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F 000 | INITIAL COMMENTS

The following citations represent the findings of a
Health Resurvey.

The 2567 was electronically sent to the facility on
03/27/2020

F 661 | Discharge Summary
SS=D| CFR(s): 483.21(c)(2)(i)-(iv)

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident
must have a discharge summary that includes,
but is not limited to, the following:

(i) A recapitulation of the resident's stay that
includes, but is not limited to, diagnoses, course
of illness/treatment or therapy, and pertinent lab,
radiology, and consultation results.

(ii) A final summary of the resident's status to
include items in paragraph (b)(1) of §483.20, at
the time of the discharge that is available for
release to authorized persons and agencies, with
the consent of the resident or resident's
representative.

(iii) Reconciliation of all pre-discharge
medications with the resident's post-discharge
medications (both prescribed and
over-the-counter).

(iv) A post-discharge plan of care that is
developed with the participation of the resident
and, with the resident's consent, the resident
representative(s), which will assist the resident to
adjust to his or her new living environment. The
post-discharge plan of care must indicate where
the individual plans to reside, any arrangements
that have been made for the resident's follow up
care and any post-discharge medical and
non-medical services.

This Requirement is not met as evidenced by:
The facility identified a census of 41 residents.
The sample included 14 residents. Based on
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observation, record review, and interviews, the
facility failed to document a recapitulation of the
facility stay upon discharge from the facility for
Resident (R) 42, sampled for discharge.

Findings included:

- R42's electronic medical record (EMR) from the
"Diagnoses" tab documented diagnoses of
hypertension (elevated blood pressure) and atrial
fibrillation (rapid, irregular heartbeat).

The "Admission Minimum Data Set" (MDS) dated
11/14/19 documented a Brief Interview of Mental
Status (BIMS) score of 15, which indicated intact
cognition. The MDS documented R42 required
extensive assistance of two staff for her
"Activities of Daily Living" (ADL).

The "ADL Care Area Assessment" (CAA) dated
11/19/19 documented R42 required assistance
with ADL's.

The "Care Plan" dated 11/12/19 directed staff
R42 required one to two staff members for
assistance with transfers.

The "Miscellaneous (MISC) " tab of the EMR
documented an order dated 12/09/19 to
discharge resident to home with home health
services for bathing assistance, therapy and
nursing services for dressing changes.

The "Progress Note" tab of the EMR dated
12/12/19 at 01:20 PM documented R42 was
discharged from the facility accompanied by her
son. She was discharged with a list of
medications, her personal belongings and written
discharge instructions.
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During an interview on 03/12/20 at 10:00 AM with
Administrative Staff A stated the medical records
department was unable to locate a recapitulation
of R42's stay at the facility.

During an interview on 03/16/20 at 09:40 AM
Licensed Nurse (LN) G stated she charted in the
nurse's note for any resident who discharged to
community, any follow up appointments for that
resident. She charted education and medication
instructions were given.

During an interview on 03/16/20 at 11:05 AM
Administrative Nurse D stated the nurse writes a
note in the EMR regarding follow up
appointments, list of medication, education and
side effects of medication. Administrative Nurse
D stated the facility has a new form that has just
been implemented in the week that will cover the
discharge and recapitulation of a resident's stay.

The "Discharge Summary and Plan" policy dated
01/20 documented the discharge summary will
include a recapitulation of the resident's stay at
the facility and a final summary of the resident's
status at the time of discharge.

The facility failed to document a recapitulation for
R42's stay at the facility after her discharge to the
community.

Pharmacy 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(g). The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of

F 661

F 755
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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:
The facility identified a census of 41 residents.
The sample included 14 residents. Based on
observation, record review, and interviews, the
facility failed to provide routine medication for
Resident (R) 4 as ordered.

Findings included:

- R4's electronic medical record (EMR) from the
"Diagnoses" tab documented diagnoses of
anemia (condition without enough healthy red
blood cells to carry adequate oxygen to body
tissues), hypertension (elevated blood pressure),
and heart failure (severe failure of the heart to
function properly).
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The "Annual Minimum Data Set" (MDS) dated
04/13/19 documented a Brief Interview of Mental
Status (BIMS) score of 15 which indicated intact
cognition. The MDS documented R4 required
supervision after setting up assistance for
"Activities of Daily Living" (ADL's). The MDS
documented R4 had received anticoagulant (used
to prevent blood clots) medication and diuretic
(used to promote the formation and excretion of
urine) medication for seven days during the look
back period.

