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1 Initial Comments 

The State compliance survey was conducted on 
April 25, 2022 through April 29, 2022, in 
conjunction with the investigation of complaints 
#AZ00181962 and #AZ00163702. The census 
was 180. The following deficiencies were cited: 

Y 341 R9-10-403.C.2.d. Administration 

R9-10-403.C. An administrator shall ensure that 

R9-10-403.C.2. Policies and procedures for 
physical health services and behavioral health 
services are established, documented, and 
implemented to protect the health and safety of a 
resident that 

R9-10-403.C.2.d. Cover storing, dispensing, 
administering, and disposing of medication; 

This RULE is not met as evidenced by: 
Based on observation, staff interviews, and 
review of policy, the facility failed to implement 
their policy to ensure medications were not left in 
the room of one resident (#95). 

Findings include: 

I Resident #95 was admitted to the facility on 
November 6, 2015 with diagnoses that included 
vascular dementia without behavioral disturbance 
and major depressive disorder. 

Review of the clinical record revealed a 
Self-Administration of Medication Observation 
dated completed on December 22, 2021. The 
document stated the resident did not want to 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

Resident #95 took his medications with 
supervision of nurse. 

Resident #95 was interviewed and would 
like to continue to exercise his right to 
have Nursing administer his medications. 

Correct to all others: 
All residents who receive medications 
have the potential to be affected. 

All Licensed Nurses were re-educated 
regarding the facility policy on safe 
medication administration and the process 
for self administration of medications 
should a resident want to exercise their 
right to do so. 

All Licensed Nurses completed a 
medication safety and storage quiz to 
ensure their competency. 

System Correction: 
Audits will be done weekly to ensure that 
Nurses are practicing safe medication 
administration and medications are not left 
in resident rooms if resident is not 
assessed to self administer their 
medications. 
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self-administer medications and that it was not 
appropriate for the resident to self-administer any 
medications. 

Review of the annual Minimum Data Set 
assessment dated March 8, 2022 revealed a 
Brief Interview for Mental Status score of 14 
which indicated the resident had intact cognition. 

During an observation conducted on April 25, 
2022 between 10:21 AM, a white paper 
medication cup was observed on resident #95's 
bedside table. The cup contained approximately 
11 medications. The bedside table was across 
the room, out of reach of the resident who was 
lying in bed sleeping. 

Another observation was conducted on April 25, 
2022 at 10:39 AM, in which the medication cup 
containing medications was still on the bedside 
table away from the resident. The resident was 
sleeping in the bed. At that time, a CNA (Certified 
Nursing Assistant) entered the room and then 
exited. 

During a resident interview and observation 
conducted on April 25, 2022 at 11 :04 AM, the 
medication cup containing pills was still on the 
bedside table. The resident was lying in bed 
awake. The resident stated that the pills were left 
on the bedside table, because he went to sleep 
before they gave them to him. He also stated that 
the nurses leave the pills at his bedside a couple 
of times a week. The resident further stated that 
they trust him to take the medications because he 
knows they are important. He also stated that the 
morning medications had been left on his bedside 
table this morning. 

An observation was conducted on April 25, 2022 
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Monitoring of System: 
The analysis of the audits will be taken to 
QAPI for review and follow-up as needed. 
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at 11 :45 AM. The medication cup containing 

medications was still on the bedside table, away 

from the resident's reach. 

An interview was conducted on April 25, 2022 at 

11 :50 AM with a Licensed Practical Nurse 

(LPN/staff #231 ), who stated that when 

administering medications, she stays in the 

resident's room until the resident has taken all of 

the medications and that this is the facility's 

policy. The nurse then entered resident #95's 

room and observed the medication cup 

containing medications on the bedside table. She 

stated that she did pass medications this morning 

between 8:00 thorough 10:00 AM, and that these 

medications had been left on the bedside table, 

and had not been taken. She stated that this did 

not follow the facility policy and the risk is that the 

resident's roommate may have taken them, and 

that the resident is not receiving the medications 

he needs, or as ordered. 

An interview was conducted on April 27, 2022 at 

8:51 AM with a Certified Nursing Assistant 

(CNNstaff #15), who stated that if a resident was 

assessed for self-administration of medications, it 

would be on the care plan, and that it would not 

be for prescription medications. 

