55 PM. The Administrator stated had known 
Nurse #5 to be competent and well liked with no record of discipline at the facility. The Administrator stated 
Nurse #5 had worked in the facility for two years and he did not suspect drug diversion, or he would follow 
through with the facility protocol. 

The facility Medical Director was interviewed on 4/4/2024 at 2:30 PM. The Medical Director was informed of 
the 8 doses of Oxycodone removed from the medication cart by Nurse #5 for Resident #6 on 8/26/2024 and 
the 5 doses of Oxycodone removed from the medication cart by Nurse #5 for Resident #6 on 8/27/2024. The 
Medical Director stated it was incredulous and didn't make any sense. The Medical Director stated she had 
been with the facility for [AGE] years and had never been apprised of any diversion of medication and that 
she did not know if Nurse #5 was diverting medication from Resident #6. 
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13289

Based on observation, record review, and interviews with staff, Physician, Psychiatric Nurse Practitioner, and 
the facility's Pharmacy Consultant the facility failed to 1) analyze Resident #2's falls to determine causative 
factors and implement interventions to reduce the risk for further falls and 2) ensure a paraplegic resident 
(Resident # 1) did not roll out of bed during care. Resident # 2 was identified to have an impacted arm 
fracture (a fracture that generally occurs following a fall). This was for two of three sampled residents 
reviewed for accidents. The findings included: 

1. Resident # 2 was admitted to the facility on [DATE]. Resident # 2's diagnoses in part included vascular 
dementia, bipolar disorder, personality disorder, chronic kidney disease, and hypertension. 

Resident # 2's quarterly Minimum Dat Set assessment, dated 1/11/24, coded Resident # 2 as the following. 
The resident was severely cognitively impaired; dependent on staff for bathing and dressing; required 
substantial to maximum assistance for transfers and going from a sitting to standing position; required partial 
to moderate assistance with rolling in bed, going from a sitting to lying position, and going from a lying to 
sitting position; had a history of one fall without injury since the last assessment, and required substantial to 
maximum assistance to walk 10 feet. 

Resident # 2's care plan, dated 3/7/24, noted Resident # 2 had a history of falls related to poor balance and 
unsteady gait. One of the care plan interventions directed to determine and address causative factors of the 
resident's falls. 

On 1/11/24 at 6:39 PM the wound care nurse, who was no longer employed at the facility, documented in a 
nursing note the following information. Resident # 2 had an unwitnessed fall in her room. The resident 
reported that God had told her to walk. Resident # 2 was noted to have a nose bleed and no other injuries. 
The medical Nurse Practitioner was notified and instructed that Resident # 2 be monitored. 

On the date of the 1/11/24 fall, a review of Resident # 2's vital signs log revealed the following: 1/11/24 at 
10:25 PM pulse was 57; on 1/11/24 at 10:26 PM pulse was 59. Resident # 2's blood pressure registered 
109/57 on 1/11/24 at 10:25 PM. 

The day following the fall, Resident # 2's pulse was documented to be 59 at 12:11 AM on 1/12/24 and her 
blood pressure was 113/63 while lying down. 

On 3/28/24 the DON (Director of Nursing) provided the facility's investigation documentation into the 1/11/24 
fall. The notes were dated 1/12/24 and read, Therapy evaluate. Wearing proper footwear at all time. Make 
sure bed to lowest position while in bed with call bell within reach but has cognitive changes. Up in chair 
during day to engage in activities. Nursing focal rounds. 

The rehabilitation manager was interviewed on 3/27/24 at 2:40 PM and reported the following. There was no 
documentation Resident # 2 had been evaluated or screened by therapy staff since the date of 12/7/23. That 
was the date of the last documented screen. At that time, therapy was not indicated because the resident did 
not have the cognitive abilities to follow commands and participate. 
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A review of physician orders revealed that at the time of the 1/11/24 fall Resident # 2 was receiving Risperdal 
(an antipsychotic medication) 1.5 mg (milligrams) two times per day. This dosage had been prescribed since 
12/15/23. Resident # 2 was also ordered to receive Minipress (a hypertension medication) 1 milligram daily. 
This dosage had been prescribed since 6/21/22. 

On 1/15/24 the medical Nurse Practitioner (NP) noted she saw Resident # 2 for a fall and that nursing staff 
were reporting Resident # 2 had been deteriorating mentally for the last 6 months. The NP noted the 
resident's medications were reviewed and that her current medications would be continued. 

On 1/17/24 Resident # 2's medical physician saw Resident # 2. At that time the physician noted the 
following. All meds were evaluated individually and felt to have a positive risk/benefit ratio. There were no 
side effects reported by nursing at this time. The nursing staff were to let her know if there were problems. At 
time of the assessment, the physician noted the resident's pulse was 54.

On 1/17/24 Resident # 2 was also seen by the Psychiatric Nurse Practitioner who noted staff reported 
Resident # 2's hallucinations had worsened. 

On 1/17/24 Resident # 2's Risperdal was increased to 2 mg two times per day. 

On 1/21/24 at 8:16 PM the wound care nurse documented in a nursing note the following information. 
Resident # 2 had been found on the floor and was bleeding from her head. She was transferred to the 
hospital ED (Emergency Department) for evaluation. 

Review of hospital ED records revealed Resident # 2 had lab work, CT (computed tomography) studies of 
her head/ spine, and an EKG (electrocardiogram) performed. According to the ED notes, the CT scans were 
negative. 

On 1/22/24 at 1:32 AM a facility nursing entry noted Resident # 2 returned at 11:50 PM on 1/21/24 with her 
head bandaged and her x-rays had been clear. 

On 3/28/24 the DON (Director of Nursing) provided the facility's investigation documentation into the 1/21/24 
fall. The notes on the investigation were made on 1/22/24 and read, Therapy evaluate. Make sure wearing 
proper footwear at all times. Make sure bed to lowest position while in bed with call bell within reach but has 
cognitive changes. Up in chair during day to engage in activities. Nursing focal rounds. Resident was sent to 
the hospital for evaluation. 

On 1/22/24 Resident # 2 was seen by the medical NP again who noted the following. Resident # 2 had fallen 
over the weekend. The NP noted Resident # 2 was sent to the ED because she had hit her head, and all 
scans were negative. The resident could not tell the NP how she had fallen. The NP noted she had reviewed 
the medications, and they would be continued. 

Two days after the 1/22/24 fall, on the date of 1/24/24 at 12:00 AM Resident # 2's pulse was documented to 
be 51. Her blood pressure was documented to be 106/67 at that time while lying down. 

On 1/25/24 at 12:28 AM Resident # 2's pulse was documented to be 59 and her blood pressure was 128/73 
while lying down. 

(continued on next page)
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On 1/26/24 at 8:38 AM Nurse # 2 documented in a nursing note the following information. The nurse had 
been exiting the room across the hallway when she saw Resident # 2 on the floor. The resident was not able 
to verbalize how she had gotten on the floor. She was assessed and found to have no injuries. 

Nurse # 2 was interviewed on 3/27/24 at 11:05 PM via phone and reported the following. The staff had 
recently seen Resident # 2 prior to her being found on the floor. She (the nurse) was exiting the room across 
the hall when she looked into Resident # 2's room and saw that she was on the floor. She was assessed and 
not found to have any injuries. 

On 3/28/24 the DON (Director of Nursing) provided the facility's investigation documentation into the 1/26/24 
fall. The notes on the investigation were made on 1/26/24 and read, Therapy evaluate. Make sure wearing 
proper footwear at all times. Make sure bed to lowest position while in bed with call bell within reach but has 
cognitive changes. Up in chair during day to engage in activities. Nursing focal rounding. There was no 
documentation Resident # 2's medications were evaluated in relation to her falls. 

On 1/29/24 at 4:42 AM there was a note in the vital sign log that Resident # 2's pulse was 58 and irregular. 
Beside this documentation, there was a note which read, new onset. At the time her blood pressure was 
132/74 while lying down. 

On 1/31/24 Resident # 2 was seen by the Psychiatric NP who noted staff reported no new concerns. 

On 2/2/24 at 6:25 AM Nurse # 2 documented the following in a nursing note. She had been called to the 
room at 4:30 AM by a Nurse Aide. Resident # 2 had been found lying on the floor. Resident # 2 reported she 
had hit her head and her head hurt. A total physical assessment was performed and there were no 
contusions, bruising, or bleeding noted. The resident was able to move all her extremities. The on- call 
provider was contacted and ordered the resident to be evaluated at the hospital. The resident was 
transported to the ED at 5:50 AM. 

