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F0000 F0000 04/14/2026INITIAL COMMENTS 

A complaint survey was conducted from 3/24/26 through 
3/26/26. (Event ID# 22C66D-H1) The following intakes 
were investigated: 2797719, 2785886, and 2959899. 

Two of the nine complaint allegations resulted in 
deficiency. 

 

F0658 F0658
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04/14/2026Services Provided Meet Professional Standards 

CFR(s): 483.21(b)(3)(i) 

§483.21(b)(3) Comprehensive Care Plans 

The services provided or arranged by the facility, as 
outlined by the comprehensive care plan, must- 

(i) Meet professional standards of quality. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review and interviews with family 
member and staff, the facility failed to ensure 
transportation was arranged for a resident’s follow-up
appointments following his discharge from the hospital
and subsequent admission to the facility for his 
medical care. This was for 1 of 3 residents reviewed 
for professional standards of practice (Resident # 1).

The findings included: 

Record review revealed Resident # 1 was hospitalized 
from 2/27/26 to 3/5/25 and then admitted to the 
facility on 3/5/26 with a diagnosis of Stage IV basal 
cell carcinoma with metastatic disease to the lung and
bone. Additionally Resident # 1 had a diagnosis of 
Stage IV Kidney disease. 

Review of Resident # 1’s hospital discharge summary 
dated 3/5/26 revealed it included information that 
Resident # 1 had diagnostic and physician appointments
scheduled related to his cancer and kidney disease 
diagnosis for 3/18/26. The first appointment was 
scheduled at 7:00 AM on 3/18/26 and subsequent 
appointments had designated times already arranged for
that same day. The appointments included such things as

Resident #1 no longer resides in the facility. 

On 3/31/26 the Regional Nurse Consultant reeducated the
Director of Nursing on the importance of ensuring 
appropriate communication is in place for resident 
transportation to and from appointments and a review of
the protocols. 

On 4/10/26 the Director of Nursing reeducated the 
Transportation aide on the Protocol: Communication of 
follow up Appointment. 

This was completed on 4/10/2026. 

On 4/10/2026 The Director of Nursing audited all 
current residents admitted in the past 90 days, 
Discharge Summaries to ensure all appointments 
scheduled were completed as ordered. Any appointments 
that were not made or transported were rescheduled 
immediately. Findings: 0 out of 31 residents needed to
be rescheduled. This was completed by 4/10/26. 

On 4/10/26, the Staff Development Coordinator in 
serviced all Licensed Nurses (including agency) on the
Protocol for communicating and arranging follow-up 
appointments from the resident Discharge Summary on 
admission. This training included all current Licensed
Nurses including agency. This training included: The 
importance of reviewing and communicating appointments
from the Discharge Summary to the Facility 
Transportation Aide. As of 4/10/26, all Licensed Nurses
and the transportation aide have attended the above 
in-service. The Director of Nursing will ensure that 
any new agency nurses starting out will complete the 
in-service training and will not be allowed to work 
until the training is completed. All newly hired 
licensed nurses and/or transportation aides will also 

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90 
days following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days 
following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program 
participation.
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Continued from page 1
a preclinical PET (positron emission tomography scan) 
and appointments with an oncologist and nephrologist. 
(A PET scan is a nuclear imaging test that can help 
stage cancer.) The information in the discharge summary
included the department and location of each 
appointment. 

A review of facility records revealed a physician’s 
progress note, dated 3/9/26, noting that Resident # 1’s
family member was present and reporting to the 
physician that Resident # 1 had an oncology follow up 
scheduled for 10 days and was questioning if 
transportation could be arranged. 

Resident # 1’s Family Member was interviewed on 3/24/26
at 12:12 PM and reported the following information. He
(the family member) had gone to the oncology 
appointment on 3/18/26 with plans to meet Resident # 1
there. He thought the facility had arranged Resident #
1’s transportation to the appointments. The Family 
Member indicated Resident # 1 did not show up and his 
appointments were missed. 

The Transportation Nurse Aide was interviewed on 
3/26/26 at 1:00 PM and reported the following 
information. When a new resident arrives, the nursing 
staff read the discharge summary and then give the 
discharge summary to her so that she can review the 
information for any appointments on the discharge 
summary for which transportation needs to be arranged.
Resident # 1’s discharge summary was not given to her 
for review, and she did not know anything about his 
3/18/26 appointments. The Transportation Nurse Aide 
also stated no one mentioned the appointments to her. 
She could have taken Resident # 1 to his 3/18/26 
oncology appointments if she had known. 

The facility Social Worker was interviewed on 3/26/26 
at 8:05 AM and reported the following information. She
was not aware of any of Resident # 1’s missed 
appointments. The Transportation Nurse Aide routinely 
checked hospital discharge summaries for pending 
appointments and arranged to transport residents. If 
the Transpiration Nurse Aide was absent, she would 
assist with the process. 

The Director of Nursing was interviewed on 3/25/26 at 
7:56 PM and reported the Transportation Nurse Aide 
should have been given the discharge summary to arrange
Resident # 1’s transport to his oncology appointments 
on 3/18/26, but this had not happened. The Director of
Nursing did not report why the Transportation Nurse 
Aide had not been given the information. She (the DON)
had not been aware of the problem until after Resident

Continued from page 1
be educated prior to working. 

The Director of Nursing will review each New 
Admission’s Discharge summary to ensure appropriate 
appointments and transportation are arranged timely. 
This review/audit will be documented 2 times a week, 
weekly x 4, then monthly x 2 months on an Appointment 
and Transportation QA tool. Reports will be presented 
to the Monthly QA committee by the Director of Nursing
to ensure corrective action is initiated as 
appropriate. Compliance will be monitored and ongoing 
auditing program reviewed at the Monthly QA Meeting. 
The Monthly QA Meeting is attended by the 
Administrator, DON, Medical Director, MDS Coordinator,
Therapy, HIM, and the Dietary Manager. 
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Continued from page 2
# 1 missed his appointments. The DON further reported 
that Resident # 1 was transferred back to the hospital
later in the day following his first missed appointment
on 3/18/26 and therefore the facility had not had time
to arrange for the follow ups to take place. 

Following the interview with the Transportation Nurse 
Aide on 3/26/26 at 1:00 PM during which the 
Transportation Aide reported that nursing staff had not
given her Resident # 1’s discharge summary in order 
that she knew to make transportation arrangements, an 
attempt was made to speak to Resident # 1’s admitting 
nurse. According to an interview with the Corporate 
Nurse Consultant on 3/26/26 at 1:50 PM Nurse # 1, who 
had admitted Resident # 1 on 3/5/26, had experienced a
personal emergency and was not available for interview.

F0697 F0697
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04/14/2026Pain Management 

CFR(s): 483.25(k) 

§483.25(k) Pain Management. 

The facility must ensure that pain management is 
provided to residents who require such services, 
consistent with professional standards of practice, the
comprehensive person-centered care plan, and the 
residents' goals and preferences. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review and interviews with staff, 
family member, and Wound Nurse Practitioner (NP), the 
facility failed to ensure a resident diagnosed with 
cancer was administered pain medication when the 
resident requested. This was for 1 of 3 sampled 
residents reviewed for pain (Resident # 1). 

The findings included: 

Record review revealed Resident # 1 was admitted to the
facility on 3/5/26 at 6:53 PM and resided there until 
his discharge on 3/18/26. Resident # 1 had diagnoses 
which included stage IV basal cell carcinoma with 
metastatic disease to the lung and bone, open malignant
wound to the posterior left shoulder, neuropathy, and a
history of cervical and thoracic spine surgery. 

Review of physician orders revealed Resident # 1 had 
orders dated 3/6/26, for hydrocodone (opioid pain 
medication) 5-325 mg (milligrams) every four hours as 
needed for pain, oxycodone (opioid pain medication) 10
mg every six hours as needed for pain, and gabapentin 
(medication used for neuropathic pain) 800 mg three 

Resident #1 no longer resides in the facility. 

On 4/8/26 the Regional Nurse Consultant reeducated the
facility Director of Nursing and Staff Development 
Coordinator on the facility Pain Management Protocols 
and documentation standards. This was completed on 
4/8/26. 