An interview was conducted on April 27, 2022 at 

9:04 AM with the Minimum Data Set (MOS) 

Director (staff #53), who stated that there should 

be a physician's order for a resident to 

self-administer medications, and it would be 

documented on the care plan. She further stated 

that medications should not be left at the bedside 

for residents to take later. 

An interview was conducted on April 27, 2022 at 

11 :07 AM with the Director of Nursing (DON/staff 
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#188), who stated that the facility process for 

medication administration includes checking for 

the right drug, patient, time, and route, then the 

medication would be administered to the resident. 
She also stated the nurse should stay at the 

bedside while the patient is taking the medication. 

The DON stated that it is not following the facility 

process for the nurse to leave medications at the 

bedside. She reviewed the resident's medical 

record, and stated that there is not a care plan or 

order for self-administration of medication. She 

also stated the risk of leaving medication at the 

bedside unattended could result in a medication 

error, especially with psychiatric medications not 

taken on time, and risk that another resident 
could take them. She further stated that this does 

not meet the facility policy and she has already 

educated the nurse. 

Review of the facility policy titled, Medication 

Administration/Oral revealed only licensed nurses 

may administer medications. The policy also 

revealed to document administration of 

medications immediately, discard used 

containers, and move onto the next resident. 

Review of the facility policy titled, 

Self-Administration of Medications, revealed that 

all administration of medications will be under the 

supervision of a licensed nurse and documented 

by the licensed nurse. If a resident wishes to 

self-administer their medication, and the 

interdisciplinary care team decides the resident is 

capable, the medication will be given to the 

resident by a licensed nurse at the appropriate 

time and allow self-administration. The 

medication will be stored in the medication cart, 

not in the resident's room. If the medical provider 

orders that a medication(s) is to be kept at the 

bedside, the facility will supply a locked cabinet to 
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be used to store the medications to prevent the 

medications from falling into the wrong hands. 

Y 630 R9-10-406.E.2. Personnel 

STATE FORM 

R9-10-406.E. An administrator shall ensure that 

a personnel member or an employee or volunteer 

who has or is expected to have direct interaction 

with a resident for more than eight hours a week

provides evidence of freedom from infectious 

tuberculosis: 

R9-10-406.E.2. As specified in R9-10-113. 

This RULE is not met as evidenced by: 

Based on personnel record review, facility 

document, staff interview, and policy review, the 

facility failed to ensure a Licensed Practical Nurse 

(LPN/staff #60) had evidence of freedom from 

infectious Tuberculosis (TB) on an annual basis. 

Findings include: 

Review of the personal record for an LPN (staff 

#60) revealed a hire date of September 7, 2021. 

The record included a tuberculosis (TB) test that 

was conducted on November-19, 2020. Further 

review of the record revealed no evidence of 

freedom from TB after November 19, 2020. 

In a written statement provided by the facility 

dated April 28, 2022, it was revealed that the 

documentation of the staff #60's TB test was 

misread and the solution lot expiration date was 

read as the test validity date. The document 

stated that the facility failed to schedule a new TB 
test as of November 19, 2021. The statement 

further revealed that the employee was taken off 
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Correct to Individual: 
No individual residents were affected. 

Correct to all others: 
All residents have the potential to be 
affected 

Staff #60 had a TB test completed on 
05/13/2022 and is free from active 
tuberculosis. 

An audit was completed of all active 
employees or volunteers to ensure that all 
employees or volunteers with direct 
interaction with a resident for more than 
eight hours a week have evidence of 
freedom from infectious tuberculosis. 

System Correction: 
Audits will be done monthly to ensure that 
all active employees or volunteers with 
direct interaction with a resident for more 
than eight hours a week have evidence of 
freedom from infectious tuberculosis. 

Monitoring of System: 
The analysis of the audits will be taken to 
QAPI for review and follow-up as needed. 
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the schedule and will not be put on the schedule 

until the facility has a valid TB clearance. 

An interview with the director of nursing 

(DON/staff #188) was conducted on April 28, 

2022 at 10:52 AM. She stated that all hiring and 

employee processes and testing are to be done 

in a timely manner. She said that her expectation 

is that an employee that does not have a current 

TB clearance is to be off the schedule until a 

current TB is on file. The DON stated that a staff 

member that is not cleared of TB is a potential 

danger to other staff, residents, and others 

because TB can be spread easily. 