The "Quarterly" MDS dated 04/13/19 documented
a BIMS score of 15 which indicated intact
cognition. The MDS documented R4 required
supervision after setting up assistance for ADL's.
The MDS documented R4 had received
anticoagulant medication and diuretic medication
for seven days during the look back period.

The "ADL" "Care Area Assessment" (CAA) dated
04/27/19 documented R4 required minimal
assistance with ADL'S at times.

The "Care Plan" revised on 10/22/19, directed
staff to give R4 medication as ordered, to monitor
and document any side effects and effectiveness.

The "Orders" tab in the EMR from the
"Medication Administration Record" (MAR)
reviewed from January 2020 through February
2020 documented a physician order dated
02/23/19 for biotin 5000 micrograms (mcg) daily
for vitamin supplement.

The January 2020 MAR documented a three,
which indicated the medication was not given,
and supply was reordered on 01/12; 01/13; 01/14;
01/15; 01/16; 01/17; 01/27; 01/29; 01/30. January
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2020 MAR documented nine which indicated
"other see nurses note" on 01/28. The "Progress
Notes" tab lacked documentation for medication
not administered or physician notification.

The February 2020 MAR documented a three on
02/01; 02/08 and 02/13 which indicated
medication was not administered and the supply
was reordered. The February 2020 MAR
documented a nine (see nurses note) on 02/02;
02/04; 02/05; 02/06; 02/07; 02/09; 02/10; 02/11;
02/12, which indicated that the medication was
not given. The "Progress Notes" lacked any
documentation of the medication not
administered or physician notification.

Observation on 03/12/20 at 10:16 AM R4 sat in
her wheelchair in the activity room visiting with
her family. No distress noted.

During an interview on 03/16/20 at 09:40 AM
Licensed Nurse (LN) G stated the medication
was not covered by her insurance and pharmacy
could not provide. LN G stated the physician was
not notified of medication not administered as
ordered.

During an interview on 03/16/20 at 11:05 AM with
Administrative Nurse D stated the medication was
not available due to insurance and the physician
was not notified and R4's medication was not
administered as ordered. Administrative Nurse D
stated the medication should have been placed
on hold or changed till it was available.

The "Pharmacy Services Overview" policy dated
01/20 documented the pharmacy will help the
facility develop mechanisms to communicate,
address, and resolve issues related to pharmacy
services.
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The facility failed to ensure medication was
available to be administered as ordered by the
physician for R4. This deficient practice placed
R4 at risk for adverse consequences of medical
complications.
F 756 | Drug Regimen Review, Report Irregular, Act On F 756
SS=D| CFR(s): 483.45(c)(1)(2)(4)(5)

§483.45(c) Drug Regimen Review.
§483.45(c)(1) The drug regimen of each resident
must be reviewed at least once a month by a
licensed pharmacist.

§483.45(c)(2) This review must include a review
of the resident's medical chart.

§483.45(c)(4) The pharmacist must report any
irregularities to the attending physician and the
facility's medical director and director of nursing,
and these reports must be acted upon.

(i) Irregularities include, but are not limited to,
any drug that meets the criteria set forth in
paragraph (d) of this section for an unnecessary
drug.

(ii) Any irregularities noted by the pharmacist
during this review must be documented on a
separate, written report that is sent to the
attending physician and the facility's medical
director and director of nursing and lists, at a
minimum, the resident's name, the relevant drug,
and the irregularity the pharmacist identified.

(iii) The attending physician must document in the
resident's medical record that the identified
irregularity has been reviewed and what, if any,
action has been taken to address it. If there is to
be no change in the medication, the attending
physician should document his or her rationale in
the resident's medical record.
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§483.45(c)(5) The facility must develop and
maintain policies and procedures for the monthly
drug regimen review that include, but are not
limited to, time frames for the different steps in
the process and steps the pharmacist must take
when he or she identifies an irregularity that
requires urgent action to protect the resident.
This Requirement is not met as evidenced by:
The facility identified a census of 41 residents.
The sample included 14 residents. Five residents
were sampled for unnecessary medications.
Based on observation, record review, and
interviews, the facility failed to ensure Consultant
Pharmacist (CP) GG identified the facility's failure
to notify the physician of weights outside of
physician ordered parameters for Resident (R)
10. The facility failed to ensure CP GG identified
the lack of blood pressure monitoring for an
antihypertensive (medication used to treat high
blood pressure) medication and an inappropriate
diagnosis for medication use for R35.