Review of Resident # 2's hospital 2/5/24 discharge summary revealed following the fall on 2/2/24 she was 
hospitalized from 2/2/24 to 2/5/24. The hospital physician noted Resident # 2 had been admitted for recurrent 
falls. It was identified that Resident # 2 had orthostatic hypotension and bradycardia. (Orthostatic 
hypotension occurs when an individual's blood pressure suddenly drops when they stand up from a sitting or 
lying position and can cause someone to feel dizzy or faint. Bradycardia is an abnormally low heart rate). On 
the discharge summary the physician further noted the following. Resident # 2's medications were reviewed 
and her Risperdal and prazosin (Minipress) were discontinued due to the side effect of orthostatic 
hypotension. Her EKG's (electrocardiogram) had shown she had bradycardia (a low heart rate). Cardiology 
was consulted and recommended a zio patch and to replete her electrolytes. She was to follow up with 
cardiology. The physician further noted, repeat blood pressure check and monitoring at facility. (A zio patch 
is a patch which monitors an individual's heart activity.) 

On 3/28/24 the DON (Director of Nursing) provided the facility's investigation documentation into the 2/2/24 
fall. The notes were dated 2/2/24 and read, Therapy continued. Make sure wearing proper footwear at all 
times. Make sure bed to lowest position while in bed with call bell within reach but had cognitive changes. Up 
in chair during day to engage in activities. Nursing focal rounding. Resident was sent to the hospital for 
further evaluation. 
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Upon Resident # 2's return to the facility on [DATE] her Minipress and Risperdal were not continued. 

On 2/14/24 Resident # 2 was seen by the Psychiatric NP, who noted since Resident # 2's return to the 
facility she had been experiencing distressing hallucinations. The Psychiatric NP noted Resident # 2's 
Risperdal would be restarted at 2 mg twice per day. 

Review of physician orders revealed on 2/14/24 Resident # 2's Risperdal was restarted at 2 mg twice per 
day. 

On 3/28/24 at 9 AM the Psychiatric NP was interviewed and reported the following. She was not aware the 
hospital thought that Resident # 2's medications were contributing to orthostatic hypotension and falls. She 
was not aware Resident # 2 had sustained four falls in less than a month's time period. The Psychiatric NP 
was interviewed regarding if there were other medications that might not cause the orthostatic hypotension 
and stated she could try other alternatives that might not.

The facility's Consultant Pharmacist was interviewed on 3/28/24 at 1:15 PM and reported the following. She 
was familiar with Resident # 2 and knew she had undergone multiple attempts at Risperdal drug reduction 
and failed. She had severe psychiatric problems. She was not aware of any other medications that would 
help with Resident # 2's psychiatric problems and not contribute to orthostatic hypotension, and she was not 
aware of any other good medication alternative to the Risperdal for Resident # 2. The consulting pharmacist 
thought the Minipress probably had contributed more to the Resident's orthostatic hypotension than 
Risperdal. 

Between the dates of 2/5/24 and 3/4/24 there were no documented falls or accidents for Resident # 2 within 
her medical record. 

On 3/4/24 at 1:58 PM the ADON (Assistant Director of Nursing) documented in a nursing entry that Resident 
# 2 complained of left arm pain with movement and the medical Nurse Practitioner had ordered an x-ray to 
be completed. 

On 3/4/24 the medical Nurse Practitioner noted the following. Resident # 2 was complaining of left arm pain. 
The nursing staff were unaware of any recent falls or traumatic injury to her left arm. When attempts were 
made to gently rotate and lift Resident # 2's arm, the resident screamed in pain. There was no bruising, 
swelling, or abrasions noted. The medical NP noted she would order an x-ray of the resident's arm. 

On 3/4/24 at 10:26 PM Nurse # 9 documented the following in a nursing note. Resident # 2's x-ray result had 
returned and showed she had an impacted fracture of the humerus (arm bone) and shoulder. She was 
transferred to the hospital for care.

(continued on next page)
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Review of hospital records for the dates of 3/4/24 to 3/7/24 revealed the following. The hospital physician 
noted Resident # 2 had a mildly displaced, moderately impacted, mildly comminuted and minimally 
angulated left metaphyseal/humeral neck fracture. (A comminuted fracture is where the bone is fractured into 
more than one piece. An impacted fracture is where the ends of bones are driven into each other from the 
injury.) According to the hospital physician, the resident was seen by an orthopedic who recommended 
immobilizing Resident # 2's arm in a sling. Surgery was not recommended. While hospitalized , Resident # 2 
was also found to have a pulmonary embolism for which she was treated. She was discharged on [DATE]. 

On 3/7/24 the ADON noted at 2:57 PM in a nursing entry that Resident # 2 had returned with her left arm in a 
shoulder sling. Swelling and bruising were noted. She had no complaints at the time of the ADON's 
assessment. 

NA # 3 and NA # 4 were interviewed on 3/27/24 at 4:15 PM together. These two NAs reported they had 
worked together to care for Resident # 2 on the 3:00 PM to 11:00 PM shift of 3/3/24. The Nurse Aides 
reported the following. Resident # 2 had been fine on their shift and had no complaints of pain nor did she 
fall. She hallucinated at times and believed that Jesus would tell her to get up and walk. 

Nurse 7 was interviewed on 3/27/24 at 5:59 PM. Nurse # 7 had cared for Resident # 2 on the 3:00 to 11:00 
PM shift on 3/3/24. Nurse # 7 reported the following. Resident # 2 was in bed on 3/3/24 and did not fall. She 
was okay during the shift. She had worked with Resident # 2 a few times. When she worked with her, 
Resident # 2 could not stand up and walk by herself. She did not recall speaking to the Director of Nursing or 
Administrator about how Resident # 2 could have injured herself after Resident # 2 was determined to have 
a fracture. 

Nurse # 1 was interviewed on 3/28/24 at 8:09 AM and reported the following. She had cared for Resident # 2 
on the night shift which began at 11:00 PM on 3/3/24 and extended to 7:00 PM on 3/4/24. Nothing had 
happened on that shift of which she was aware. She (Nurse # 1) generally worked at the facility about five 
times per month part time. When she had worked with Resident # 2, the resident had been fine since her 
2/2/24 fall. She could walk some but was unsteady. At times Resident # 2 would come to her room's door 
and staff would have to redirect her. She (Nurse # 2) was not aware of what had occurred to cause Resident 
# 2's fracture. After Resident # 2's fracture was identified, none of the administrative staff had talked to her 
about the events of her night shift which began on 3/3/24. 

NA # 5 was interviewed on 3/27/24 at 11:10 PM and reported the following. She had cared for Resident # 2 
on the night shift which began at 11:00 PM on 3/3/24 and extended to 7:00 AM on 3/4/24. Resident # 2 had 
not fallen on her shift. With every round check, Resident # 2 had been in bed and had no complaints. 

NA # 1 was interviewed on 3/27/24 at 12:25 PM and reported the following. He had cared for Resident # 2 on 
the 7:00 AM to 3:00 PM shift on 3/4/24. When he arrived Resident # 2 was in bed. He helped feed Resident 
# 2 breakfast. She did not have to move her arm at that time to eat, and she did not complain of anything. 
After breakfast he went into provide care. He began to remove her gown for care and had barely pulled on 
the gown to remove it. As he moved her arm, she began to scream. She complained her arm was hurting. 
He immediately stopped and got a nurse. 
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Medication Aide # 1 was interviewed on 3/27/24 at 12:15 PM and reported the following. She had been the 
Medication Aide on 3/4/24 on the shift which began at 7:00 AM. There had been nothing in the morning's 
nursing report about her arm hurting. NA # 1 had alerted her on 3/4/24 that Resident # 2 was having pain in 
her arm when he started to prepare to bathe her. She informed a nurse that the resident was having pain in 
her arm, and they obtained an order to x-ray her arm. MA # 1 further reported that before the fracture, 
Resident # 2 thought she could walk but she really could not do so. The staff had to keep an eye on her. 

On 3/27/24 at 12:10 PM, Resident # 2 was observed in bed. She appeared confused. She was not able to 
say how her arm had been hurt. 

The Director of Nursing was interviewed on 3/28/24 at 8:00 AM and reported the following. She had verbally 
talked to the staff who had cared for Resident # 2 on the shifts before Resident # 2 had a fracture. No one 
had said anything had happened to cause the fracture. She did not investigate further because she thought 
the fracture was due to the fall which had occurred on 2/2/24 and had not been identified at the time of the 
2/2/24 fall. 