Review of the facility policy Tuberculosis 

Clearance-Staff and Volunteers (2018) revealed 

that all employees are to remain free of 

tuberculosis and submit evidence of freedom 

from infectious pulmonary tuberculosis (TB) by 

submitting documentation of a negative TB test or 

a physician statement dated within the 6 months 

before the start date and chest x-ray within the 

past 5 years. Employees will have their current 

TB status updated annually either by additional 

testing, chest x- ray or additional letter written by 

a provider. 

Y1077 R9-10-410.C.2. Resident Rights 

STATE FORM 

R9-10-410.C. A resident has the following rights: 

R9-10-410.C.2. To receive treatment that 

supports and respects the resident's individuality, 

choices, strengths, and abilities; 
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This RULE is not met as evidenced by: 

Based on resident and staff interviews, clinical 

record review, and review of policy and 

procedure, the facility failed to ensure one 

resident (#335) received treatment that supported 

and respected the resident's choices and abilities, 

by failing to provide the necessary services to 

maintain good grooming and personal hygiene. 

Findings include: 

Resident #335 was admitted to the facility on 

04/11/22 with diagnoses that included 

pneumonitis due to inhalation of food and vomit, 

chronic obstructive pulmonary disease, 
unspecified, and pain, unspecified. 

The 5-day admission Minimum Data Set 
assessment dated 04/18/22 included that the 

resident scored 15 on the Brief Interview for 

Mental Status, indicating intact cognition. The 

resident displayed no behaviors including 
rejection of care, and required extensive to total 

1-2 person physical assistance for most activities

of daily living (AOL).

An AOL Functional/Rehabilitation Potential care 

plan dated 04/20/22 related to debility post 

infection and hospitalization had a goal for AOL 

needs to be met daily. Interventions included 

assisting the resident with bathing body parts that 

the resident could not do. 

On 04/25/22 at 11 :10 a.m., an interview was 

conducted with resident #335 who stated since 

arriving at the facility, he had only received one 

shower. The resident also stated that staff have 

not offered him opportunities to shower and that 

he would like to have showers more often. 
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Correct to Individual: 
Resident #335 was interviewed for 
showering preferences and he states that 

he was refusing his showers and that he 
would be better about taking showers 
twice weekly as scheduled. His target 

behaviors and care plan were updated. 

Correct to all others: 
All residents have the potential to be 
affected. 

Staff will be re-educated on policy for 
documentation of activities of daily living 
to ensure hygiene needs are met and 
refusals of care are properly documented. 

System Correction: 
Audits will be done weekly to ensure 
resident's hygiene needs are being met 
and documented appropriately. 

Monitoring of System: 
The analysis of the audits will be taken to 
QAPI meeting for review and follow-up as 

needed. 
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An interview was conducted on 04/28/22 at 2:29 

p.m. with the Director of Nursing (DON/staff

#238). She stated that all of the shower

documentation could be found in the Certified

Nursing Assistants' (CNA) documentation in the

clinical record.

However, review of the CNA documentation 

revealed that the resident had received only one 

shower on 04/18/22. 

Review of the nursing progress notes did not 

include documentation which indicated that the 

resident had refused showers. 

On 04/28/22 at 2:32 p.m., an interview was 

conducted with a CNA (staff #33). She stated that 

when she gives a resident a shower she will 

document it in the CNA point of care notes in the 

resident's clinical record. She stated that 

residents receive 2 showers per week. She said 

that if residents refuse their shower, she will 

return later and ask again. She stated that if the 

resident continues to refuse she will tell the 

nurse. She stated that she will document the 

refusal in her point of care notes. The CNA stated 

that she remembered assisting the resident with 

at least one shower. The CNA pulled up the 

resident's shower documentation and indicated 

that she had documented the shower on 

04/18/22. However, she reviewed the 

documentation and stated that the CNA record 

did not indicate that the resident had received 

additional showering/bathing opportunities. She 

stated that if the resident had refused, it would 

specifically state that in the record. Staff#33 then 

pulled up the refusal area in the documentation 

program and stated that if the resident had 

refused it would be included as such in the 

documentation. She stated that the code "did not 
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occur" meant that the resident did not receive a 

shower. 

