Department of Health & Human Services Printed: 08/27/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
365218 B. Wing 06/02/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Blue Ash Health & Rehab 4900 Cooper Road
Cincinnati, OH 45242

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

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

F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.
Level of Harm - Minimal harm

or potential for actual harm Based on medical record review, and staff interview, this facility failed to ensure documentation of
medication being administered was charted in residents' electronic medication administration record.
Residents Affected - Some (Emar). This affected 11 residents (Resident #60, #62, #64, #66, #68, #70, #72, #74, #76, #78, and #80)

of the 12 residents reviewed for medication administration. The facility census was 35. Findings
include:Review of the medical records for Resident #60, #62, #64, #66, #68, #70, #72, #74, #76, #78,
and #80 revealed each resident had physician orders to receive nighttime or evening medications.
Continued review of each resident's electronic medication administration record revealed medication
was not documented as being administered for the evening of 05/26/2026. Attempted contact on
05/29/2026 at 2:10 P.M. and again at 3:20 P.M. with Licensed Practical Nurse (LPN) #131 who was
the nurse noted to have worked the evening of 05/26/2026 with no success. A voice message could
not be left due to the voice mail box not being set up at that time. Attempted to contacted LPN #116
on 05/29/2026 at 2:15 P.M. and again at 3:15 P.M. with no success. LPN #116 was noted to be the
nurse who was scheduled to work the evening of 05/26/2026 but was noted to be a no call, no show.
Interview on 05/29/2026 with Registered Nurse (RN) #113 at 4:40 P.M. and LPN #76 at 4:45 P.M.
revealed when a medication is administered to a resident, the electronic medication record will
display a check mark in the box for that medication along with a time and the initials of who
administered the medication. If the medication was refused it will have a R or REF marked in the box
for that medication along with the time the medication was refused and the initials of who attempted
to administer the medication. When the electronic medication record had a blank for a medication, it
indicates that the medication was not given as per order or that the medication was not documented
as being given even if it was administered. Interview via email on 06/01/2026 at 5:21 A.M. with the
Director of Nursing (DON) revealed, When reviewing a medication administration record, if a
medication has been administered, a check mark will be noted. When a medication has been refused,
RD is noted in the box. When the box is empty/blank, the nurse may have not signed off on the
medication, or the medication was not administered. Further interview with DON revealed she could
not verify if Resident #60, #62, #64, #66, #68, #70, #72, #74, #76, #78, and #80 received their
medication or LPN #131 forgot to sign off the medications on the Emar.
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