During a follow up interview with the Director of Nursing on 3/28/24 at 10:30 AM the DON reported Resident 
# 2 would remove her heart monitor. Without the data, the cardiologist would not see her and therefore 
Resident # 2 had not had a follow up appointment with cardiology. The DON was interviewed about how the 
facility reviews falls and reported that every Friday all disciplines look at the past week's falls. They discuss 
such things as therapy screens, medications, proper footwear, and communication with the physician. She 
recalled that she had talked to Resident # 2's medical director about Resident # 2's fracture. 

The resident's physician, who serves as the facility's medical director, was interviewed on 3/28/24 at 2:15 PM 
and reported the following. Generally, an impacted fall occurs when an individual puts out their arm to break 
a fall. The pressure on the bones to break the fall then breaks the bone. The physician reported in general if 
someone falls, then they would push with their arms and/or legs to get themselves up. She was unsure if 
Resident # 2 would have the physical capability to get herself off the floor if she had fallen. As medical 
director she did not recall anyone speaking to her about the events that transpired before the fracture 
occurred or discussed her medical opinion regarding the fracture. The physician noted that there was no 
indication in the record that the 2/2/24 fall had contributed to the fracture. The physician was also interviewed 
about the frequency of Resident # 2's falls since January 2024 and the resident's medications. The physician 
reported that at times the medical NP sees the resident in between the physician's visits, and she (the 
physician) had not realized the number of falls Resident # 2 had sustained until the discussion with the 
surveyor. She further reported that Resident # 2 had been on Risperdal for a long time, and she felt that 
Minipress had contributed more to her orthostatic hypotension than the Risperdal. 

The facility's Administrator was interviewed on 4/5/24 at 8:53 AM and reported the following. The facility 
talked about falls every day. He could not recall specifics of their daily discussions. 

13030

2. Resident #1 had multiple diagnoses some of which included paraplegia, cerebral vascular accident with 
left sided weakness, aphasia, and post percutaneous gastrostomy tube placement. 
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Documentation on the most recent quarterly Minimum Data Set assessment dated [DATE] revealed Resident 
#1 had moderately impaired cognition and was dependent on staff for all activities of daily living. Resident #1 
was also coded on the same assessment as having range of motion impairment on both sides of upper and 
lower extremities.

Documentation on a care plan dated 2/8/2024 for Resident #1 revealed a focus area for a high risk for falls 
relative to muscle weakness and cerebral vascular accident with left hemiparesis.

Documentation in an incident note dated 2/21/2024 at 12:49 PM revealed, [Nursing Assistant #1] (NA #1) 
called this writer in the resident's room, on arrival, Resident (#1) is seen lying down on the floor with head up. 
Quick assessment done, noted resident to be bleeding from the right-side forehead. Code green activated, 
Vitals done [Blood Pressure] 115/70 [millimeters mercury] [pulse] 68 [beats per minute] [Temperature] 97.5 
[Fahrenheit] [Respirations] 18 [Saturation of Peripheral Oxygen] 97 [Room Air]. Resident points to the head if 
asked if in pain. Dressing applied with cold pack. 911 called, [Medical Director] paged in the building came at 
bedside to assess [patient]. Wound Nurse, DON (Director of Nursing), ADON (Assistant Director of Nursing) 
at bedside relatives made aware 911 arrived and transferred resident to hospital.

Documentation in a hospital emergency department note dated 2/21/2024 revealed Resident #1 was treated 
for a superficial forehead laceration on the right side with tissue adhesive and returned to the facility.

An interview was conducted with NA #1 on 3/27/2024 at 12:44 PM. NA #1 explained that he had been giving 
Resident #1 a bath when he fell out of bed on 2/21/2024. NA #1 revealed the short upper side rails were up 
and Resident #1 was on his left side and grabbing onto the side rail with his right hand. NA #1 stated that it 
was usually not a problem to give Resident #1 a bath by himself but on this occasion the arm of Resident #1 
must have gave out and he rolled off the bed so fast I couldn't catch him.

An interview was conducted with the Rehabilitation Manager on 3/29/2024 at 1:46 PM. The Rehabilitation 
Manager revealed there had not been a recent rehabilitation screen for Resident #1, but Resident #1 did 
have a bed rail/ assist evaluation completed on 2/28/2024. The Rehabilitation Manager stated that after the 
fall from the bed the abilities of Resident #1 had not changed but Resident #1 had the upper side rails 
changed from a short rail to a half rail to aid in bed mobility and positioning. The Rehabilitation Manager 
revealed Resident #1 had no ability to move his entire left side and on his right side he had no lower or upper 
body strength but could grip with his right hand for a brief amount of time. 

NA #1 was interviewed again on 3/27/2024 at 2:38 PM. NA #1 revealed he had pulled Resident #1 to the 
middle of the bed prior to him falling, but Resident #1 just couldn't hold himself using the rail and he rolled so 
quickly NA #1 was not able to catch him. NA #1 stated that Resident #1 did have a different side rail now 
after the fall. 

An interview was conducted with the DON on 3/27/2024 at 2:45 PM. The DON stated that Resident #1 would 
not have fallen from the bed had good body mechanics and positioning been used by NA #1. The DON 
stated that an in-service was conducted with all the nurse aides to include NA #1 on falls prevention with 
positioning during the provision of activities of daily living. 
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The DON was interviewed again on 3/28/2024 at 10:38 AM. The DON explained that she verbally questions 
the staff as to what happened in each fall or injury a resident has but does not document these interviews. 
The DON explained that the facility interdisciplinary team meets every Friday to go over the falls in the facility 
and to discuss interventions. The DON explained the interventions usually included having a therapy screen, 
keeping the bed in the lowest position, frequent monitoring by staff, call bell in place, and appropriate 
footwear. 
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Ensure that feeding tubes are  not used unless there is a medical reason and the resident agrees; and 
provide appropriate care for a resident with a feeding tube.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13030

Based on record review, staff interviews, and an emergency room physician interview the facility failed to 
provide care to a feeding tube site for one (Resident #1) of three sampled residents reviewed for feeding 
tube care. Findings included:

Resident #1 was readmitted to the facility after a hospital admission from 2/8/2024 to 2/13/2024. 

Resident #1 had cumulative diagnoses, one of which included oropharyngeal dysphagia status post 
percutaneous gastrostomy tube placement. 

Documentation on a skin assessment dated [DATE] by Nurse #10 did not reveal a description or any 
representation of what the gastrostomy tube site looked like upon the return of Resident #1 from the hospital. 

Nurse #10 no longer worked for the facility at the time of the investigation and contact information was not 
available for an interview. 

Resident #1 had an active February 2024 enteral feed order initiated on 9/9/2022 for, every night shift clean 
tube site daily with normal saline, pat dry, and apply drain sponge if drainage noted.

Documentation on the Medication Administration Record (MAR) for Resident #1 revealed the cleaning of the 
gastrostomy tube site had been performed on 2/13/2024 by Nurse #2.

An interview was conducted with Nurse #2 on 3/28/2024 at 5:25 AM. Nurse #2 stated she did not recall if she 
changed the dressing on the gastrostomy tube site after Resident #1 returned to the facility on [DATE] or 
what the bandage or site looked like. 

Documentation on the MAR for Resident #1 revealed the cleaning of the gastrostomy tube site had been 
performed on 2/14/2024 by Nurse #4.

Nurse #4 no longer worked for the facility and contact information was not available for an interview. 

Documentation on the MAR for Resident #1 revealed the cleaning of the gastrostomy tube treatment was 
blank on 2/15/2024. 

Documentation on the MAR for Resident #1 revealed the cleaning of the gastrostomy tube site had been 
performed on 2/16/2024 and 2/18/2024 by Nurse #1.

An interview was conducted with Nurse #1 on 3/27/2024 at 12:13 PM. Nurse #1 stated she was familiar with 
Resident #1, but she did not recall changing the dressing or what the dressing looked like for the 
gastrostomy tube site for Resident #1 after he returned from the hospital stay on 2/13/024.
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Documentation on the MAR for Resident #1 revealed the cleaning of the gastrostomy tube site had been 
performed on 2/17/2024 by Nurse #3.

An interview was conducted with Nurse #3 on 3/28/2024 at 1:30 PM. Nurse #3 stated she did not recall the 
gastrostomy tube site or the bandage over the site for Resident #1 going back to February. Nurse #3 stated it 
was too long ago for her to recall if she performed a task she checked off as completing on 2/17/2024. 

Documentation on the MAR for Resident #1 revealed the cleaning of the gastrostomy tube site had been 
performed on 2/19/2024 by Med Aide #1. 

There was no documentation in the electronic medical record of the appearance of the gastrostomy tube site 
for Resident #1 for the time period of his return from the hospital on 2/13/2024 to 2/20/2024, when he went to 
the emergency room . 