An interview was conducted on 04/29/22 at 7:45 

a.m. with a Licensed Practical Nurse (LPN/staff

#50). She stated that she speaks with the CNAs

daily and asks them to notify her if a resident is

refusing showers. She stated that she was not

made aware that resident #335 had refused

showers. The LPN stated that 3 attempts should

be made to shower the resident, after which the

nurse will document the refusal in the clinical

record. The LPN stated that it would not meet her

expectation for a resident not to receive 2

showers per week.

On 04/29/22 at 9:49 a.m., an interview was 

conducted with the Director of Nursing (DON/staff 

#238). She stated that residents are offered 2 

showers per week and that staff try to 

accommodate additional showers if requested. 

She stated that if the resident refuses, the CNAs 

are instructed to tell the nurse. The DON said that 

additional refusals would warrant a call to the 

provider and family. The DON stated that she 

thought that if a resident refused, it would be 

documented as "did not occur" in the resident's 

record. She stated that her expectation was for 

CNAs to offer showers to the residents 2 times 

each week and to accommodate their 

preferences accordingly. 

The facility's policy titled Bath/Shower included 

that the facility has a schedule for each unit to 

include bathing at least twice weekly. 

Y1477 R9-10-414.B.3.b. Comprehensive Assessment; 

Care Plan 

STATE FORM 
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R9-10-414.B. An administrator shall ensure that 

a care plan for a resident: 

R9-10-414.B.3. Ensures that a resident is 

provided nursing care institution services that: 

R9-10-414.B.3.b. Assist the resident in 

maintaining the resident's highest practicable 

well-being according to the resident's 

comprehensive assessment. 

This RULE is not met as evidenced by: 

Based on clinical record reviews, resident and 

staff interviews, and policy review, the facility 

failed to assist three residents (#88, #109, and 

#108) in maintaining their highest practicable 

well-being by failing to ensure the residents 

received ROM (Range of Motion) as ordered. 

Findings include: 

-Resident #88 was admitted to the facility on June

21, 2016 with the following diagnoses: Type 2

diabetes mellitus with diabetic nephropathy; Type

2 diabetes mellitus with hyperglycemia; Pressure

ulcer of sacral region, stage 4; Pressure ulcer of

right heel, unstageable; Pressure ulcer of left

buttock, unspecified stage.

Review of the clinical record revealed a physician 

order dated January 27, 2022 for PROM {Passive 

Range of Motion) to the bilateral lower extremities 

and upper extremities as tolerated 3 to 5 times a 

week, once a day. 

Review of the progress note dated February 1, 
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Correct to Individual: 
Resident #88 and #109 will receive 
restorative services per orders. Resident 
#108 was discharged from the facility. 

Correct to all others: 
Residents with orders for ROM have the 
potential to be affected. 

All residents with orders for ROM will be 
evaluated by therapy quarterly. 

Staff responsible for restorative services 
will be educated on restorative plan, 
charting, and meetings to ensure that 
residents receive the necessary 
restorative services to prevent an 
avoidable decrease in ROM/Mobility and 
provide clinical documentation if decrease 
is unavoidable. 

System Correction: 
Audits will be done weekly to ensure that 
residents are receiving restorative 
services as ordered. 

Monitoring of System: 
The analysis of the audits will be taken to 
QAPI meeting for review and follow-up as 
needed. 

Correction Date: 

Person Reseonsible: 
Director of Nursing or Designee 
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2022 revealed the resident had decreased 
functional mobility and strength. 

The 5-day Minimum Data Set assessment dated 
April 4, 2022 revealed a Brief Interview for Mental 
Status score of 8 which indicated the resident had 
moderate impaired cognition. The assessment 
included the resident is totally dependent on the 
staff for activities of daily living. 

A review of the care plan last reviewed April 25, 
2022 revealed the resident receives restorative 
nursing services to maintain/improve functional 
mobility. The goal was that the resident will 
maintain joint function. Intervention included 
AROM (Active Range of Motion) 3-5 times a 
week by restorative nursing, and monitoring and 
recording any increased stiffness in joints and 
reporting it to the resident's nurse. 

