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Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of
being admitted

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to develop a person-centered baseline admission care
plan for 1 of 3 residents (Resident #2) reviewed for baseline care plans in that:-The facility failed to
develop a baseline care plan with goals, interventions, treatments, and psychosocial needs within 48
hours of admission for Resident #2.This failure could have affected new admission residents by not
having their individual, medical, functional, and psychosocial needs identified and could cause a
physical or psychosocial decline in health.Record review of Resident #2's face sheet dated [DATE]
revealed she was an [AGE] year-old female who was initially admitted to the facility on [DATE] and
readmitted on [DATE]. Resident #2 had diagnoses which included: fracture of the lower end of radius
(broken wrist injury), hypertension (high blood pressure), and dementia (decline in mental
ability).Record review of Resident #2's 15-day MDS assessment dated [DATE] revealed a BIMS score
of 00 out of 15, indicating severely impaired cognition. Further review revealed Resident #2 needed
extensive assistance to total care with ADL care with one staff assistance.Record review of Resident
#2's care plan revealed the resident care plan was cancelled on [DATE]. It also revealed an entry on
[DATE] with a status of full code by ADON.Record review of Resident #2's out-of-hospital DNR
revealed the form was dated [DATE], a day before Resident #2 was discharged back to the facility
from the hospital.During an interview on [DATE] at 1:19 p.m., the MDS Coordinator said she was not
sure who canceled Resident #2's care plan. She said when a resident went to the hospital, the
resident's orders would be discontinued, and the care plan would say canceled. The MDS Coordinator
said when Resident #2 was readmitted on [DATE], the admitting nurse would have initiated the
baseline care plan UDA, and that would have triggered the comprehensive care plan. She said the
ADON entered the DNR manually on the old care plan after she had cancelled the previous DNR on
[DATE] when Resident #2 was readmitted , and she did not communicate that she manually wrote on
the previous care plan and changed Resident #2's code from DNR to full code. She said because the
baseline care plan was not done, she would manually put the care areas back to the previous care
plan, and she said she still needed to complete the comprehensive care plan. She said Resident #2's
DNR paperwork was signed on [DATE], a day before she was discharged from the hospital, and she
did not know why the ADON put full code. She said the DNR paperwork usually came with discharge
paperwork. She said if the resident's baseline care plan UDA was not done, it could have affected the
care provided for Resident #2.During an interview on [DATE] at 2:00 p.m., the DON said when
Resident #2 was readmitted , the baseline care plan UDA was not triggered. When the DON was asked
why the baseline care plan did not trigger, she said it was a question for PCC(Point Click Care is an
electronic system used for documentation). The DON said that SW was involved in the DNR, and when
the paperwork was uploaded on ([DATE]), the SW should have notified someone in nursing so the
nursing staff would have changed the full code to DNR. The DON said Resident #2 would not have
received the care because the care for the resident was not in the care plan. The DON said if the
resident had a cardiac incident, the facility would have provided CPR, which was not what the
resident wanted.During an interview on [DATE] at 2:10 p.m., the ADON said she did not know why the
(continued on next page)
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admitting nurse did not initiate the baseline care plan UDA for Resident #2. The ADON said she
entered full code for Resident #2 manually. She said she did not have the out-of-hospital DNR at the
time she entered full code. She said if the baseline UDA was not started, Resident #2 may not have
had care provided appropriately. She said she was not aware the resident had an out-of-hospital DNR,
and if the resident was provided with CPR, then the resident was not provided care according to the
resident's wishes. The DON said if the baseline care plan was not initiated, then the MDS coordinator
would not have known to complete the comprehensive care plan in 14 days.Record review of the
facility policy on care planning, comprehensive, and routine updates issued: [DATE], review [DATE]
revealed in part .Completion and implementation of the baseline care plan within 48 hours of a
resident's admission was intended to promote continuity of care and communication among nursing
home staff, increase resident safety, and safeguard against adverse events that were most likely to
occur right after admission.
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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** Based on
observation, interview and record review, the facility failed to provide pharmaceutical services
including procedures that assured the accurate acquiring, receiving, dispensing, and administering of
all drugs and biologicals, and a system of medication records that enabled periodic accurate
reconciliation and accounting of all controlled medications to meet the needs of 1 of 3 residents
(Resident #1) reviewed for pharmacy services, in that:The facility failed to ensure Resident #1's
control count sheet matched with the actual Lacosamide liquid medication.This failure could have
placed residents at risk of not receiving their adequate dose of medication and drug diversion.