On 3/30/26 the Staff Development Coordinator reeducated
Nurse #1, and #2 on Pain Management Expectations. This
was completed on 3/31/26. 

On 3/31/26 the Regional Nurse Consultant reviewed the 
last seven days of the facility Pain assessment report
to identify all residents that have pain assessment 
level between 7-10 and to ensure pain management 
protocols were in place and meeting resident needs. The
findings were 3 out of 94 residents reviewed were 
observed to have a 7 – 10 pain level at some point. 
These three resident pain management plans were 
reevaluated by the Nurse practioner on 4/1/26 to ensure
appropriate non pharmalogical and pharmalogical pain 
management efforts were in place. This reevaluation was
completed on 4/1/26. 

Pain Management Protocol, Pain assessments, and Non 
Pharmalogical v/s Pharmalogical interventions 

Meeting residents Pain needs timely and appropriate 
documentation of Pain medicine administration. 

Facility Nurse Aides will be reeducated to complete a 
Stop and Watch form for all residents that report pain
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Continued from page 3
times per day. 

Review of Resident # 1’s admission Minimum Data Set 
assessment, dated 3/11/26, revealed Resident # 1 was 
cognitively intact and frequently experienced moderate
pain which interfered with his day-to-day activities. 
During the last five days of the assessment period the
resident had reported his highest pain level as a “7” 
on a scale of 1 to 10 (Zero would indicate no pain and
ten would indicate the worst pain imaginable). 

Resident # 1’s care plan, dated 3/16/26, included the 
information that Resident # 1 had complaints of pain 
related to his wound and cancer malignancy. 
Interventions on the care plan included to encourage 
Resident # 1 to request pain medication as needed and 
to offer the medication as ordered. 

During an interview with Resident # 1’s family member 
on 3/24/26 at 12:12 PM, the family member reported the
following information. Resident # 1 was alert and could
ask for pain medication when he resided at the 
facility. Resident # 1 had voiced to him (the family 
member) that he would call for his pain medication, and
it would take a couple of hours for the staff to 
administer pain medication. The family member did not 
reference a specific date when this had occurred but 
indicated it was a general problem. Resident # 1’s pain
was in his back and in his shoulders. 

On 3/24/26 at 1:17 PM the facility’s Physical Therapist
and Physical Therapy Assistant # 1 were interviewed 
together regarding Resident # 1’s pain. The Physical 
Therapist reported Resident # 1 had pain, but he was 
able to stand on the day of her initial evaluation. 
Following the initial evaluation, PTA # 1 had then 
consistently worked with Resident # 1. PTA # 1 reported
on her first day the resident pivoted but in following
days he did not stand or pivot because pain limited his
ability to get out of bed. His pain had been in his 
neck and upper back area. She therefore worked with him
on positioning and saw that he would grimace. He would
say that his pain was always a “8, 9, or 10.” She (PTA
# 1) would report the pain to the nursing staff. 

Nurse # 1, who had routinely cared for Resident # 1, 
was interviewed on 3/24/26 at 1:52 PM regarding 
Resident # 1’s pain. Nurse # 1 reported the following 
information. Resident # 1 had both hydrocodone and 
oxycodone ordered for pain. The nursing staff would try
to administer the hydrocodone first and then the 
oxycodone if needed. The resident was administered his
pain medication when requested and when therapy 
reported the resident’s pain. For the “most part” the 

Continued from page 3
during their shift. If nurse is not available please 
provide to the covering/adjacent nurse. This form will
be filled out and a copy given to the nurse as well as
the Director of Nursing. 

On 3/26/26, the Staff Development Coordinator in 
serviced all Licensed Nurses (including agency) on Pain
Management Protocols and Stop and Watch expectations. 
This training included all current Licensed Nurses 
including agency. This training included: 

As of 4/13/2026, 27 staff members has not attended the
in-service. The Director of Nursing will ensure that 
any of the above identified staff who does not complete
the in-service training by 4/14/26 will not be allowed
to work until the training is completed. This training
will also be completed for all newly hired staff as 
well as new agency staff working in the facility. 

The Director of Nursing will review resident pain 
assessments 3 times a week, for 4 weeks and then 
monthly for 3 months using a Pain Management QA tool. 
Reports will be presented to the weekly QA committee by
the Administrator or Director of Nursing to ensure 
corrective action is initiated as appropriate. 
Compliance will be monitored and ongoing auditing 
program reviewed at the Monthly QA Meeting. The Monthly
QA Meeting is attended by the Administrator, DON, 
Medical Director, MDS Coordinator, Therapy, HIM, and 
the Dietary Manager. 
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Continued from page 4
pain medication was effective when administered. 

The Wound NP was interviewed on 3/26/26 at 10:28 PM 
about Resident # 1’s pain. The Wound NP reported the 
resident’s pain in his shoulder and neck were probably
due to radiating cancer pain. 

Review of assignment sheets revealed Nurse # 2 was 
assigned to care for Resident # 1 starting at 7:00 PM 
on 3/16/26. 

Review of Resident # 1’s March 2026 Medication 
Administration Record (MAR) revealed Resident # 1’s 
evening dose of gabapentin was scheduled to be 
administered every day between an interval timeframe 
rather than a scheduled hour. The interval was from 
7:00 PM to 11:00 PM. Nurse #2 was responsible for 
caring for Resident # 1 during this timeframe and Nurse
#2’s initials did not appear on the MAR by the 3/16/26
evening dose. (A nurse’s initials by a medication on 
the MAR would indicate that nurse was the one to 
administer medication.) Instead, Nurse # 3’s initials 
appeared by the gabapentin evening dose of 3/16/26 with
no indication on the MAR when it was given. Further 
review of the MAR revealed the first dose of oxycodone
on the shift which began at 7:00 PM on 3/16/26 was at 
1:48 AM on 3/17/26. This was documented as administered
by Nurse # 3 and as removed by Nurse # 3 on 3/17/26 at
2:00 AM from controlled medication storage for 
administration. There was no documentation Resident # 3
received hydrocodone-acetaminophen on the shift which 
began at 7:00 PM on 3/16/26. 

On 3/25/26 Nurse Aide (NA) # 1, who had cared for 
Resident # 1 on multiple occasions, was interviewed 
regarding Resident # 1’s pain. NA # 1 reported the 
following information. Resident # 1 always had “excess”
pain, and she knew to be careful with him. She was 
aware of one instance when he requested pain 
medication, and he did not receive it for several hours
because she could not find the nurse. This was either 
on 3/16/26 or 3/17/26. She worked with him beginning at
7:00 PM on the night when the pain medication was 
delayed and she had made initial rounds between 7:00 PM
and 7:30 PM. During that time, she had asked Resident #
1 if he needed anything. He had reported that he needed
his pain medication, and she told him she would relay 
the message to the nurse. Resident # 1’s Nurse (Nurse #
2) had been at the desk, and she (NA # 1) told Nurse #
2 that Resident # 1 was requesting his pain medication
and Nurse # 2 replied she would get to it. Then she (NA
# 1) went to attend to other duties. Around 8:30 PM she
saw Resident # 1’s call light on and he reported again
he needed his pain medication and had not received any.
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Continued from page 5
She again told the resident that she would check with 
the nurse. At the time, Nurse # 2’s cart was at a 
particular area in the hallway, and she had not seen it
moved up and down the halls. NA #1 recalled she could 
not find the nurse. That evening Resident # 1 kept 
calling for his pain medication. He would see her (NA #
1) as she went up and down the halls and yell out to 
her, “I am in pain.” Nurse # 1’s medication cart 
continued to stay in the same position throughout the 
evening, and she did not see her at the cart and could
not find her. At some point she saw a Medication Aide 
(MA) who was assigned to another Unit. She thought it 
was MA # 1 and she (NA # 1) asked MA # 1 if she had 
seen Nurse # 2 and let her know she could not find her.
She thought MA # 1 went to look for Nurse # 2 outside.
At some point she thought she saw Nurse # 2 come back 
in after she (NA # 1) had mentioned the problem of not
being able to locate the nurse, but she did not know 
what Nurse # 2 did and did not recall speaking to her.
Several people called the Director of Nursing (DON) 
that night and the DON had to come to the facility and
direct other staff to administer pain medication to 
Resident #1. She thought it was midnight or after 
before Resident # 1 received any pain medication 
because of this. NA # 1 was interviewed regarding 
whether Resident # 1 was able to go to sleep without 
his pain medication that night and reported he had not
because he was hurting. 