Review of facility documentation revealed that for 
April 2022 the resident received PROM two times 
the first week of April, one time the second week,

and two times the third week. During the nionth of 
March 2022, the resident was out at the hospital 
for 6 days in the beginning of the month, then on 
week 3 the resident received 3 sessions, and 
week 4 the resident received two sessions. 

During an interview conducted with the resident 
on April 26, 2022 at 11: 17 AM, the resident stated 
that he has been getting weaker and weaker and 
now they do not get him out of bed anymore. The 
resident further stated that he would like to work 
on getting some of his strength back so that he 
could get up more. The resident added that he 
used to have exercises in bed but has not lately 
received any exercises. 

During an interview conducted on April 29, 2022 
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at 8:19 AM with the Rehabilitation Director (staff 

#106), she stated that the resident is a 

Long-Term Care patient and is not currently 

scheduled for any Physical Therapy or 

Occupational Therapy. Staff #106 further stated 

that the resident is to receive restorative nursing 

assistance on the unit and that it is run by the 

nursing department. 

During an interview conducted on April 29, 2022 

at 8:45 AM with a Certified Nursing Assistant 

(CNA/staff #165), she stated that she is also the 

Restorative Nursing Assistant (RNA) who is 

assigned to the unit. She added that the resident 

is to receive RNA services for PROM, three to 

five times a week. She further added that she 

documents the services on paper in a book at the 

nursing station and not in the electronic medical 

record. She stated that the amount of restorative 

nursing assistance provided depends on the unit 

staffing whether or not she is assigned to the 

RNA work. The CNA stated that due to the lack of 

staff, she is working less than 50% of her time 

and that she has only had 10 days in the last 

month to perform the restorative services. She 

added that if the resident refuses the service she 

reports it to the nurse. 

During an interview conducted on April 29, 2022 

at 8:53 AM with a Licensed Practical Nurse (staff 

#138), she stated that if the resident refuses to 

get up, then she would note that in her progress 

notes. She added that the resident is not 

receiving physical therapy, only Restorative 

Nursing Assistance, and that the rest of the staff 

will encourage the resident to assist with turning 

in bed, and that the resident tends to not want to 

get up. She added that the resident has some 

behavior issues. She also added that the unit is 

short staffed about 30% of the time. 
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During an interview conducted on April 29, 2022 

at 8:47 AM with the Director of Nursing 

(DON/staff #188), she stated that the Restorative 

Nursing Assistance program is per the physician 

order and if the aide assigned is not able to 

complete the service they are to advise her. She 

added that the staff from the RNA program are 

often pulled to do weights or other Certified 

Nursing Assistant duties. She further stated that 

this has been a concern as the residents should 

be getting services as ordered and that they are 

starting to look at a process improvement project. 

-Resident #109 was admitted August 30, 2018

with diagnoses that included a tear of the medial

meniscus, age related physical debility,

hemiplegia and hemiparesis of the left side.

Review of the clinical record revealed an order 

dated January 7, 2019 for restorative nursing 

(RNA) 3 to 5 times per week to prevent a 

decrease in range of motion. 

A care plan dated March 12, 2019 revealed that 

the resident is receiving restorative nursing 

services to maintain functional ability. The goal is 

that the resident will maintain joint function. 

Approaches including AROM (Active Range of 

Motion) to the lower extremity as tolerated 3- 5 

times per week. 

Review of the care plan dated July 17, 2020 

revealed the resident is at high risk for falls 

related to limited function. Approaches included 

implementing an exercise program that targeted 

strength, gait and balance. 

The significant change in status minimum data 
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set (MOS) assessment dated March 14, 2022 

revealed a score of 15 on the brief interview for 

mental status (BIMS) indicating the resident was 

cognitively intact. The assessment also revealed 

the resident required extensive assistance for bed 

mobility, toilet use, personal hygiene, and 

dressing with one-person assistance, and was 
totally dependent for transfer with two+ persons. 

The MDS assessment further revealed the 

resident received AROM 5 times during the 7-day 

lookback period and that the training and skill 

practice was in bed mobility. 

Review of the restorative flowsheet from 

November 2021 through April 2022 revealed the 

resident was not seen consistently 3 to 5 times 

per week despite notes that the resident was 

cooperative. One resident refusal was 

documented on March 3, 2022 and some 

difficulty in resident abilities were also noted in 

March 2022. 