Findings included:

- The electronic medical record (EMR) for R10
documented a diagnosis of edema (swelling
resulting from an excessive accumulation of fluid
in the body tissues).

The "Annual Minimum Data Set" assessment
dated 12/24/19 documented staff assessed R10
as having short and long-term memory problems.
He required extensive assistance of one person
for most of his "Activities of Daily Living" (ADL),
with no limitations in his range of motion. He had
no weight loss or weight gain during the lookback
period. He received diuretic medication seven
days of the assessment.

The "Nutrition Care Area Assessment" dated

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

MBU311

If continuation sheet Page 8 of 18



Printed:  03/27/2020

01/05/20 documented R10 is at risk for impaired
nutrition.

The "Nutrition" care plan dated 04/27/18
instructed staff to monitor R10's weight.

The "Order" tab of the EMR revealed an order for
furosemide (medication to promote the formation
and excretion of urine) 40 milligrams daily for
edema.

The "Order" tab of the EMR revealed an order
dated 11/04/19 for weight daily on day shift for
furosemide administration and edema. Notify
physician if a weight gain of three pounds in a day
or five pounds in a month.

Review of the "Medication Administration Record"
under the "Orders" tab of the EMR revealed on
01/07/20 R10's weight was documented as 177
pounds (Ibs.) and on 01/08/20 R10's weight was
documented as 181.5 Ibs. On 01/20/20 R10's
weight was documented as 179.5 Ibs. and on
01/21/20 R10's weight was documented as 182.5
Ibs. Review of the EMR and "Physician
Communication Book" revealed lack of
documentation for physician notification of R10's
weights being out of the physician ordered
parameters.

Review of the "Medication Administration Record"
under the "Orders" tab of the EMR revealed on
02/25/20 R10's weight was documented as 175
Ibs. and on 02/26/20 R10's weight was
documented as 182.5 Ibs. Review of the EMR
and "Physician Communication Book" revealed
lack of documentation for physician notification of
R10's weights being out of the physician ordered
parameters.
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CP GG's "Monthly Medication Review" (MMR) for
R10 reviewed for January and February lacked
documentation CP GG identified and notified the
facility about R10's weights being out of physician
ordered parameters.

On 03/12/20 at 03:06 PM R10 was sitting in the
day room, listening to the television and looking at
a book. R10 was interacting well with staff and
peers.

On 03/16/20 at approximately 09:35 AM Licensed
Nurse (LN) G stated R10 does have an order for
daily weights because he takes furosemide and
has edema. The Certified Nurse Aides (CNA) get
the resident weights and report them to the
nurses. The nurses enter the weights into the
medical record. When the physicians or nurse
practitioners are in the building, they review the
weights when they are here. If the weight is
outside of physician ordered parameters after
hours or on the weekend, the nurse will call the
physician. The consequence of not following the
physician ordered parameters would be
increased edema or fluid overload.

On 03/16/20 at 10:05 AM CNA R stated the
nurses obtain the vital signs and help the CNA's
obtain the weights. The CNA reports the weights
to the nurse and the nurse enters the weight into
the EMR. The nurse will tell the CNA if a resident
needed to be reweighed. Usually, the nurse will
have the CNA reweigh the resident if there is a
three-pound weight difference from the previous
weight.

On 03/16/20 at 11:13 AM Administrative Nurse D
stated the nurses should notify the physician if a
vital sign or weight is out of the physician ordered
parameters. The facility has a physician
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communication book that is used to make some
of the notifications. The physician was not
notified of R10's weights being out of the
physician ordered parameters.

On 03/17/20 at 12:52 PM CP GG stated he
comes to the facility once a month. He reviews
parameters for weights and blood pressure. He
has been to this facility three times. He did
identify parameters were not consistently being
followed by staff on his reports provided to
leadership at the conclusion of each visit.

The facility policy "Medication Regimen Review"
dated 01/2020 documented CP GG will report
irregularities to the attending physician, the facility
medical director and the director of nursing.

The facility failed to ensure CP GG identified and
reported weights out of physician ordered
parameters for R10. This deficient practice
placed R10 at risk for complications from
increased edema.

- R35's electronic medical record (EMR) from the
"Diagnoses" tab documented diagnoses of major
depressive disorder (major mood disorder) and
osteoarthritis (degenerative changes to one or
many joints characterized by swelling and pain).