Nurse # 3 was interviewed on 3/25/26 at 10:38 AM and 
reported the following information. She worked from 
7:00 PM on 3/16/26 until 7:00 AM on 3/17/26 on Unit 2.
Resident # 1 resided on Unit 3 and Nurse # 2 was 
assigned to care for Resident # 1. Other staff members
had alerted her that Nurse # 2 was asleep in her car on
the evening of 3/16/26 and that residents on Nurse # 
2’s unit needed their medications. Nurse # 3 did not 
specify who alerted her first to the problem. One of 
the residents, who was in need of medication, was 
Resident # 1 and he needed his pain medication. Nurse #
2 had the keys to Unit 3’s medication cart in her 
pocket and therefore she (Nurse # 3) could not access 
Resident # 1’s medications to administer the resident 
any pain medication. She called Nurse # 4, who was the
on-call nurse, and requested for help because she had 
her own residents for whom to care and could not access
any pain medication for Resident # 1. Nurse # 4 
informed her that he had to work the next day at 7:00 
AM and that she needed to go to the car and awaken 
Nurse # 2. Nurse #3 indicated she called the DON also 
and alerted her to the problem. Her first call was made
at 8:29 PM to the DON and the DON also told her to try
to awaken Nurse # 2. Nurse #3 stated she went to the 
car to awaken Nurse # 2, and two other staff members 
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Continued from page 6
also went on separate occasions that evening to try to
awaken Nurse # 2 that evening. When she (Nurse # 3) 
went to the car, Nurse # 2 cracked the door, and she 
did not talk but wiped her face and she never came into
the facility. Nurse #2 closed the car door and went 
back to sleep. She (Nurse # 3) called the DON multiple
times to alert her to the problem, and the DON 
repeatedly told her to try to awaken Nurse # 2. By 
midnight Nurse # 2 was still asleep in her car, and the
DON said she would come to the facility. By referencing
her phone regarding phone calls, Nurse # 3 reported 
that the DON arrived at 12:28 AM and Resident # 1 still
had not had his pain medication by that time. The DON 
got Nurse # 2 out of her car, had her come into the 
facility and count off (reconcile the controlled 
substances), and sent Nurse # 2 home. The 
reconciliation took longer because there was a problem
that needed to be found and corrected. After the 
problem was accounted for, she (Nurse # 3) then started
to help administer medications on Unit 3 since the keys
could then be accessed to the medication cart. Resident
# 1’s pain medication had not been given by Nurse # 2.
She (Nurse # 3) administered pain medication around 
2:00 AM to Resident # 1. At the time Resident # 1 had 
tears in his eyes and rated his pain level a “20” on a
scale of 1-10. 

MA # 3 was interviewed on 3/25/26 at 9:39 PM. MA # 3 
indicated she had been in orientation with Nurse # 3 on
the evening of 3/16/26 on Unit # 2 and reported the 
following information. She had accompanied Nurse # 3 to
Unit 3 when the DON arrived on the shift which began at
7:00 PM on 3/16/26 and she had counted (reconciled 
controlled medications) with Nurse # 2 at that time. 
After the count was reconciled and Nurse # 2 was sent 
home, she helped administer medications. She did not 
recall going into Resident # 1’s room when Nurse # 3 
went to administer his pain medication. She did see the
DON walk around and check on residents but could not 
attest to which rooms she went into. She (MA # 3) did 
not hear anyone yelling out or crying in pain while on
Unit 3. 

MA # 1 was interviewed on 3/25/26 at 5:20 PM and 
reported the following information. She was not 
assigned to Resident # 1 but needed Nurse # 2 to help 
with a nursing task that was not related to Resident #
1 on the evening of 3/16/26. She tried to find Nurse #
2 and someone pointed to her that Nurse # 2 was 
outside. She went outside and found Nurse # 2 in the 
car. She banged on the door to get her attention and 
told her there was a resident that needed some 
assistance which she (MA # 1) could not render as a 
medication aide. At that point Nurse # 2 came into the
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Continued from page 7
facility but she did not know how long she was in the 
facility or what she did. 

Nurse # 2 was interviewed on 3/25/26 at 4:12 PM and 
reported the following information. She had not been 
feeling well on the evening of 3/16/26 and the DON was
aware of this. She had gone to her car for break close
to the time the DON came to relieve her. Nurse #2 
indicated she was not aware of Resident # 1 being in 
pain and she had not administered pain medication to 
him. 

The DON was interviewed on 3/25/26 at 7:56 PM and 
reported the following information. She had received a
call from Nurse # 3 around 8:00 Pm on 3/16/26 but it 
was not related to Nurse # 2 being in her car and not 
giving medications. She first received a call on 
3/16/26 at 10:32 PM from Nurse # 3 about Nurse # 2 
being asleep in her car. She directed Nurse # 3 to try
to awaken Nurse # 2 and also told Nurse # 2 that she 
(the DON) would also call Nurse # 2. She called Nurse #
2 and told her that staff were reporting she was asleep
in her car and Nurse # 2 responded that she was on 
break. She (the DON) responded to Nurse # 2 that staff
were reporting she had been on break longer than her 
allowed break and she directed Nurse #2 to go back into
the facility. At “12 something” she received another 
call from Nurse # 3 saying that Nurse # 2 was back in 
her car and she went to the facility. The DON indicated
she arrived at 12:28 AM and found Nurse # 2 in the car.
She made Nurse # 2 get out of the car and went with her
into the facility where she then had Nurse # 2 
reconcile controlled medications with another staff 
member. There had been a problem with a controlled 
substance not being signed out but she (the DON) was 
able to review the MARs and reconcile where the problem
had occurred. After the problem was reconciled, she 
then sent Nurse # 2 home. The DON stated she checked on
all the residents to make sure they were okay. She did
not recall exactly what time she had entered Resident #
1’s room, but when she checked on him, he was asleep. 
Prior to coming to the facility, she had dressed 
quickly and needed to return home to dress in 
professional attire. She asked that other staff who 
were present attend to any medications needed while she
went home quickly and returned to the facility. The DON
was interviewed regarding why NA # 1 and Nurse # 3 
would indicate that the resident had not been sleeping
and had been in pain and reported she did not know. 

The interim Administrator was interviewed on 3/25/26 at
10:00 AM and reported the following information. She 
was aware that Nurse # 2 had gone to her car on the 
evening of 3/16/26 for a break and fallen asleep. She 
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Continued from page 8
did not know the details of how long she was in the car
or anything about Resident # 1 needing pain medication
while the nurse was in the car. She knew the DON had 
been aware of the situation and had taken care of it. 

F0755 F0755

SS = E

04/15/2026Pharmacy Srvcs/Procedures/Pharmacist/Records 

CFR(s): 483.45(a)(b)(1)-(3) 

§483.45 Pharmacy Services 

The facility must provide routine and emergency drugs 
and biologicals to its residents, or obtain them under
an agreement described in §483.70(f). The facility may
permit unlicensed personnel to administer drugs if 
State law permits, but only under the general 
supervision of a licensed nurse. 

§483.45(a) Procedures. A facility must provide 
pharmaceutical services (including procedures that 
assure the accurate acquiring, receiving, dispensing, 
and administering of all drugs and biologicals) to meet
the needs of each resident. 

§483.45(b) Service Consultation. The facility must 
employ or obtain the services of a licensed pharmacist
who- 

§483.45(b)(1) Provides consultation on all aspects of 
the provision of pharmacy services in the facility. 