Documentation in a nursing note dated 2/20/2024 at 6:55 AM written by Nurse #2 revealed, [Medication] aide 
came and stated that something is wrong with resident's [gastrostomy] tube at 6:20 AM. Observed crack in 
main portal intake. The documentation additionally revealed the on-call physician was called and Resident 
#1 was sent to the emergency department for gastrostomy tube replacement via emergency medical 
services at 6:45 AM. 

An interview was conducted with Med Aide #1 on 3/28/2024 at 10:48 AM. Med Aide #1 confirmed she 
notified Nurse #2 that the portal on the tube feeding was cracked. Med Aide #1 stated she would not have 
been the one to change the dressing on the tube feeding because this was the job of the nurse. Med Aide #1 
insinuated that she was told by the nurse the dressing change was completed 2/19/2023 so she checked it 
off on the MAR as completed. Med Aide #1 did not recall what the bandage looked like because a nurse aide 
brought it to her attention the tubing was loose and fell out. Med Aide #1 stated she tried to put the tubing 
back in, but it was split and had a hole in it. 

An interview was conducted with Nurse #2 on 3/28/2024 at 5:25 AM. Nurse #2 stated the Medication Aide 
(Med Aide #1) came to her and told her something was wrong with the gastrostomy tube site for Resident #1. 
Nurse #2 confirmed she did look at the gastrostomy tube and she observed a crack in the main portal intake, 
so she sent Resident #1 to the hospital to have the tube replaced. Nurse #2 stated she did not know what 
the gastrostomy tube site looked like prior to sending Resident #1 to the hospital on 2/20/2024. Nurse #2 
further stated that her focus was on the hole in the split between the two ports on the gastrostomy tube. 

Documentation in a hospital Emergency Department note dated 2/20/2024 written by MD #1, a hospital 
emergency room physician, revealed Resident #1 was sent to the emergency room due to a cracked adapter 
on the gastrostomy tube and then returned to the facility. The documentation in the note also revealed the 
physician commented that the dressing on the gastrostomy tube was very unclean and was dated 2/8/2024. 
Further physician comments revealed gastric contents were leaking from the site and the balloon had 
ruptured. 

(continued on next page)
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An interview was conducted with MD #1 on 3/28/2024 at 2:30 PM. MD #1 revealed the following information. 
MD #1 stated while he was in the emergency roiagnom on [DATE], Resident #1 was brought in by the 
emergency medical services with a cracked adapter for his gastrostomy tube and it was malfunctioning. MD 
#1 noted that the bandage on the gastrostomy tube site was clearly labeled 2/8/2024 and had the 
appearance of being 12 days old. MD #1 removed the dressing and saw the skin was very red and irritated 
from the leakage of gastric contents around the site as well as being very malodorous. MD #1 stated that the 
[NAME] had less than 10 cc (cubic centimeter) of fluid and had to be replaced. (The end of the tube inside 
the stomach has a small balloon filled with water to keep the tube in place.) MD #1 stated he had a concern 
for poor hygiene care of the gastrostomy tube site. 

An interview with the Director of Nursing (DON) and the Assistant Director of Nursing (ADON) was 
conducted on 3/28/2024 at 2:45 PM. The DON stated that the gastrostomy tube sites are cleaned, and the 
bandages changed on the 11:00 PM to 7:00 AM shift for the residents with gastrostomy tubes. The DON 
stated that if her staff checked off the cleaning of the gastrostomy tube site for Resident #1 was completed 
then she believed it was completed as ordered. The DON stated she did not believe MD #1's description of 
the gastrostomy tube feeding site for Resident #1 as he saw it and documented on 2/20/2024. The ADON 
stated the medication cart, wound cart, and in the top drawer of each gastrostomy tube feeding resident's 
room had supplies for dressing changes for the gastrostomy tube sites. The DON and the ADON stated the 
nurses provided good communication regarding the gastrostomy tube sites and any wound care that was 
needed. 
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a 
licensed pharmacist.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13030

Based on record review, staff interview, Medical Director/Physician interview, and Pharmacist interview the 
facility failed to remove narcotic pain medications from the medication cart within the parameters set by the 
physician's orders for narcotic medication; failed to follow procedures for disposal of wasted narcotic 
medication; and failed obtain an order for narcotic pain medication prior to removing narcotic pain medication 
from the medication cart. Additionally, the facility failed to have effective safeguards and systems in place to 
control for, account for, and periodically reconcile controlled medications to protect the residents right to be 
free from potential drug diversion. This was for three residents, (Resident #6, Resident #7, Resident #8) of 
three residents reviewed for pharmacy services for narcotic medication. Findings included:

1. Resident #6 was admitted to the facility on [DATE] with multiple diagnoses some of which included benign 
neoplasm of the pituitary gland, history of cerebral infraction, and anxiety disorder. 

Documentation on the current March 2024 orders revealed Resident #6 had a physician's order initiated on 
10/27/2023 for Oxycodone with Acetaminophen 5-325 milligrams (mg) tablets to be administered as 1 tablet 
by mouth every 4 hours as needed for severe pain at the 8 to 10 level not to exceed 3250 milligrams per day. 
Additional documentation on the current March 2024 orders revealed Resident # 6 had a physician's order 
initiated on 9/13/2023 for observation of signs and symptoms of pain to be documented using chart codes. 

Documentation of the pain level of Resident #6 on the Medication Administration Record (MAR) revealed a 
level of 0 on 3/21/2024 written at 10:57 PM by Nurse #5. 

Documentation on the Controlled Drug Receipt/Record/Disposition Form for Resident #6 had the following 
information. One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 
3/21/2024 at 4:00 PM by Nurse #5. Two hours later, one tablet of Oxycodone with Acetaminophen 5-325 mg 
was removed for Resident #6 on 3/21/2024 at 6:00 PM by Nurse #5. Two hours later, one tablet of 
Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/21/2024 at 8:00 PM by Nurse 
#5.

There was no documentation on the MAR on 3/21/2024 for the administration of Oxycodone with 
Acetaminophen 5-325 mg tablets for the 3:00 PM to 11:00 PM shift. 

Documentation of the pain level of Resident #6 in the MAR revealed a level of 5 on 3/26/2024 at 6:54 PM 
written by Nurse #5. 

(continued on next page)
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Documentation on the Controlled Drug Receipt/Record/Disposition Form for Resident #6 had the following 
information. One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 
3/26/2024 at 3:30 PM by Nurse #5. One hour and fifty minutes later, one tablet of Oxycodone with 
Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 5:20 PM by Nurse #5. One hour 
and fifty minutes later, one tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 
on 3/26/2024 at 7:10 PM by Nurse #5. Fifty minutes later, one tablet of Oxycodone with Acetaminophen 
5-325 mg was removed for Resident #6 on 3/26/2024 at 8:00 PM by Nurse #5. One hour and ten minutes 
later, one tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 
9:10 PM by Nurse #5. Fifty minutes later, one tablet of Oxycodone with Acetaminophen 5-325 mg was 
removed for Resident #6 on 3/26/2024 at 10:00 PM by Nurse #5. One hour later, one tablet of Oxycodone 
with Acetaminophen 5-325 mg was removed for Resident #6 on 3/26/2024 at 11:00 PM by Nurse #5.

There was no documentation on the MAR for the administration of Oxycodone with Acetaminophen 5-325 
mg on 3/26/2024 from 3:00 PM to 11:00 PM. 

Documentation of the pain level of Resident #6 in the MAR revealed a level of 6 on 3/27/2024 at 6:54 PM 
written by Nurse #5 for the evening shift. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #6 had the following 
information. One tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 
3/27/2024 at 3:15 PM by Nurse #5. One hour and fifty minutes later, one tablet of Oxycodone with 
Acetaminophen 5-325 mg was removed for Resident #6 on 3/27/2024 at 5:10 PM by Nurse #5. One hour 
and ten minutes later, one tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 
on 3/27/2024 at 6:20 PM by Nurse #5. Two hours later, one tablet of Oxycodone with Acetaminophen 5-325 
mg was removed for Resident #6 on 3/27/2024 at 8:20 PM by Nurse #5. Two hours and ten minutes later, 
one tablet of Oxycodone with Acetaminophen 5-325 mg was removed for Resident #6 on 3/27/2024 at 10:30 
PM by Nurse #5. 

There was no documentation on the MAR for the administration of Oxycodone with Acetaminophen 5-325 
mg on 3/27/2024 from 3:00 PM to 11:00 PM. 