Findings included:Record review of Resident #1's face sheet dated 4/06/26 revealed she was a
[AGE] year-old male admitted to the facility on [DATE]. Resident #1 had diagnoses which included:
diabetes mellitus (high blood sugar levels), hypertension (high blood pressure), and cerebral infarction
(blockage in an artery supplying the brain blood).Record review of Resident #1's admission MDS
assessment dated [DATE] revealed a BIMS score of 10 of 15, indicating moderately impaired
cognition. Further review revealed Resident #1 needed extensive assistance to total care with ADL
care with one staff assistance.Record review of Resident #1's April 2026 order summary report
revealed in part, Lacosamide oral solution 10MG/ML, give 5ML two times a day for epilepsy. Ordered
date 03/17/26.Record review of Resident #1's control count sheet for Lacosamide oral solution
10MG/ML, give 5ML two times a day revealed 45ML. Record review of Resident #1's MAR for April
2026 revealed Lacosamide oral solution 10MG/ML, give 5ML two times a day was administered last
on 04/02/26 in AM and it was administered by LVN A.During observation of the nurse medication cart
on unit E with the ADON and LVN A on 04/02/26 at 1:45 p.m., it was revealed Resident #1's
Lacosamide 10mg/ML liquid medication count sheet reflected 45 ML while the medication bottle had
65 ML of liquid medication.During an interview on 04/02/26 at 1:46 p.m., the ADON said Resident #1's
Lacosamide 10mg/ML usually came overfilled. She said the facility did not correct the count to match
the total dosage on the medication label. She said she could not tell how much the bottle was
overfilled from the 180 ML on the medication label and the count sheet for the medication. The ADON
said it could be considered drug diversion when the liquid medication did not match the count sheet.
She said she did not know how the medication would be corrected to match the count sheet, and none
of the nurses had told her the liquid control medication did not match the count sheet. The ADON said
she could guess the difference from the medication in the bottle was about 10 ML more than what
was documented on the count sheet. The surveyor pointed out that the lines with numbers on the
medication bottle increased by 40 ML and the middle line between the numbered lines increased by 20
ML. She did not respond or verify the variances by checking the lines and numbers on the medication
bottle.During an interview on 04/02/26 at 3:02 p.m., LVN A said Resident #1's Lacosamide 10mg/ML
liquid medication had more medication in the medication bottle than what was on the count sheet.
LVN A said when the liquid medication did not match, as a nurse, she should have reported it to the
DON and ADON. LVN A said she did not report it to the nurse managers, but she thought another nurse
reported it. She said the nurse management said the liquid sometimes came with more medication
than what was written on the bottle. She said the DON and ADON were supposed to verify the count
of liquid control medication, and she was not sure what nurse managers were supposed to do. LVN A
said when she counted the medication when she can to work today , and the medication was over and
she signed the count sheet with the outgoing nurse because the medication had been over from
03/18/26 and all the nurses were aware. LVN A said when the documentation on the count sheet did
not match the amount of medication left in the bottle, it was a discrepancy which had to be reported
to prevent drug diversion.During an interview on 04/06/26 at 1:52 p.m., the DON said Resident #1's
Lacosamide 10mg/ML may had come overfilled, and the nurses would continue to administer
(continued on next page)
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medication until the nurse gave the quantity that was on the label, and then the overage was
destroyed. She said she was waiting for the pharmacy to give her directions on what to do. The DON
said it could be drug diversion if there was a discrepancy between the control count sheet and actual
medication. She said sometimes the medication came overfilled, and none of the nurses had told her
Resident #1's Lacosamide 10mg/ML was overfilled.During an interview on 04/06/26 at 2:56 p.m., the
Administrator said she was not clinical and she could not say if Resident #1's Lacosamide 10mg/ML
was over than what was written on the paper. She said she was going to call the corporate nurse for
more information on control liquid medication. She said she talked to the pharmacist and she said
liquid medication came overfilled.Record review of the facility policy on drug diversion prevention
program revised 12/04/2023 and revised 12/03/2025 revealed in part .To minimize the threat of drug
diversion, incorporates clear-cut policies and practices that demonstrate a hardline, zero-tolerance
approach to diversion to improve safety and quality of care for the residents. procedure #1.2. Facility
should ensure the incoming and outgoing nurses counted all Schedule controlled substances and other
medications with a risk of abuse or diversion at the change of each shift or at least once daily and
documented the results on a ?Controlled Substance Count Verification/Shift Count Sheet'. Facility
should:1.2.1 Reconcile the total number of controlled medications on hand, pursuant to the Controlled
Substance Verification/Shift Count Sheet; and1.2.2 The facility should routinely reconcile the number
of doses remaining in the package to the number of doses recorded on the Controlled Substance
Verification/Shift Count Sheet to the medication administration record.
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