§483.45(b)(2) Establishes a system of records of 
receipt and disposition of all controlled drugs in 
sufficient detail to enable an accurate reconciliation;
and 

§483.45(b)(3) Determines that drug records are in order
and that an account of all controlled drugs is 
maintained and periodically reconciled. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, and interviews with resident, 
staff, and pharmacist the facility failed to ensure the
accurate documentation and administration of controlled
medications (Residents # 1 and # 4) and that the 
facility’s system to account for controlled medications
was being followed between shift change and upon 
receipt and removal of controlled medications in 

Resident #1 and #2 no longer reside in the facility. 

As of 4/13/26, Resident # 4 is receiving his pain 
medications as ordered, the documentation is accurate,
and the providers have ensured he is satisfied with his
pain management efforts. 

On 3/31/26 the Regional Nurse Consultant reeducated the
facility Director of Nursing on the facility Narcotic 
Administration Protocols, Timely Returns to pharmacy, 
and the documentation standards. This was completed on
3/31/26. 

On 3/24/26 the Staff Development Coordinator started 
reeducated Nurse #1, #6, #5, #7, #8, #12, and #13 on 
Narcotic Administration Protocols and documentation 
standards. This was completed on 3/31/26. 

On 4/13/26 the Regional Nurse Consultant validated that
resident #2 Oxycontin was received at the pharmacy and
credited to the facility account on 3/19/26. 

On 3/31/26 the Regional Nurse Consultant reviewed the 
last seven days of resident controlled substance sheets
and the controlled drug record to ensure all resident 
count sheets and narcotic medication cards were 
reconciled. All Unit 1, 2, and 3 counts were determined
to be correct. A review of the Controlled Substance 
sheets was conducted and was observed to have missing 
signatures on the shift-to-shift report form. 

The Controlled Drug Record review revealed numerous 
missing initials on the coordinating Medication 
Administration Record. However, this was determined to
be a documentation issue and not considered a drug 
diversion. 

This audit was completed on 4/1/26. 

On 4/13/26 the facility pharmacist conducted a review 
of the last 60 days of Controlled Drug Substances 
facility received and the facility return, to ensure no
discrepancies were revealed. The pharmacist 
audit/review did not reveal any concerns. 

This was completed on 4/14/26 
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Continued from page 9
sufficient detail to enable an accurate reconciliation.
This was for 3 of 3 sampled residents whose controlled
drug records were reviewed for accurate documentation 
of administration and removal from locked storage 
(Residents # 1, # 2, and # 4) and for 1 of 1 unit’s 
records reviewed for accounting of controlled 
medications at shift change and upon receipt or return
of controlled medications. 

The findings included: 

1. Record review revealed Resident # 1 was admitted to
the facility on 3/5/26 at 6:53 PM and resided there 
until his discharge on 3/18/26. Resident # 1 had 
diagnoses which included but were not limited to the 
following: Stage IV basal cell carcinoma with 
metastatic disease to the lung and bone, open malignant
wound to the posterior left shoulder, neuropathy, and a
history of cervical and thoracic spine surgery. 

Review of orders revealed Resident # 1 had an order, 
dated 3/6/26, for hydrocodone 5-325 mg (milligrams) 
every four hours as needed for pain. 

Review of orders revealed additionally Resident # 1 was
ordered oxycodone 10 mg every six hours as needed for 
pain. This was originally ordered on 3/6/26. 

Review of Resident # 1’s March 2026 Medication 
Administration Record (MAR) revealed Resident # 1 was 
documented on the MAR to receive hydrocodone 5-325 mg 
one time while he resided at the facility. This was on
3/10/26 at 9:35 PM and was noted to be administered by
Nurse # 5. 

Review of Resident # 1’s hydrocodone-acetaminophen 
5-325 mg Controlled Drug Record revealed the 
hydrocodone-acetaminophen Controlled Drug Record did 
not reconcile with the MAR. The 
hydrocodone-acetaminophen was signed out 11 times from
storage with no indication it was administered on the 
MAR. (A Controlled Drug Record sheet is a log on which
nurses are to document their signature, date, and time
when a controlled medication is removed from locked 
storage for administration.) The following 
documentation was on Resident # 1’s 
hydrocodone-acetaminophen Controlled Drug Record: 

3/6/26 at 2:00 PM-Nurse # 1 signed for a removal of 
hydrocodone-acetaminophen 

3/9/26 at 9:00 AM-Nurse # 1 signed for a removal of 
hydrocodone-acetaminophen 

Continued from page 9
On 3/24/26, the Staff Development Coordinator started 
reeducating all Licensed Nurses (including agency) on 
Pain Management Protocols and the appropriate standards
of Narcotic Administration and ensuring documentation 
is appropriately transferred in the residents 
electronic medical record. This training included all 
current Licensed Nurses and Medication Aides to 
including agency. This training included: 

Appropriate Narcotic Shift to shift counting, accurate
documentation, and ensuring appropriate reconciliation.
If discrepancies are noted the Licensed nurse must 
notify the Director of Nursing immediately per facility
policy. 

Pain Management Protocol, Pain assessments, and Non 
Pharmalogical interventions v/s Pharmalogical 
interventions 

Meeting residents Pain needs timely and appropriate 
documentation of Pain medications administered in the 
Electronic Medical Record. 

Importance of ensuring that two licensed nurses 
document accurately by adding and subtracting the 
controlled Substance sheets as new medications arrive 
from pharmacy, as well as when medications are 
discontinued or when residents are discharged from the
facility. 

As of 4/9/26, all licensed nurses have received the 
above education related to the facility 
Narcotic/Controlled Substance Policy. The Director of 
Nursing will ensure that any new hires and/or new 
agency nurses working in the building will not be 
allowed to work until this training is completed. 

The Director of Nursing will review each of the three 
Nursing Cart’s Controlled Drug Record 3 times a week, 
for 4 weeks and then monthly for 3 months using a 
Narcotic Control Drug Record QA tool. This QA Tool 
monitors Controlled Substance count accuracy, no blank
spaces on the Control Drug Record, no blank spaces on 
the Shift to Shift counting sheet, and random 
comparisons of 5 resident Medication Administration 
Records against the correlating Controlled Substance 
Count Sheets. Reports will be presented to the Monthly
QA committee by the Director of Nursing to ensure 
corrective action is initiated as appropriate. 
Compliance will be monitored and ongoing auditing 
program reviewed at the Monthly QA Meeting. The Monthly
QA Meeting is attended by the Administrator, DON, 
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Continued from page 10
3/9/26 at 2:00 PM-Nurse # 1 signed for a removal of 
hydrocodone-acetaminophen 

3/10/26 at 1:30 AM Nurse # 6 signed for a removal of 
hydrocodone-acetaminophen 

3/10/26 at 8:30 AM Nurse # 1 signed for a removal of 
hydrocodone-acetaminophen 

3/10/26 at 2:30 PM Nurse # 1 signed for a removal of 
hydrocodone-acetaminophen 

3/11/26 at 6:00 AM Nurse # 5 signed for a removal of 
hydrocodone-acetaminophen 

3/11/26 Nurse # 5 signed for a removal of 
hydrocodone-acetaminophen (no time was documented) 

3/11/26 Nurse # 5 signed for a removal of 
hydrocodone-acetaminophen (no time was documented) 

3/13/26 at 9:00 AM Nurse # 1 signed for a removal of 
hydrocodone-acetaminophen 

3/13/26 at 2:00 PM Nurse # 1 signed for a removal of 
hydrocodone-acetaminophen 

Review of Resident # 1’s March 2026 MAR revealed 
oxycodone 10 mg was administered 11 times while 
Resident # 1 resided at the facility. The following was
documented on Resident # 1’s MAR: 

3/6/26 at 9:08 PM Nurse # 7 documented an administered
dose of oxycodone 

3/7/26 at 5:43 AM Nurse # 7 documented an administered
dose of oxycodone 

3/8/26 at 1:12 PM Nurse # 4 documented an administered
dose of oxycodone 

3/8/26 at 10:56 Nurse # 8 documented an administered 
dose of oxycodone 

3/11/26 9:35 PM Nurse # 5 documented an administered 
dose of oxycodone 

3/12/26 at 10:03 AM MA # 2 documented an administered 
dose of oxycodone 

3/13/26 at 9:35 AM Nurse # 1 documented an administered
dose of oxycodone 

Continued from page 10
Medical Director, MDS Coordinator, Therapy, HIM, and 
the Dietary Manager. 
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Continued from page 11