The "Admission Minimum Data Set" (MDS) dated
02/09/20 documented a Brief Interview of Mental
Status (BIMS) score of 11, which indicated
moderate cognitive impairment. The MDS
documented R35 required extensive assistance
of one staff member for Activities of Daily Living
(ADL). The MDS documented R35 received an
antidepressant (class of medications used to treat
mood disorders and relieve symptoms of
depression) medication and opioid (medication
used for pain) medication for six days during the
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look back period.

The "Psychotropic (class of medications used to
treat psychosis and other mental emotional
conditions) Drug Use" "Care Area Assessment"
(CAA) dated 02/13/20 documented R35 was at
risk for adverse effects related to medication use.

The "Care Plan" dated 03/05/20 directed staff
R35 had medical issues that required monitoring
and

treatment.

The "Orders" tab of EMR documented a
physician order dated 02/03/20 for amlodipine (a
medication used to treat elevated blood pressure)
five milligrams (mg) daily. The order listed the
indication for use as personal history of
pulmonary embolism (a blockage in one of the
pulmonary arteries in the lungs). The physician
order lacked any direction for monitoring or
parameters of when to notify the physician.

The "Monthly Medication Review" (MMR)
reviewed for February 2020 did not address the
diagnosis or monitoring for the antihypertensive
medication.

Observation on 03/12/20 at 10:15 AM R35 sat in
her wheelchair at her bedside table working on a
word puzzle.

During an interview on 03/16/20 at 09:40 AM with
Licensed Nurse (LN) G, she stated an
antihypertensive medication should be monitored
daily prior to administration of the medication. LN
G stated history of pulmonary embolism is not an
appropriate diagnosis for a hypertensive
medication.
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During an interview on 03/18/20 at 11:05 AM with
Administrative Nurse D stated an
antihypertensive medication should be monitored,
and history of pulmonary embolism is not the
correct diagnosis for an antihypertensive
medication.

During an interview on 3/17/20 with CP GG was
unable to answer questions.

The "Medication Regimen Reviews" policy dated
01/20 documented that the pharmacist reported
irregularities to the attending physician, the facility
medical director and the director of nursing.

The facility failed to ensure CP GG identified and
reported the lack of adequate monitoring and
appropriate diagnosis for antihypertensive
medication which put R35 at risk for adverse
consequences of unnecessary medications.

Drug Regimen is Free from Unnecessary Drugs
CFR(s): 483.45(d)(1)-(6)

§483.45(d) Unnecessary Drugs-General.

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used-

§483.45(d)(1) In excessive dose (including
duplicate drug therapy); or

§483.45(d)(2) For excessive duration; or
§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for its
use; or

§483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be

F 756

F 757
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reduced or discontinued; or

§483.45(d)(6) Any combinations of the reasons
stated in paragraphs (d)(1) through (5) of this
section.

This Requirement is not met as evidenced by:
The facility identified a census of 41 residents.
The sample included 14 residents. Five residents
were sampled for unnecessary medications.
Based on observation, record review, and
interviews, the facility failed to notify the physician
of weights outside of physician ordered
parameters for Resident (R) 10. The facility
failed to identify the lack of blood pressure
monitoring for an antihypertensive (medication
used to treat high blood pressure) medication and
an inappropriate diagnosis for medication use for
R35.

Findings included:

- The electronic medical record (EMR) for R10
documented a diagnosis of edema (swelling
resulting from an excessive accumulation of fluid
in the body tissues).

The "Annual Minimum Data Set" assessment
dated 12/24/19 documented staff assessed R10
as having short and long-term memory problems.
He required extensive assistance of one person
for most of his "Activities of Daily Living" (ADL),
with no limitations in his range of motion. He had
no weight loss or weight gain during the lookback
period. He received diuretic medication seven
days of the assessment.

The "Nutrition Care Area Assessment" dated
01/05/20 documented R10 is at risk for impaired
nutrition.
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The "Nutrition" care plan dated 04/27/18
instructed staff to monitor R10's weight.

The "Order" tab of the EMR revealed an order for
furosemide (medication to promote the formation
and excretion of urine) 40 milligrams daily for
edema.

The "Order" tab of the EMR revealed an order
dated 11/04/19 for weight daily on day shift for
furosemide administration and edema. Notify
physician if a weight gain of three pounds in a day
or five pounds in a month.