The Director of Nursing (DON) and Assistant Director of Nursing (ADON) were interviewed on 3/28/2024 at 
1:50 PM. The DON revealed Nurse #5 had been working at the facility for 2 years. The DON stated that 
despite being severely cognitively impaired, Resident #6 was very capable and knowledgeable of when his 
pain medication had been given to him. The DON stated Resident #6 had been administered all the doses of 
Oxycodone removed from the medication cart by Nurse #5 on 3/21/2024, 3/26/2024 and 3/27/2024. The 
DON did not think Resident #6 would suffer any ill effects of receiving Oxycodone with Acetaminophen 
outside the parameters stipulated by the physician. The DON confirmed the Controlled Drug 
Receipt/Record/Disposition form should match the Medication Administration record for each resident and 
the nurses should follow the physician orders and provide the medication within the parameters set by the 
physician. The DON indicated the nursing staff at the end of each shift make sure that the number of narcotic 
medications left on the medication card for each resident matched the number of narcotic medications 
signed out on the Controlled Drug Receipt/Record/Disposition form. The DON further explained that if after 
counting the number of narcotic medications for each resident and assuring the count matches the 
Controlled Drug Receipt/Record/Disposition form for each resident at the end of each shift then, speculation 
of a medication error or diversion was not made. 
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Nurse #5 was interviewed on 4/1/2024 at 9:16 AM. Nurse #5 stated he was very bad at documentation but, if 
he removed narcotics from the medication cart then he administered them to Resident #6. Nurse #5 revealed 
Resident #6 was complaining on the 3:00 PM to 11:00 PM shift of terrible neck pain on 3/21/2024, 
3/26/2024, and on 3/27/2024 so Nurse #5 gave him Oxycodone. When questioned if he called the physician 
to request permission for administration outside of the parameters of the order for Oxycodone for Resident 
#6, Nurse #5 stated he did not. Nurse #5 stated that if residents were in pain, he gave them pain medication. 

An interview was conducted with the facility pharmacist on 4/2/2024 at 9:13 AM. The Pharmacist stated the 
facility needed to provide education for Nurse #5. The Pharmacist explained that Resident #6 needs to be 
asked what his pain level was, the pain medication signed out on the Controlled Drug 
Receipt/Record/Disposition form if appropriate for the pain level, administer the medication to the resident, 
and then sign the medication administration record that the medication was given. The Pharmacist stated it 
had not been brought to her attention that there was any concern with the narcotic medications being 
administered outside of the orders. The Pharmacist stated when she comes to the facility, she made sure the 
number of narcotic medications in the cart for each resident matched the number of medications on the 
Controlled Drug Receipt/Record/Disposition forms for each resident. The Pharmacist stated she did not 
compare the MAR to each residents Controlled Drug Receipt/Record/Disposition form unless the facility 
brought a concern to her attention. 

The Medical Director, who was also the physician for Resident #6, was interviewed on 4/4/2024 at 2:30 PM. 
The Medical Director stated that Resident #6 was on a very high dose of Oxycodone and nurses should be 
following the parameters of the physician's order for the Oxycodone unless there was authorization to do 
otherwise. The Medical Director stated narcotic pain medication cannot be arbitrarily given to the residents. 

2. Resident #7 was admitted to the facility on [DATE] with multiple diagnoses some of which included an 
ankle fracture, osteoarthritis, polyneuropathy, and fibromyalgia. 

Documentation on admission physician orders revealed an order for Hydromorphone (Dilaudid) 2 milligram 
(mg) tablets to be administered as one tablet by mouth every 6 hours as needed for pain. 

Documentation on the Controlled Drug Receipt/Record/Disposition Form for Resident #7 had the following 
information: Twenty pills of Hydromorphone (Dilaudid) 2 mg tablets were received by the facility on 
3/22/2024. One tablet of Dilaudid 2 mg was signed out by Nurse #5 and lost on the floor on 3/22/2024 at 
3:30 PM leaving 19 tablets remaining. The Diludid tablet that was lost on the floor did not have any 
corresponding nursing signature or initials from another nurse confirming the pill was lost on the floor. One 
tablet of Dilaudid 2mg was signed out by Nurse #5 on 3/22/2024 at 3:30 PM leaving 18 tablets remaining. 
Four hours and thirty minutes later, one tablet of Dilaudid 2 mg was signed out by Nurse #5 on 3/22/2024 at 
8:00 PM leaving 17 tablets remaining. Two hours and forty minutes later, one tablet of Dilaudid 2 mg was 
signed out by Nurse #5 on 3/22/2024 at 10:40 PM leaving 16 tablets remaining.

There was no documentation on the Medication Administration Record for the administration of the 
medication Dilaudid to Resident #7 on 3/22/2024. There was no documentation written by Nurse #5 
revealing what the pain level of Resident #7 was or if Resident #7 obtained relief from the three doses of 
Dilaudid removed from the medication cart on 3/22/2024. 

(continued on next page)
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Nurse #5 was interviewed on 4/1/2024 at 9:16 AM. Nurse #5 stated he was very bad at documentation but, if 
he removed narcotics from the medication cart then he administered them to Resident #7. When questioned 
if he called the physician to request permission for administration outside of the parameters of the order for 
Dilaudid for Resident #7, Nurse #5 stated he did not. 

Documentation on a Basic Interview for Mental Status (BIMS) assessment dated [DATE] revealed Resident 
#7 was assessed as cognitively intact with a score of 15 out of 15. 

Resident #7 was interviewed on 4/1/2024 at 4:56 PM. Resident #7 said she did remember Nurse #5. 
Resident #7 acknowledged that she would not be able to specifically say on what date and time she received 
medications from Nurse #5. Resident #7 stated that on one previous occasion at another facility she was 
given a Dilaudid tablet of 3 mg, and she was so sleepy her family was concerned she would not wake up. 
Resident #7 stated she knew that she was not supposed to take more than 2 mg of Dilaudid every 6 hours, 
and she would not have taken that much Dilaudid in such a short time if it was offered to her. 

The Director of Nursing (DON) and Assistant Director of Nursing (ADON) were interviewed on 3/28/2024 at 
1:50 PM. The DON confirmed the Controlled Drug Receipt/Record/Disposition form should match the 
Medication Administration record for each resident and the nurses should follow the physician orders and 
provide the medication within the parameters set by the physician. The DON indicated the nursing staff at the 
end of each shift make sure that the number of narcotic medications left on the medication card for each 
resident matched the number of narcotic medications signed out on the Controlled Drug 
Receipt/Record/Disposition form. The DON further explained that if after counting the number of narcotic 
medications for each resident and assuring the count matches the Controlled Drug 
Receipt/Record/Disposition form for each resident at the end of each shift then, speculation of a medication 
error or diversion was not made. 

An interview was conducted with the facility pharmacist on 4/2/2024 at 9:13 AM. The Pharmacist stated the 
facility needed to provide education for Nurse #5. The Pharmacist explained that Resident #6 needs to be 
asked what his pain level was, the pain medication signed out on the Controlled Drug 
Receipt/Record/Disposition form if appropriate for the pain level, administer the medication to the resident, 
and then sign the medication administration record that the medication was given. The Pharmacist confirmed 
that when a controlled medication was wasted, another signature or initial was needed by a nurse on the 
Controlled Drug Receipt/Record/Disposition form. The Pharmacist stated when she comes to the facility, she 
made sure the number of narcotic medications in the cart for each resident matched the number of 
medications on the Controlled Drug Receipt/Record/Disposition forms for each resident. The Pharmacist 
stated she did not compare the MAR to each residents Controlled Drug Receipt/Record/Disposition form 
unless the facility brought a concern to her attention. 

The Medical Director, who was also the Physician for Resident #7, was interviewed on 4/4/2024 at 2:30 PM. 
The Medical Director stated nurses should be following the parameters of the physician's order for the 
Dilaudid unless there was authorization to do otherwise. The Medical Director stated Nurse #5 should have 
known better than to administer that much Dilaudid within the time frame of approximately 7 hours. The 
Medical Director was unsure if Resident #7 could have handled that much of the medication Dilaudid. 

3. Resident #8 was admitted on [DATE] and had multiple diagnoses some of which included dementia, 
osteoarthritis, and breast cancer. 

(continued on next page)
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Documentation on the current November 2023 physician's orders revealed Resident #8 had a physician's 
order initiated on 4/5/2023 for Oxycodone HCL (Hydrocholoride) 5 milligrams (mg) to be administered by 
mouth in the form of one tablet every six hours for pain. 

Documentation on a Controlled Drug Receipt/Record/Disposition form revealed 60 tablets of Oxycodone 
HCL 5 mg tablets were received for the use of Resident #8 on 11/10/2023. 

Resident #8 was discharged to the hospital on 11/13/2023 and was readmitted to the facility on [DATE]. 