3/14/26 at 1:31 PM MA # 4 documented an administered 
dose of oxycodone 

3/17/26 at 1:48 AM Nurse # 3 documented an administered
dose of oxycodone 

3/17/26 at 10:08 AM Nurse # 1 documented an 
administered dose of oxycodone 

3/18/26 at 4:26 AM Nurse # 9 documented an administered
dose of oxycodone 

Review of Resident # 1’s Oxycodone 10 mg Controlled 
Drug Record revealed the Oxycodone was removed from 
storage and signed out 13 times but was not initialed 
on the MAR as administered. The following was 
documented on Resident # 1’s Oxycodone 10 mg Controlled
Drug Records: 

3/6/26 at 9:00 AM Nurse 10 signed for a removal of 
oxycodone 

3/6/26 at 2:00 PM Nurse # 1 signed for a removal of 
oxycodone 

3/9/26 at 4:05 AM Nurse # 11 signed for a removal of 
oxycodone 

3/9/26 at 10:15 AM Nurse # 1 signed for a removal of 
oxycodone 

3/9/26 at 4:20 PM Nurse # 1 signed for a removal of 
oxycodone 

3/10/26 at 11:00 AM Nurse # 1 signed for a removal of 
oxycodone 

3/11/26 at no documented time Nurse # 5 signed for a 
removal of oxycodone 

3/11/26 at no documented time Nurse # 5 signed for a 
removal of oxycodone 

3/13/26 at 6:00 PM Nurse # 1 signed for a removal of 
oxycodone 

3/14/26 at 2:40 AM Nurse # 2 signed for a removal of 
oxycodone 

3/14/26 at 10:45 PM Nurse # 2 signed for a removal of 
oxycodone 
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Continued from page 12

3/15/26 at 10:00 AM Nurse # 1 signed for a removal of 
oxycodone 

3/16/26 at 1:35 PM Nurse # 1 signed for a removal of 
oxycodone 

Nurse # 5 was interviewed on 3/25/26 at 3:46 PM 
regarding signing out three doses of oxycodone and 
three doses of hydrocodone-acetaminophen from Resident
# 1’s supply of controlled medications on 3/11/26 with
indication on the MAR that only one dose of oxycodone 
was administered on that date by him, and no doses of 
hydrocodone-acetaminophen were administered by him on 
that date. Nurse # 5 reported the following 
information. He was scheduled to work at 7:00 PM 
starting on 3/11/26. He arrived late and he did not 
think that he and Nurse # 1 counted controlled drugs 
that night before he took the keys and began work. He 
was not sure about whether they had or had not. 
Resident # 1 needed pain medication at 9:34 PM on 
3/11/26 and he administered oxycodone for which he 
signed both on the MAR and the controlled drug record.
At 6:00 AM on 3/12/26, Resident # 1 was in pain again.
Therefore, he gave him some hydrocodone-acetaminophen 
but did not put the administration of the 
hydrocodone-acetaminophen on the MAR. Nurse # 5 also 
put it on the controlled drug sheet as being removed at
6:00 AM on 3/11/26 and it should have been 6:00 AM on 
3/12/26. At the end of his shift at 7:00 AM on 3/12/26,
the count was off for both Resident # 1’s oxycodone and
hydrocodone-acetaminophen. He thought Nurse # 1 had 
given some doses of both these pain medications on 
3/11/26 which she had not signed as removed from 
storage and it had gone unnoted since they had not 
counted at 7:00 PM on 3/11/26. Therefore, he signed out
two more oxycodone and two more hydrocodone and left 
the times blank so that Nurse # 1 could come back and 
fill in the times that the doses were removed by her. 
He felt he had to do that, or the count would not have
been correct. Nurse #5 thought he had talked to Nurse #
12 about this issue. Nurse # 12 was the Unit Manager 
and had counted with him at 7:00 AM on 3/12/26. The 
interview further revealed if he had not talked to the
Unit Manager about the count being incorrect, then he 
should have done so. According to the nurse he knew 
that he was to notify a manager if the count was not 
correct so that the count could be checked and a 
notation written about what action was taken. 

The Unit Manager (Nurse # 12) was interviewed on 
3/26/26 at 10:00 AM and reported the following 
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Continued from page 13
information. The number of controlled medications 
matched the number recorded on the sheets when she 
counted with Nurse # 5 at 7:00 AM on 3/12/26 and she 
had not noticed that Nurse # 5 had signed out for six 
doses of controlled drugs for Resident # 1 on 3/11/26.
At the time of the count, she had been looking to 
ensure the number of controlled drug pills in storage 
matched the number on each Controlled Drug Record sheet
and they matched which indicated no obvious problems 
with the count to her. Nurse # 5 had not talked to her
about the count being off and that he had signed out 
extra medication to make the count correct. Nurse # 5 
should not have signed out for controlled medications 
that he himself had not removed from storage. Nurse #12
stated each nurse that removed controlled medications 
from storage was supposed to sign, date, and time the 
removal of each individual dose and document the 
administration on the MAR. 

Nurse # 1 was interviewed on 3/25/26 at 12:40 PM and 
reported the following information. She had 
administered to Resident # 1 all the controlled drugs 
for which she had signed removal from his supply during
his residency. He had experienced pain while he resided
at the facility and needed pain medication. Nurse #1 
indicated she would get busy with her work and forget 
to document the administration on Resident # 1’s MAR 
after she removed the doses from locked storage. 

During a follow up interview with Nurse # 1 on 3/25/26
at 5:30 PM regarding Nurse # 5’s comments that he did 
not think she (Nurse # 1) and he (Nurse # 5) had 
counted at shift change on 7/11/26 at 7:00 PM and that
some of his (Nurse # 5’s) removals of oxycodone and 
hydrocodone-acetaminophen from drug storage was 
actually meant to reflect Nurse # 1’s removal and 
administration on 3/11/26. During the interview, Nurse
# 1 reviewed the count sheet and reported she could not
specifically recall if this had been the case, but that
it was possible that it had been. 

Nurse # 6 was interviewed on 3/26/26 at 1:08 PM 
regarding Resident # 1’s dose of 
hydrocodone-acetaminophen she had removed from 
controlled drug storage on 3/10/26 at 1:30 AM without 
documentation of administration to Resident # 1. Nurse
# 6 reported she had administered the 
hydrocodone-acetaminophen but had forgotten to sign for
the administration on Resident # 1’s MAR. 
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Continued from page 14
On 3/26/26 at 12:06 PM an attempt was made to interview
Nurse # 10 regarding the dose of oxycodone she removed
from Resident # 1’s controlled drug supply on 3/6/26 at
9:00 AM without documentation of administration. Nurse
# 10 could not be reached on that date. 

On 3/26/26 at 12:00 PM an attempt was made to interview
Nurse # 11 regarding the dose of oxycodone she removed
from Resident # 1’s controlled drug supply on 3/9/26 at
4:05 AM without documentation of administration. Nurse
# 11 could not be reached. 

During interviews with the Director of Nursing (DON) on
3/24/26 at 7:10 PM and again on 3/25/26 at 7:56 PM, the
DON reported the following. She would expect that the 
documentation of removal of controlled substances from
locked storage should coincide with documentation of 
administration to a resident. She recalled speaking 
directly to Nurse # 5 at one point and did one on one 
training and educated him that he could not sign out 
controlled medications for another nurse. She thought 
this was regarding a problem with documentation related
to Resident # 1 but did not recall for sure. The DON 
was not aware of unaccounted for controlled 
medications. 

Interview with the interim Administrator on 3/26/26 at
3:50 PM revealed there should be an accurate accounting
of controlled medications, and she was not aware of 
problems with the accounting of controlled medications.