Review of the "Medication Administration Record"
under the "Orders" tab of the EMR revealed on
01/07/20 R10"s weight was documented as 177
pounds (Ibs.) and on 01/08/20 R10's weight was
documented as 181.5 Ibs. On 01/20/20 R10's
weight was documented as 179.5 Ibs. and on
01/21/20 R10's weight was documented as 182.5
Ibs. Review of the EMR and "Physician
Communication Book" revealed lack of
documentation for physician notification of R10's
weights being out of the physician ordered
parameters.

Review of the "Medication Administration Record"
under the "Orders" tab of the EMR revealed on
02/25/20 R10"s weight was documented as 175
Ibs. and on 02/26/20 R10's weight was
documented as 182.5 Ibs. Review of the EMR
and "Physician Communication Book" revealed
lack of documentation for physician notification of
R10's weights being out of the physician ordered
parameters.

On 03/12/20 at 03:06 PM R10 was sitting in the
day room, listening to the television and looking at
a book. R10 was interacting well with staff and
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peers.

On 03/16/20 at approximately 09:35 AM Licensed
Nurse (LN) G stated R10 does have an order for
daily weights because he takes furosemide and
has edema. The Certified Nurse Aides (CNA) get
the resident weights and report them to the
nurses. The nurses enter the weights into the
medical record. When the physicians or nurse
practitioners are in the building, they review the
weights when they are here. If the weight is
outside of physician ordered parameters after
hours or on the weekend, the nurse will call the
physician. The consequence of not following the
physician ordered parameters would be
increased edema or fluid overload.

On 03/16/20 at 10:05 AM CNA R stated the
nurses obtain the vital signs and help the CNA's
obtain the weights. The CNA reports the weights
to the nurse and the nurse enters the weight into
the EMR. The nurse will tell the CNA if a resident
needed to be reweighed. Usually, the nurse will
have the CNA reweigh the resident if there is a
three-pound weight difference from the previous
weight.

On 03/16/20 at 11:13 AM Administrative Nurse D
stated the nurses should notify the physician if a
vital sign or weight is out of the physician ordered
parameters. The facility has a physician
communication book that is used to make some
of the notifications. The physician was not
notified of R10's weights being out of the
physician ordered parameters.

The facility failed to provide a policy that
addresses following physician ordered
parameters for weights.
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The facility failed to follow physician ordered
weight parameters for R10. This deficient
practice placed R10 at risk for complications from
increased edema.

- R35's electronic medical record (EMR) from the
"Diagnoses" tab documented diagnoses of major
depressive disorder (major mood disorder) and
osteoarthritis (degenerative changes to one or
many joints characterized by swelling and pain).

The "Admission Minimum Data Set" (MDS) dated
02/09/20 documented a Brief Interview of Mental
Status (BIMS) score of 11, which indicated
moderate cognitive impairment. The MDS
documented R35 required extensive assistance
of one staff member for "Activities of Daily Living"
(ADL). The MDS documented R35 received an
antidepressant (class of medications used to treat
mood disorders and relieve symptoms of
depression) medication and opioid (medication
used for pain) medication for six days during the
look back period.

The "Psychotropic (class of medications used to
treat psychosis and other mental emotional
conditions) Drug Use" "Care Area Assessment"
(CAA) dated 02/13/20 documented R35 was at
risk for adverse effects related to medication use.

The "Care Plan" dated 03/05/20 directed staff
R35 had medical issues that required monitoring
and treatment.

The "Orders" tab of EMR documented a
physician order dated 02/03/20 for amlodipine (a
medication used to treat elevated blood pressure)
five milligrams (mg) daily. The order listed the
indication for use as personal history of
pulmonary embolism (a blockage in one of the
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pulmonary arteries in the lungs). The physician
order lacked any direction for monitoring or
parameters of when to notify the physician.

Observation on 03/12/20 at 10:15 AM R35 sat in
her wheelchair at her bedside table working on a
word puzzle.

During an interview on 03/16/20 at 09:40 AM with
Licensed Nurse (LN) G, she stated an
antihypertensive medication should be monitored
daily prior to administration of the medication. LN
G stated history of pulmonary embolism is not an
appropriate diagnosis for a hypertensive
medication.

During an interview on 03/18/20 at 11:05 AM with
Administrative Nurse D stated an
antihypertensive medication should be monitored,
and history of pulmonary embolism is not the
correct diagnosis for an antihypertensive
medication.

The "Medication Orders" policy dated 01/20
lacked documentation regarding appropriate
diagnosis for medications.

The facility failed to identify the lack of adequate
monitoring and appropriate diagnosis for
antihypertensive medication which put R35 at risk
for adverse consequences of unnecessary
medications.
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