Documentation on physician orders for Resident #8 dated 11/17/2023 revealed an order for 
Hydrocodone-Acetaminophen oral tablets 5-325 mg to be administered by mouth every 6 hours as needed 
for pain for three days only until 11/20/2023. 

There were no additional orders for narcotic pain medication Hydrocodone-Acetaminophen 5-325 mg in the 
electronic medical record for Resident #8 in the month of November 2023 or December 2023. 

Documentation of the pain level of Resident #8 in the vital signs portion of the electronic record revealed a 
pain level of 0 on 11/21/2023 at 6:00 PM by Nurse #5. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 revealed on 
11/21/2023 one tablet of Oxycodone 5 mg was removed from the medication cart by Nurse #5 at 8:00 PM 
without an order to do so. 

There was no documentation on the MAR (Medication Administration Record) of the administration of 
oxycodone 5 mg to Resident #8 on 11/21/2023. 

Documentation of the pain level of Resident #8 in the vital signs portion of the electronic record revealed a 
pain level of 0 on 11/22/2023 at 5:34 PM. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 revealed on 
11/22/2023 one tablet of Oxycodone 5 mg was removed from the medication cart by Nurse #5 at 8:00 PM 
without an order to do so. 

There was no documentation on the MAR of the administration of oxycodone 5 mg to Resident #8 on 
11/22/2023. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 revealed on 
11/23/2023 one tablet of Oxycodone 5 mg was removed from the medication cart by Nurse #5 at 7:30 PM 
without an order to do so. 

There was no documentation on the MAR of the administration of Oxycodone HCL 5 mg to Resident #8 on 
11/23/2023. 

Documentation of the pain level of Resident #8 in the vital signs portion of the electronic record revealed a 
pain level of 4 on 11/23/2023 at 9:59 PM. 

(continued on next page)
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Documentation of the pain level of Resident #8 in the vital signs portion of the electronic record revealed a 
pain level of 5 on 12/21/2023 at 4:12 PM. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 revealed on 
12/21/2023 one tablet of Oxycodone HCL 5 mg was removed from the medication cart by Nurse #5 at 7:50 
PM with no order to do so. 

There was no documentation on the MAR of the administration of Oxycodone HCL 5 mg to Resident #8 on 
12/21/2023.

Documentation on the current March 2024 Physician orders revealed an order for Resident #8 dated as 
initiated on 1/8/2024 for Oxycodone HCL 5 mg tablets to be administered as one tablet by mouth every 6 
hours as needed for moderate to severe pain.

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 revealed one dose 
of Oxycodone HCL 5 mg tablet was removed from the medication cart by Nurse #5 on 3/22/2024 at 4:40 PM. 

Documentation of the pain level of Resident #8 in the vital signs portion of the electronic record revealed a 
pain level of 4 on 3/22/2024 at 5:39 PM by Nurse #5. 

Two hours and 30 minutes later, documentation on the Controlled Drug Receipt/Record/Disposition form 
revealed one dose of Oxycodone HCL 5 mg tablet was removed from the medication cart on 3/22/2024 at 
7:10 PM. 

Two hours and 40 minutes later, documentation on the Controlled Drug Receipt/Record/Disposition form for 
Resident #8 revealed one dose of Oxycodone HCL 5 mg tablet was removed from the medication cart by 
Nurse #5 on 3/22/2024 at 10:50 PM. 

There was no documentation on the MAR of the administration of Oxycodone 5 mg tablets to Resident #8 by 
Nurse #5 on 3/22/2024. 

Documentation on the nursing staffing schedule revealed Nurse #5 worked on the hallway Resident #8 
resided on 3/23/2024 for the 3:00 PM to 11:00 PM shift.

Documentation on Controlled Drug Receipt/Record/Disposition form for Resident #8 revealed one dose of 
Oxycodone HCL 5mg was removed from the medication cart on 3/23/2024 at an undiscernible time by Nurse 
#5 leaving 6 doses remaining. 

Documentation of the pain level of Resident #8 in the vital signs portion of the electronic record revealed a 
pain level of 4 on 3/23/2024 at 5:51 PM by Nurse #5. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 revealed one dose 
of Oxycodone HCL 5mg was removed from the medication cart by Nurse #5 on 3/23/2024 at 8:10 PM 
leaving 5 doses remaining. 

(continued on next page)
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Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 revealed one dose 
of Oxycodone HCL 5 mg was removed from the medication cart by Nurse #5 on 3/23/24 at 3:00 PM leaving 
4 doses remaining. 

There was no documentation on the MAR of the administration of Oxycodone 5 mg tablets to Resident #8 by 
Nurse #5 on 3/23/2024. 

Nurse #5 was interviewed on 4/1/2024 at 9:16 AM. Nurse #5 stated he was very bad at documentation but, if 
he removed narcotics from the medication cart then he administered them to Resident #8. When questioned 
if he called the physician to request permission for administration outside of the parameters of the order for 
Oxycodone 5 mg for Resident #7, Nurse #5 stated he did not. Nurse #5 stated that if residents were in pain, 
he gave them pain medication. 

The Director of Nursing (DON) and Assistant Director of Nursing (ADON) were interviewed on 3/28/2024 at 
1:50 PM. The DON confirmed the Controlled Drug Receipt/Record/Disposition form should match the 
Medication Administration record for each resident and the nurses should follow the physician orders and 
provide the medication within the parameters set by the physician. The DON indicated the nursing staff at the 
end of each shift make sure that the number of narcotic medications left on the medication card for each 
resident matched the number of narcotic medications signed out on the Controlled Drug 
Receipt/Record/Disposition form. The DON further explained that if after counting the number of narcotic 
medications for each resident and assuring the count matches the Controlled Drug 
Receipt/Record/Disposition form for each resident at the end of each shift then, speculation of a medication 
error or diversion was not made. 

An interview was conducted with the facility pharmacist on 4/2/2024 at 9:13 AM. The Pharmacist stated the 
facility needed to provide education for Nurse #5. The Pharmacist explained that Resident #8 needs to be 
asked what her pain level was, the pain medication signed out on the Controlled Drug 
Receipt/Record/Disposition form if appropriate for the pain level, administer the medication to the resident, 
and then sign the medication administration record that the medication was given. The Pharmacist confirmed 
that when a controlled medication was wasted, another signature or initial was needed by a nurse on the 
Controlled Drug Receipt/Record/Disposition form. The Pharmacist confirmed medication should only be 
given if there was a physician's order to do so. The Pharmacist stated when she comes to the facility, she 
made sure the number of narcotic medications in the cart for each resident matched the number of 
medications on the Controlled Drug Receipt/Record/Disposition forms for each resident. The Pharmacist 
stated she did not compare the MAR to each residents Controlled Drug Receipt/Record/Disposition form 
unless the facility brought a concern to her attention.

An interview was conducted with the Medical Director, who was also the Physician for Resident #8, on 
4/4/2024 at 2:30 PM. The Medical Director confirmed nurses should be following the parameters of the 
physician's order narcotic pain medication unless there was authorization to do otherwise. The Medical 
Director stated the facility needed to monitor the Controlled Drug Receipt/Record/Disposition form versus the 
MAR so that the pain medication orders were followed for Resident #8, because she really needed her pain 
medication. 
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Based on record review, staff interview, and Pharmacist interview the facility failed to document the 
administration of narcotic medication in the medication administration record for 3 (Resident #6, Resident #7, 
and Resident #8) of 3 residents reviewed for accuracy of documentation of narcotic medication. Findings 
included:

1. Resident #6 had a current March 2024 physician's order for Oxycodone with Acetaminophen 5-325 
milligram (mg) tablets to be administered by mouth every 4 hours as needed for severe pain at the 8 to 10 
level. 

Documentation on the Controlled Drug Receipt/Record/Disposition form dated as initiated on 2/26/2024 
recorded the removal of a dose of Oxycodone with Acetaminophen 5-325 mg tablet for Resident #6 on the 
following dates and times by Nurse #5: 3/1/2024 at 6:00 PM, 3/1/2024 at 10:10 PM, 3/4/2024 at 4:10 PM, 
and 3/4/2024 at 10:05 PM. 

There was no corresponding documentation on the Medication Administration Record (MAR) of Resident #6 
for the administration of the doses of Oxycodone with Acetaminophen on 3/1/2024 and 3/4/2024 removed 
from the cart by Nurse #5. 

Nurse #5 was interviewed on 4/1/2024 at 9:16 AM. Nurse #5 stated he was very bad at documentation but, if 
he removed narcotics from the medication cart then he administered them to Resident #6.

Documentation on the Controlled Drug Receipt/Record/Disposition form dated as initiated on 3/1/2024 
revealed the removal of a dose of Oxycodone with Acetaminophen 5-325 mg tablet for Resident #6 on 
3/13/2024 at 6:00 AM by Nurse #9. 