2. Unit 3’s controlled substance count sheet was 
reviewed for dates and times which began on 3/10/26 at
7:00 PM through 3/19/26 at 7:00 AM. (The controlled 
substance count sheet is a document on which nurses 
sign they have reconciled the number of controlled 
medications between shifts.) The sheet contains columns
where an off-going nurse is to sign with an oncoming 
nurse after they reconcile the count of controlled 
drugs. There are also columns for the off-going nurse 
and on-coming nurse to document the total number of 
cards/containers in the controlled drug storage and the
total number of count sheets. (The number of count 
sheets should coincide with the number of 
cards/containers of controlled drugs in storage at each
accounting between nurses.) There are also columns on 
the controlled substance count sheet to reflect if 
controlled medications and their accompanying count 
sheets have been removed from the total or added to the
total during the shift. The columns include a place 
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Continued from page 15
where nurses are to document a resident’s name if a new
card/container of medication has been added or 
subtracted to the number stored, the medication and 
strength added or subtracted, the number of 
cards/containers added or subtracted out each shift, 
the number of sheets added or subtracted out of the 
count each shift, and columns for two nurses to sign 
when cards/containers of medications and their 
accompanying sheets are added or subtracted out of the
total count. 

For Unit 3, between 7:00 PM on 3/10/26 through 7:00 AM
on 3/19/26 20, according to the column which noted the
number of medication cards added or subtracted to the 
count, there were twenty (20) medications which were 
either signed in or out to the total count. For eleven
(11) out of these twenty (20) times medications were 
added in or subtracted out of the total count, there 
was only one nurse’s signature. For seven (7) of the 
twenty (20) medications added or subtracted out of the
total there was no nurse’s signature. For two (2) of 
the twenty (20) medications added in or subtracted out
of the total count between 3/10/26 and 3/19/26, there 
was no notation about what medication was added, for 
which resident, and by which nurse. (There was just a 
“+1” documented for these two occurrences without any 
further information.) 

Further review of Unit 3’s controlled substance count 
sheet for 7:00 PM on 3/10/26 through 7:00 AM on 
3/19/26, revealed the documentation did not always 
reveal which nurse was accountable for the 
reconciliation of controlled medications between shift
changes on multiple days. The number of sheets and the
number of cards/containers they counted and reconciled
were also not consistently documented during each 
change of shift. Specifics were as follows: 

3/11/26 at 7:00 PM -On-coming Nurse- no documented 
signature; The number of cards/containers/ medication 
sheets which were counted and reconciled was blank. 
(During an interview with Nurse # 5 on 3/25/26 at 3:46
PM, Nurse # 5 reported he was the on-coming nurse, and
he thought that he and the off-going nurse had not 
counted and reconciled the controlled medications.) 

3/12/26 at 7:00 AM -Off -going Nurse- no documented 
signature; The number of cards/containers/ medication 
sheets which were counted and reconciled was blank. 
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Continued from page 16

3/13/26 at 7:00 AM -Off-going Nurse no documented 
signature 

3/14/26 -On-coming Nurse-no documented signature; There
was no documented time the changeover and 
reconciliation occurred. The number of 
cards/containers/ medication sheets which were counted
and reconciled was blank. 

3/15/26-completely blank other than the date; This 
followed the 3/14/26 date which had no time. 

3/15/26 at 7:00 PM- Off-going Nurse no documented 
signature; The number of cards/containers/ medication 
sheets was blank. 

3/16/26 7:00 AM- The number of cards/containers/ 
medication sheets was blank. 

Between the 36-hour timeframe of 7:00 AM on 3/16/26 and
the next day (3/17/26) at 7:00 PM there was no notation
of a count and reconciliation of the controlled 
medications. 

During an interview with the DON on 3/25/26 at 7:56 PM,
the DON reported that Nurse # 2 had been one of the 
nurses who had been responsible for the accounting of 
Unit 3’s controlled medications at 7:00 PM on 3/16/26.
The DON further reported Nurse # 2 left after midnight
on 3/17/26 and the count was reconciled between Nurse #
2 and another staff member in her (the DON’s) presence
before Nurse # 2 left. According to the DON, the count
was initially off and an error in documentation was 
found by her (the DON) which allowed the controlled 
substances to be reconciled in her presence. 

3/17/26 7:00 PM- Off-going nurse- no documented 
signature 

3/19/26 at 7:00 AM-On-coming nurse- no documented 
signature 

During an interview with Unit 3’s Unit Manager on 
3/26/26 at 10:00 AM, the Unit Manager reported that 
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Continued from page 17
nurses were to reconcile, count, and sign at each 
change of shift the controlled medications. If 
controlled medications were subtracted or added to the
total count, then two nurses were to witness and sign 
for the additions and subtractions. 

3. Resident # 2 resided at the facility from 11/7/25 
until her discharge on 3/6/26. Resident # 2’s diagnoses
included chronic pain. 

Review of Resident # 2’s medications revealed an order,
dated 1/5/26, for Oxycontin 15 mg (milligrams) two 
times per day. 

The Pharmacist in charge of the facility’s contracted 
pharmacy was interviewed on 3/26/26 at 11:05 AM 
regarding Resident # 2’s most recent dispensed doses of
Oxycontin prior to her discharge and any documentation
of returned Oxycontin doses to the pharmacy following 
Resident # 2’s final discharge. The Pharmacist reported
the following information after reviewing the records 
in their pharmacy system. On 2/9/26 the pharmacy 
received a new Oxycontin prescription for a total of 60
tablets of Oxycontin. The pharmacy sent a 14-day supply
which equated to 28 pills on that date (2/9/26). On 
2/27/26 their pharmacy system showed that a facility 
request was submitted to the pharmacy for additional 
Oxycontin doses for Resident # 2. On 2/28/26 their 
pharmacy system showed that 17 doses of Resident # 2’s
Oxycontin dispensed on 2/9/26 was returned. On the same
date (2/28/26) their pharmacy system showed a return of
17 doses, their system also showed they sent 28 more 
Oxycontin doses to the facility for Resident # 2. 
According to the Pharmacist in charge, the pharmacy was
caught up with logging any returns and they did not 
have any records of returned Oxycontin from Resident #
1’s doses sent on 2/28/26. The last return they had 
logged was on 2/28/26. The Pharmacist was interviewed 
regarding why the pharmacy’s system would show a 
request of more Oxycontin doses on 2/27/26 while also 
showing a return of Oxycontin on 2/28/26 for Resident #
1. The Pharmacist in charge acknowledged that the 
information in their system did not make sense but that
was what their system records were showing on the date
of interview with the surveyor. According to the 
pharmacist in charge’s records, they were still 
awaiting Resident # 2’s unused Oxycontin from their 
dispense date of 2/28/26 to be returned to them. 

On 3/26/26 at 11:55 AM the facility’s Corporate Nurse 
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Continued from page 18
Consultant was interviewed and provided a form 
entitled. “Medication Disposition Record Med Returns to
[Name of contracted pharmacy].” The form contained 
multiple controlled medications for multiple residents
which had been returned to the pharmacy. At the top of
the form was a scanned date of 3/9/26 and a status 
notation of “in transit.” Seventeen doses of Resident #
2’s Oxycontin, which was shown to be dispensed by the 
pharmacy to the facility on 2/9/26, was listed on the 
return sheet as returned. The Corporate Nurse 
Consultant also provided the individual Controlled Drug
Records for Resident # 1’s last two dispensed Oxycontin
fills they had received from the pharmacy. 

The first of these two Oxycontin Controlled Drug 
Records included a pharmacy sticker which included 
information that 28 doses were filled on 2/9/26 which 
left 32 remaining doses on the prescription which could
be requested by the facility. A nurse signed on 2/10/26
that the 28 Oxycontin doses were received by the 
facility. A review of this Controlled Drug Record which
was filled on 2/9/26, showed that all 28 doses were 
used and none were returned. The second of the two 
Controlled Drug records for Resident # 2’s Oxycontin 
included a pharmacy sticker which included information
that 28 doses were filled on 2/28/26 under the same 
prescription number for Resident # 2, which left four 
tablets left as available to be filled on the 
prescription. A nurse’s signature, which was not clear,
showed these 28 tablets of Oxycontin were received on 
2/19/26 by the facility (which was before the pharmacy
sticker’s fill date.) The Controlled Drug Record for 
the Oxycontin, which was filled on 2/28/26, showed that
17 doses remained after Resident # 2 was discharged and
were returned to the pharmacy on 3/9/26. 

According to the Corporate Nurse Consultant during an 
interview on 3/26/26 at 11:55 AM all of Resident # 2’s
unused Oxycontin was returned upon the resident’s 
discharge, and it did not make sense that the 
pharmacy’s internal records would show the facility 
returned 17 doses on 2/28/26 when their records showed
those 17 doses were used for the resident. According to
the Corporate Nurse Consultant, the form showing the 
return of 17 doses on 3/9/26 was directly taken from 
the pharmacy’s system which they (the facility) could 
access. The Corporate Nurse Consultant did not 
understand why the Pharmacist in charge thought that 
there were still remaining doses of Resident # 2’s 
Oxycontin to be returned since the facility’s records 
showed they had returned all of them and she did not 
know why the records between the pharmacy and the 
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Continued from page 19
facility could not be reconciled. 

4. Resident # 4 was admitted to the facility on 
12/18/26 and had a diagnosis of vertebrae osteomyelitis
(bone infection) and low back pain. 

Review of orders revealed an order dated 1/1/26 for 
Oxycontin 10 mg every twelve hours. Resident # 4 also 
had an order, dated 2/6/26, for oxycodone 5 mg every 
six hours as needed for breakthrough pain. 

a. A review of Resident # 4’s March 2026 Medication 
Administration Record (MAR) and Oxycontin Controlled 
Drug Record revealed on 3/2/26 Nurse # 13 initialed 
Resident # 4 received his Oxycontin scheduled 10:00 AM
dose. A review of Resident # 4’s Controlled Drug Record
revealed no Oxycontin was signed out of the resident’s
storage for the administration of the 10:00 AM dose on
3/2/26. 

Nurse # 13 was interviewed on 3/25/26 at 1:30 PM and 
reported the following information. She had not 
administered the 10:00 AM dose of Oxycontin on 3/2/26.
The resident appeared sedated. She had already signed 
on the MAR before she determined it needed to be held 
and not administered. She was new to the facility’s 
electronic medical system and had been unsure of how to
correct MAR to reflect the dose was not actually 
administered. 

b. On 3/20/26 at 7:57 PM Nurse # 14 documented on 
Resident # 4’s March 2026 MAR that she administered 
oxycodone 5 mg per the resident’s as needed order. On 
3/20/26 Nurse # 14 initialed on Resident # 4’s MAR by 
the 10:00 PM dose of Oxycontin with an asterisk 
indicating a comment about administration was 
documented. The comment entered by Nurse # 14 was “RC.”
A review of Resident # 4’s Controlled Drug Record 
revealed no Oxycontin was signed out of the resident’s
storage for the administration of the 10:00 PM dose on
3/20/26. 

Nurse # 14 was interviewed on 3/26/26 at 9:10 PM and 
reported “RC” meant resident care and did not provide 
an explanation for why this comment was documented 
related to the administration or lack thereof of 
Oxycontin. She recalled that on the evening of 3/20/26
Resident # 4 had complained of pain and she did not 
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Continued from page 20
realize he had Oxycontin ordered and gave him a dose of
Oxycodone which he had ordered as needed. Therefore, 
she had not administered the Oxycontin but had not 
entered an explanation to why in the record. 

During an interview with the DON (Director of Nursing)
on 3/25/26 at 7:56 PM, the DON reported she did not 
know what “RC” meant under the administration of 
Resident # 4’s 10:00 PM Oxycontin dose on 3/20/26 and 
did not know by the documentation if the dose had or 
had not been administered. 

c. On 3/22/26 Nurse # 15 initialed on Resident # 4’s 
March 2026 MAR by the 10:00 AM dose of Oxycontin that 
the dose was administered. A review of Resident # 4’s 
Oxycontin Drug Control Record did not reveal a dose of
OxyContin was removed from Resident # 4’s drug supply 
for the administration of this dose. 

Nurse # 15 was interviewed on 3/25/26 at 7:05 PM and 
reported she could not recall why the MAR reflected 
that the dose was administered and the Drug Control 
Record did not reflect it was removed for 
administration. 

During an interview with the DON (Director of Nursing)
on 3/24/26 at 7:10 PM, the DON reported the following.
She would expect that the documentation of removal of 
controlled substances from locked storage should 
coincide with documentation of administration to a 
resident on the MAR. 

F0842 F0842

SS = E

04/15/2026Resident Records - Identifiable Information 

CFR(s): 483.20(f)(5),483.70(h)(1)-(5) 

§483.20(f)(5) Resident-identifiable information. 

(i) A facility may not release information that is 
resident-identifiable to the public. 

(ii) The facility may release information that is 
resident-identifiable to an agent only in accordance 
with a contract under which the agent agrees not to use
or disclose the information except to the extent the 
facility itself is permitted to do so. 

§483.70(h) Medical records. 

Resident #1no longer resides in the facility. 

Resident # 4 controlled drug record is now being 
accurately documented as of 4/13/26. 

On 4/8/26 the Regional Nurse Consultant re educated the
Facility Nursing Administration Team on the importance
of accurate Bowel Management documentation in the 
Medical Record. This was completed on 4/9/26. 

On 4/8/26 the Regional Nurse Consultant reeducated the
Facility Nursing Administration Team on the importance
of accurate Narcotic/Controlled Substance Count sheets
align with the resident’s Electronic Medical Record. 
This was completed on 4/9/26. 

On 4/9/26 the Regional Nurse Consultant reviewed the 
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Continued from page 21
§483.70(h)(1) In accordance with accepted professional
standards and practices, the facility must maintain 
medical records on each resident that are- 

(i) Complete; 

(ii) Accurately documented; 

(iii) Readily accessible; and 

(iv) Systematically organized 

§483.70(h)(2) The facility must keep confidential all 
information contained in the resident's records, 

regardless of the form or storage method of the 
records, except when release is- 

(i) To the individual, or their resident representative
where permitted by applicable law; 

(ii) Required by Law; 

(iii) For treatment, payment, or health care 
operations, as permitted by and in compliance with 45 
CFR 164.506; 

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight 
activities, judicial and administrative proceedings, 
law enforcement purposes, organ donation purposes, 
research purposes, or to coroners, medical examiners, 
funeral directors, and to avert a serious threat to 
health or safety as permitted by and in compliance with
45 CFR 164.512. 

§483.70(h)(3) The facility must safeguard medical 
record information against loss, destruction, or 
unauthorized use. 

§483.70(h)(4) Medical records must be retained for- 

(i) The period of time required by State law; or 

(ii) Five years from the date of discharge when there 
is no requirement in State law; or 

(iii) For a minor, 3 years after a resident reaches 
legal age under State law. 

Continued from page 21
last seven days of Resident Documentation of Bowel 
Movements for completion and accuracy. Findings were: 0
out of 90 residents had appropriate documentation 
charted. All residents without appropriate 
documentation were assessed by licensed nurses to 
ensure the appropriate bowel regimens were in place. 

On 3/31/26 the Regional Nurse Consultant reviewed all 
of the Narcotic control records of current residents to
identify all issues with the narcotic and controlled 
substance process. Findings were: 5 Missed signatures 
in resident electronic records and missed shift to 
shift chain of custody form. This was completed on 
4/1/26 

On 3/31/26 the Regional Nurse Consultant reviewed 7 
days of resident pain levels to ensure all residents on
a Narcotic drug regimen received all narcotics as order
by the Provider. 

On 4/9/26, the Staff Development Coordinator in 
serviced all Licensed Nurses (including agency) and 
Certified Nursing Assistants the importance of accurate
documentation in the Electronic Medical Record related
to resident Bowel Movements. This training included all
current Licensed Nurses including agency as well as 
Certified Nursing Assistants. This training included: 

Importance of documenting Accurate Bowel Movements in 
the Resident Records. 

On 3/24/26, the Staff Development Coordinator in 
serviced all Licensed Nurses (including agency) and 
Medication Aides on the importance of accurate 
documentation in the Electronic Medical Record related
to Narcotic Administration and the expectation of their
documentation. This training included: 

Importance of documenting Accurate Narcotic 
Administration in the Resident Records. 