There was no corresponding documentation on the MAR for the Administration of the Oxycodone with 
Acetaminophen on 3/13/2024 removed from the cart by Nurse #9. 

Nurse #9 was interviewed on 4/3/2024 at 11:23 AM. Nurse #9 stated she was certain she administered the 
dose of Oxycodone with Acetaminophen to Resident #6 on 3/13/2024 and had just forgot to document it on 
the MAR. Nurse #9 stated she was new to the facility, but she had learned that Resident #6 frequently 
requested pain medication multiple times a shift even when it was not due. 

Documentation on the Controlled Drug Receipt/Record/Disposition form dated as initiated on 3/1/2024 
revealed the removal of a dose of Oxycodone with Acetaminophen 5-325 mg tablet for Resident #6 on 
3/14/2024 at 10:00 AM and 3/18/2024 at 10:00 AM by Nurse #6. 

There was no corresponding documentation on the March MAR for the administration of the Oxycodone with 
Acetaminophen to Resident #6 on 3/14/2024 and 3/18/2024 by Nurse #6. 

(continued on next page)
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Nurse #6 was interviewed on 4/1/2024 at 9:54 AM. Nurse #6 stated that it had to be an oversight on her part 
in not documenting the administration of the Oxycodone with Acetaminophen dose for Resident #6 on 
3/14/2024 and 3/18/2024. Nurse #6 stated that Resident #6 asks so frequently for his pain medication that 
she had to remember to document on the MAR each time it is due that she gave it to him. 

The Director of Nursing (DON) was interviewed on 3/28/2024 at 1:50 PM. The DON confirmed the Controlled 
Drug Receipt/Record/Disposition form should match the Medication Administration record for each resident 
for accuracy of documentation.

2. Resident #7 had a physician's order initiated on 3/22/2024 for Hydromorphon 3 milligram (mg) tablets to 
be administered as one tablet every 6 hours as need for pain. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #7 dated as initiated on 
3/22/2024 revealed the removal of one dose of Hydromorphon 3 mg for Resident #7 on 3/25/2024 at 12:30 
PM, 3/252024 at 4:00 PM, and 3/27/2024 at 10:00 AM by Nurse #11.

Documentation on the March 2024 Medication Administration Record (MAR) for Resident #7 revealed there 
was no corresponding dose of Hydromorphon 3 mg administered on 3/25/2024 at 12:30 PM, 3/25/2024 at 
4:00 PM, or 3/27/2024 at 10:00 AM by Nurse #11. 

Documentation on the March 2024 MAR indicated Resident #7 received a dose of Hydromorphon 3 mg on 
3/26/2024 at 3:34 PM by Nurse #11 with no corresponding documentation on the Controlled Drug 
Receipt/Record/Disposition form documenting the removal of the Hydromorphon from the medication cart. 

Nurse #11 did not respond to requests for interviews. 

The Director of Nursing (DON) was interviewed on 3/28/2024 at 1:50 PM. The DON confirmed the Controlled 
Drug Receipt/Record/Disposition form should match the Medication Administration record for each resident 
for accuracy of documentation.

An interview was conducted with the facility Pharmacist on 4/2/2024 at 9:13 AM. The Pharmacist stated she 
knew Nurse #11 very well and suspected Nurse #11 was pulled in two different directions causing an error in 
not documenting correctly on the MAR and/or the Controlled Drug Receipt/Record/Disposition form.

3. Resident #8 had a physician's order initiated on 1/8/2024 for Oxycodone HCL (Hydrochloride) 5 milligrams 
(mg) to be administered by mouth every 6 hours as needed for moderate to severe pain. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 dated as initiated on 
11/10/2023 revealed the removal of a dose of Oxycodone HCL 5 mg on 1/17/2024 at 9:40 PM, 2/8/2024 at 
9:00 PM, 2/10/2024 at 5:10 PM, 2/14/2024 at 5:20 PM, 2/14/2024 at 10:20 PM, 2/15/2024 at 5:15 PM, 
2/15/2024 at 9:45 PM, 2/21/2024 at 9:10 PM, 3/5/2024 at 8:25 PM, 3/7/2024 at 5:00 PM, 3/9/2024 at 5:10 
PM, and 3/14/2024 at 9:08 PM by Nurse #5. 

There was no corresponding documentation on the January, February, and March MARs for Resident #8 for 
the administration of the Oxycodone HCL 5 mg doses on 1/17/2024, 2/10/2024, 2/14/2024, 2/15/2024, 
2/21/2024, 3/5/2024, 3/7/2024, 3/9/2024, and 3/14/2024 by Nurse #5. 
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Nurse #5 was interviewed on 4/1/2024 at 9:16 AM. Nurse #5 stated he was very bad at documentation but, if 
he removed narcotics from the medication cart then he administered them to Resident #8.

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 dated as initiated on 
11/10/2023 revealed the removal of a dose of Oxycodone HCL 5 mg on 1/08/2024 at 12:17 PM and 
2/29/2024 at 8:39 AM by Med Aide #3. 

There was no corresponding documentation on the January 2024 and February 2024 MARs for Resident #8 
for the administration of the Oxycodone HCL 5 mg doses on 1/8/2024 and 2/29/2024 administered by Med 
Aide #3. 

Medication Aide (Med Aide) #3 was interviewed on 4/1/2024 at 2:22 PM. Med Aide #3 revealed that if the 
documentation was not correct in the morning it was possibly because Resident #8 has a lot of behaviors in 
the morning. Med Aide #3 indicated it was sometimes difficult to get Resident #8 to take her medication 
before morning care was provided. Med Aide #3 stated there must have been something going on for her to 
not document on the MAR the provision of Oxycodone to Resident #8. Med Aide #3 stated she usually was 
very good at documenting on the MAR after she administered narcotics to Resident #8 but, she must have 
overlooked documenting the administration of the Oxycodone on the MAR on those days. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 dated as initiated on 
11/10/2023 revealed the removal of a dose of Oxycodone HCL 5 mg on 2/24/2024 at 9:30 PM by Nurse #7. 

There was no corresponding documentation on the February 2024 MAR for Resident #8 for the 
administration of the Oxycodone HCL 5 mg dose on 2/24/2024 administered by Nurse #7. 

Nurse #7 was interviewed on 4/1/2024 at 10:15 AM. Nurse #7 stated it was an oversight on 2/24/2024 when 
she did not document the dose of Oxycodone administered to Resident #8 because she always administered 
narcotic medication to residents after she signed it out. 

Documentation on the Controlled Drug Receipt/Record/Disposition form for Resident #8 dated as initiated on 
11/10/2023 revealed the removal of a dose of Oxycodone HCL 5 mg on 2/28/2024 at 3:23 PM by Nurse #8. 

There was no corresponding documentation on the February 2024 MAR for Resident #8 for the 
administration of the Oxycodone HCL 5 mg dose on 2/28/2204 administered by Nurse #8. 

Nurse #8 was interviewed on 4/1/2024 at 11:06 AM. Nurse #8 stated she was only at the facility on an as 
needed basis. Nurse #8 revealed she usually always wrote the narcotic medication that was administered on 
the MAR but, she indicated she must have made a human error on 2/28/2024. 

The Director of Nursing (DON) was interviewed on 3/28/2024 at 1:50 PM. The DON confirmed the Controlled 
Drug Receipt/Record/Disposition form should match the Medication Administration record for each resident 
for accuracy of documentation.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13289

Based on observation, record review, staff interview, hospice staff interview, and physician interview the 
facility failed to communicate and coordinate with hospice to identify a resident had sustained a dislocated 
finger. This was for one (Resident # 3) of two sampled hospice residents. The findings included:

Resident # 3 was admitted to the facility on [DATE]. The resident's diagnoses in part included a history of 
stroke, hemiplegia and hemiparesis, dysphagia, and advanced dementia. 

According to a hospital discharge summary, dated 1/19/24, Resident # 3 had been hospitalized from 
12/23/23 until 1/19/24. The hospital discharge summary also included the following information. The resident 
had pulled out his gastrostomy tube and nasogastric tube multiple times. A discussion was held with the 
family and he was to be made hospice with comfort care provided. 

According to the facility record, on 1/19/24 Resident # 3 was transferred to the facility as a hospice resident. 

On 1/25/24 a significant change Minimum Data Set assessment was completed. Resident # 3 was coded as 
severely cognitively impaired. 

Resident # 3's care plan, reviewed on 2/8/24, noted Resident # 3 had behavioral issues. 

On 2/27/24 Resident # 3's physician saw the resident and noted that he would be under hospice's care at the 
facility. Under the physician's assessment, there was no documentation of a joint deformity. 