As of 4/10/26, 0 staff members has not attended the 
in-service. The Director of Nursing will ensure that 
any of the above identified staff who does not complete
the in-service training by 4/10/26 will not be allowed
to work until the training is completed. 

The Director of Nursing or designee will review 
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Continued from page 22
§483.70(h)(5) The medical record must contain- 

(i) Sufficient information to identify the resident; 

(ii) A record of the resident's assessments; 

(iii) The comprehensive plan of care and services 
provided; 

(iv) The results of any preadmission screening and 
resident review evaluations and determinations 
conducted by the State; 

(v) Physician's, nurse's, and other licensed 
professional's progress notes; and 

(vi) Laboratory, radiology and other diagnostic 
services reports as required under §483.50. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review and staff interviews, the 
facility failed to ensure the accuracy and completeness
of documentation related to bowel movements and/or 
medication administration. This was for 2 of 4 
residents whose medical records were reviewed for 
documentation of bowel movements and/or medication 
administration (Residents # 1 and # 4). 

The findings included: 

1a. Resident # 1 was admitted to the facility on 3/5/26
with a diagnosis of Stage IV basal cell carcinoma. 

A review of Resident # 1’s bowel movements which were 
documented in the resident’s medical record revealed 
three bowel movements during Resident # 1’s 
nineteen-day residency of 3/5/26 through 3/18/26. A 
medium bowel movement was documented on 3/6/26, a small
bowel movement on 3/13/26, and a small bowel movement 
on 3/18/26. 

Nurse # 1 was interviewed on 3/24/26 at 1:52 PM and 
reported the following information. She had routinely 
cared for Resident # 1, and the medical record was not
accurate in reflecting the number of bowel movements 
Resident # 1 had while he resided at the facility. The
system would flag when a resident went without a bowel
movement for three days in order that nursing staff 
administer a medication if needed. She had checked with
Resident # 1, and he had more bowel movements than were
documented in the medical record. Nurse # 1 
specifically remembered Resident # 1 had a large bowel
movement she thought on 3/17/26 which was not 

Continued from page 22
resident’s Bowel Movement documentation and follow up 
on any missed documentation on a Bowel Movement 
documentation QA monitoring tool. This QA monitoring 
tool will be used 3 times a week for 4 weeks, then 
Monthly for 3 months. 

The Director of Nursing or designee will also, review 
each of the three Nursing Cart’s Controlled Drug Record
3 times a week, for 4 weeks and then monthly for 3 
months using a Narcotic Control Drug Record QA tool. 
This QA Tool monitors Controlled Substance count 
accuracy, no blank spaces on the Control Drug Record, 
no blank spaces on the Shift to Shift counting sheet, 
and random comparisons of 5 resident Medication 
Administration Records against the correlating 
Controlled Substance Count Sheets. Reports will be 
presented to the Monthly QA committee by the Director 
of Nursing to ensure corrective action is initiated as
appropriate. Compliance will be monitored and ongoing 
auditing program reviewed at the Monthly QA Meeting. 
The Monthly QA Meeting is attended by the 
Administrator, DON, Medical Director, MDS Coordinator,
Therapy, HIM, and the Dietary Manager. 
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Continued from page 23
documented. 

The DON was interviewed on 3/24/26 at 7:10 PM regarding
documentation of only three bowel movements during the
resident’s residency. The DON reported the resident was
at risk for constipation due to pain medications he 
received for his cancer diagnosis. The DON further 
reported Resident # 1’s record was not complete and did
not accurately reflect his status in that the resident
had more bowel movements than were documented. The DON
reported the number of bowel movements in the medical 
record should be accurately reflected. 

1b. Review of orders revealed Resident # 1 had an 
order, dated 3/6/26, for hydrocodone 5-325 mg 
(milligrams) every four hours as needed for pain. 

Review of Resident # 1’s March 2026 Medication 
Administration Record (MAR) revealed no documentation 
that hydrocodone-acetaminophen was administered to 
Resident # 1 on 3/6/26 at 2:00 PM, 3/9/26 at 9:00 AM, 
3/9/26 at 2:00 PM, 3/10/26 at 8:30 AM, 3/10/26 at 2:30
PM, 3/13/26 at 9:00 AM, and 3/13/26 at 2:00 PM although
Nurse # 1 signed for the removal of Resident # 1’s 
hydrocodone-acetaminophen on those dates and times on 
Resident # 1’s Controlled Drug Record. 

Nurse # 1 was interviewed on 3/25/26 at 12:40 PM and 
validated Resident # 1’s medical record was incomplete
because she had given the hydrocodone-acetaminophen on
all the dates and times she had removed the 
hydrocodone-acetaminophen from storage, but she had not
documented the administration of the 
hydrocodone-acetaminophen on the resident’s MAR in the
resident’s record. 

Review of Resident # 1’s March 2026 MAR revealed no 
documentation that Resident # 1 received 
hydrocodone-acetaminophen on 3/10/26 at 1:08 PM 
although there was documentation of its removal from 
drug storage by Nurse # 6 on this date and time. 

Nurse # 6 was interviewed on 3/26/26 at 1:08 PM 
regarding Resident # 1’s dose of 
hydrocodone-acetaminophen she had removed from 
controlled drug storage on 3/10/26 at 1:30 AM without 
documentation of administration to Resident # 1. Nurse
# 6 reported she had administered the 
hydrocodone-acetaminophen but had forgotten to sign for
the administration on Resident # 1’s MAR. 

Review of orders revealed additionally Resident # 1 was
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Continued from page 24
ordered oxycodone 10 mg every six hours as needed for 
pain. This was originally ordered on 3/6/26. 

Review of Resident # 1’s March 2026 MAR revealed no 
documentation that oxycodone was administered to 
Resident # 1 on 3/6/26 at 2:00 PM, 3/9/26 at 10:15 AM,
3/9/26 at 4:20 PM, 3/10/26 at 11:00 AM. 3/13/26 at 6:00
PM, 3/15/26 at 10:00 AM, and 3/16/26 at 1:35 PM 
although Nurse # 1 signed for the removal of Resident #
1’s oxycodone on those dates and times on Resident # 
1’s Controlled Drug Record. 

Nurse # 1 was interviewed on 3/25/26 at 12:40 PM and 
validated Resident # 1’s medical record was incomplete
because she had given the oxycodone on all the dates 
and times she had removed the oxycodone from storage, 
but she had not documented the administration of the 
oxycodone on the resident’s MAR in the resident’s 
record. 

Interview with the interim Administrator on 3/26/26 at
3:50 PM revealed she expected that medical records 
would be complete regarding the documentation of bowel
movements and the administration of controlled 
medications. 

2. Resident # 4 was admitted to the facility on 
12/18/26 and had a diagnosis of vertebrae osteomyelitis
(bone infection) and low back pain. 

Review of orders revealed an order dated 1/1/26 for 
Oxycontin 10 mg every twelve hours. Resident # 4 also 
had an order, dated 2/6/26, for oxycodone 5 mg every 
six hours as needed for breakthrough pain. 

A review of Resident # 4’s March 2026 Medication 
Administration Record (MAR) and Oxycontin Controlled 
Drug Record revealed on 3/2/26 Nurse # 13 initialed 
Resident # 4 received his Oxycontin scheduled 10:00 AM
dose. 

Nurse # 13 was interviewed on 3/25/26 at 1:30 PM and 
reported the following information. She had not 
administered the 10:00 AM dose of Oxycontin to Resident
#4 on 3/2/26 because the resident appeared sedated. She
explained she had already signed on the MAR before she
determined it needed to be held and not administered. 
Nurse # 13 indicated she was new to the facility’s 
electronic medical system and had been unsure of how to
correct the MAR to reflect that the dose of Oxycontin 
was not actually administered. Therefore, Nurse # 13 
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Continued from page 25
validated the medical record was not accurate. 

Interview with the interim Administrator on 3/26/26 at
3:50 PM revealed she expected that medical records 
would be complete regarding the administration of 
controlled medications. 

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22C66D-H1 Facility ID: 923216 If continuation sheet Page 26 of 26