Review of hospice documentation revealed Hospice Nurse # 2 obtained an order on 2/27/24 to clean 
Resident # 3's second digit on his left hand (the index finger) with saline and apply a 2 X 2 border dressing. 
The dressing was to be done two times per week and facility staff were to perform as needed. 

An order with a start date of 2/29/24 was entered into the facility electronic record to clean the second digit 
with saline, pat dry, and apply a 2 X 2 border dressing twice per week. The order was signed off by the 
facility physician who noted it was per hospice.

According to an interview with the Director of Nursing (DON) on 3/27/24 at 1:45 PM the Hospice nurses 
changed Resident # 3's dressing to his index finger when they visited twice per week. 

(continued on next page)
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On 3/28/24 at 10:00 AM Resident # 3 was observed as Hospice Nurse # 1, who reported she routinely 
visited Resident # 3 twice per week, cared for Resident # 3's left index finger. The following observation was 
made. When the dressing and gauze wrap were removed, the knuckle area had a pink open wound. At the 
middle joint of the index finger, there appeared to be a deformity and the finger deviated at an abnormal 
angle at the joint. This was an obvious contrast to the other three left fingers which were kept in a closed, 
curled up position at rest. The contrast was apparent upon removal of the dressing but not before the 
removal.

The DON was interviewed on 3/28/24 at 10:30 AM and asked if she was aware there was a deformity of the 
joint. The DON reported the following. There had been no documentation by a facility nurse or Nurse Aide, 
and therefore the DON said, How could we know? 

Further interview with Hospice Nurse # 1 on 3/28/24 at 11 AM revealed she had routinely cared for Resident 
# 3 since his facility admission under hospice. She had been off work from 2/21/24 until 3/1/24 and Hospice 
Nurse # 2 had seen the resident during that time. When she (Hospice Nurse # 1) returned on 3/5/24 for the 
first time since being off work, there were orders in place to treat a sore to his left index knuckle. His index 
finger also looked different at the joint when she first dressed it. She did not mention the joint deformity to the 
facility's Director of Nursing when she first noted it. 

Hospice Nurse # 2 was interviewed on 4/4/24 at 8:50 AM and reported the following. Orders had been 
initiated on 2/27/24 to care for an open area to Resident # 3's left index knuckle. She was able to gently do 
range of motion on the finger. The finger could be flexed and extended. There was no deformity of the finger 
when she had cared for Resident # 3. 

On 3/28/24 at 2:15 PM Resident # 3's physician, who serves as the facility's medical director, was 
interviewed. The physician did not know about a deformity of Resident # 3's finger and stated she would look 
at it when she was at the facility on 4/3/24. 

Interview with the facility physician on 4/4/24 at 9:23 AM revealed she had seen Resident # 3 the previous 
day and also saw a x-ray had been done. She was not sure at the time of the interview when the x-ray had 
been done, but stated it showed Resident # 3's finger was dislocated. She thought it had occurred from him 
chewing on his finger. She reported at times Resident # 3 would pull his fingers to his mouth. From this 
action he would obtain sores which would heal, scar, and reopen. When she first saw the x-ray report she 
wondered if more follow- up needed to be done related to possible infection in the joint, but there had since 
been a discussion with hospice, and it was decided no further treatment was indicated. 

Hospice Nurse # 1 was interviewed again via phone on 4/4/24 at 1:15 PM and reported the following. The 
x-ray had been done on 3/30/24. The report had shown the left index finger was dislocated but was not 
fractured. There was small bone erosion on either side. It also showed that the resident might have septic 
arthritis of the joint. She had talked to the hospice physician who felt since the visible wound on the finger 
had no outward sign of infection that nothing further would be done. They would continue their dressing 
changes. 

(continued on next page)

3128345377

06/27/2024



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

345377 04/05/2024

East Carolina Rehab and Wellness 2575 W 5th Street
Greenville, NC 27834

F 0849

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 4/4/24 at 3:00 PM the facility provided a copy of the x-ray report. The x-ray had been completed on 
3/30/24. The report showed on the second finger, there was a dislocation at the proximal interphalangeal 
joint with suspicion of small bone erosions of either side. It noted that septic arthritis could be possible. 

The Administrator was interviewed on 4/5/24 at 8:53 AM and reported the following. He did not know that 
Resident # 3's finger had been dislocated until the x-ray had been done on 3/30/24. His staff were there 24 
hours a day, and hospice staff should communicate with his staff about changes they see when caring for a 
resident. 
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Set up an ongoing quality assessment and assurance group to review quality deficiencies  and develop 
corrective plans of action.

13030

Based on observation, record review, staff interviews, hospice staff interview, physician interview, pharmacy 
consultant interview, and psychiatric nurse practitioner interview the facility's Quality Assessment and 
Assurance Committee failed to maintain implemented procedures and monitor the interventions that the 
committee put into place following the recertification and complaint investigation of 4/13/2021, the 
recertification and complaint survey of 6/30/2022, the recertification and complaint investigation of 11/2/2023, 
and the complaint investigation of 2/27/2024. This was for 3 repeat deficiencies in the areas of supervision to 
prevent accidents, hospice services, and pharmacy services. The continued failure of the facility during four 
federal surveys showed a pattern of the facility's inability to sustain an effective Quality Assessment and 
Assurance Program. The findings included:

This citation is cross referenced to:

F689: Based on observation, record review, and interviews with staff, Physician, Psychiatric Nurse 
Practitioner, and the facility's Pharmacy Consultant the facility failed to 1) analyze Resident #2's falls to 
determine causative factors and implement interventions to reduce the risk for further falls and 2) ensure a 
paraplegic resident (Resident # 1) did not roll out of bed during care. Resident # 2 was identified to have an 
impacted arm fracture (a fracture that generally occurs following a fall). This was for two of three sampled 
residents reviewed for accidents.

During a recertification and complaint investigation survey of 4/13/2021 the facility failed to repair a loose 
siderail which resulted in a fall with injuries for 1 of 4 residents reviewed for accidents.

During a recertification and complaint investigation survey of 6/30/2022 the facility failed to ensure a fall mat 
was in place according to the care planned fall safety interventions for 1 of 3 residents reviewed for 
supervision to prevent accidents. 

During a recertification and complaint investigation survey of 11/2/2023 the facility failed to provide 
supervision to a resident who was assessed as a supervised smoker, while a resident was smoking in a 
designated smoking area, secure a resident's smoking materials and complete quarterly smoking 
assessments for a resident, who was assessed as no requiring supervision when smoking for 2 of 2 
reviewed for accidents.

F755: Based on record review, staff interview, Medical Director/Physician interview, and Pharmacist 
interview the facility failed to remove narcotic pain medications from the medication cart within the 
parameters set by the physician's orders for narcotic medication; failed to follow procedures for disposal of 
wasted narcotic medication; and failed obtain an order for narcotic pain medication prior to removing narcotic 
pain medication from the medication cart. Additionally, the facility failed to have effective safeguards and 
systems in place to control for, account for, and periodically reconcile controlled medications to protect the 
residents right to be free from potential drug diversion. This was for three residents, (Resident #6, Resident 
#7, Resident #8) of three residents reviewed for pharmacy services for narcotic medication.

(continued on next page)
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During a complaint investigation of 2/27/2024 the facility failed to provide pharmacy services within the time 
frame for a scheduled dose of medication for one of four residents observed during a medication pass 
observation. 

F849: Based on observation, record review, staff interview, hospice staff interview, and physician interview 
the facility failed to communicate and coordinate with hospice to identify a resident had sustained a 
dislocated finger. This was for one (Resident # 3) of two sampled hospice residents.

During a recertification and complaint investigation of 6/30/2022 the facility failed to obtain a Physician's 
order for hospice services for 2 of 4 residents reviewed for hospice.

The facility Administrator was interviewed on 4/3/2024 at 12:55 PM. The Administrator explained that the 
facility interdisciplinary team met every Friday to discuss falls and accidents so that interventions could be 
put in place to prevent reoccurrence. The Administrator indicated he did not feel further monitoring was 
warranted. The Administrator stated that the facility was monitoring the issue the facility was previously cited 
regarding having enough of liquid medication available for the residents and monitoring the medication pass. 
The Administrator further explained that the facility interdisciplinary team also discussed every Friday the 
results of the medication pass monitoring they had just started and had not identified any other issues with 
pharmacy services. 

The Administrator was interviewed again on 4/5/24 at 8:53 AM. The Administrator indicated the facility was 
monitoring hospice services but the hospice nursing staff needed to communicate with the facility if there 
was an issue going on so it could be addressed.
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