On April 29, 2022 at 7:43 AM, an interview with 

Restorative (staff #225) was conducted. She 

stated that resident #109 was not being seen as 

ordered because of staffing shortages with RNA 

staff. She said that CNAs were doing weights and 

other CNA duties and had little time for their RNA 

duties. She said that the facility is aware that 

there were not enough staff to see all the 
restorative residents. She stated that they are 

very short staffed and management is very 

aware. She stated that the documentation does 

not reflect why the residents were not being seen 

as ordered. She stated that this had been 

ongoing since COVID and has been a facility 

wide problem. She said that it was a concern to 

her that the residents were not seen as ordered 

as they may lose their abilities. 
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-Resident #108 was admitted March 7, 2022 with

diagnoses that included paroxysmal atrial

fibrillation, pacemaker, weakness, pain and

diabetes mellitus type 2.

The care plan dated March 8, 2022 revealed the 

resident is at high risk for falls related to general 

weakness. 

The admission MDS assessment dated March 

14, 2022 revealed a score of 15 on the BIMS 

indicating that the resident was cognitively intact. 

The MOS assessment also revealed the resident 

needed limited assistance with bed mobility with 

two+ person assistance, toilet use and personal 

hygiene with one-person assistance; and 

extensive assistance to transfer with two+ person 

assistance. The assessment further revealed the 

resident did not receive RNA. 

Review of the clinical record revealed a physical 

therapy (PTI discharge summary dated March 31, 

2022 that the restorative program (RNA) was 

established. The discharge was per 

physician/case manager recommendation. 

A review of the clinical record revealed a referral 

to restorative nursing dated April 6, 2022 from PT 

for 3 to 5 times per week to maintain mobility and 

range of motion. 

Review of the RNA flowsheet for April 2022 

revealed the resident was seen by RNA 8 times 

from April 6 - 28, 2022. The first visit was April 14, 

2022. The included notes did not reveal any 

refusals or any explanation as to the delay of 

onset of services. 

An interview with the director of PT (staff #106) 

was conducted on April 7, 2022 at 2:02 p.m. She 
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stated that resident #108 was receiving PT and 

occupational therapy (OT), was discharged, and 

currently receives RNA with staff #16. Staff#106 

stated that the resident was referred to RNA

services after the discharge from PT on March 

31, 2022. 

On April 28, 2022 at 8:46 AM, an interview was 

conducted with the RNA (staff#16). She stated 

that she receives a paper "order" referral from PT 

and she then follows up with the resident. She 

said the order for resident #108 was put in on 

April 6, 2022. She said the purpose of restorative 

therapy is to maintain the progress a resident 

made during PT and OT. She further stated that a 

resident can be on RNA for weeks or years. Staff 

#16 stated she tracks the progress of the resident 

and documents on a paper chart not in the 

electronic health record. Staff #16 stated that this 

resident was not seen until April 14, 2022 

because the resident was assigned to her when 

she was out sick. She said no other RNA picked 

up the resident in her absence and she is not 

sure why the resident was not seen by someone 

else while she was sick. Staff #16 said that the 

resident has been seen about 3 times per week 

since then, but that the resident is the same as 

when the resident started, no improvement, no 

decline. 

An additional interview was conducted with staff 

#106 on April 28, 2022 at 9:01 AM. She stated 

that as the director of therapy, she writes the 

order for a resident to receive RNA services. She 

stated she puts a copy in the box for staff #225, 

who is the coordinator for the RNA program and 

handles all the RNA scheduling. 

An interview with the DON ( staff #188) was 

conducted on April 28, 2022 at 10:44 AM. She 
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stated that for the RNA program, therapy makes 

a referral and the provider writes an order which 

is put into the electronic health record. The DON 

stated the order specifies the frequency per week 

which is usually 3 to 5 times a week. She said 

that staff #225 is in charge of assigning an RNA 

to afl residents that receive RNA services and that 

this process usually takes 1-3 days to get the 

resident on the RNA schedule. The DON said her 

expectation is that if an RNA is sick or on 

vacation, a different RNA should be assigned to 

work with the resident, as waiting more than 3 or 

4 days does not meet her expectation. The DON 

stated if a resident has to wait more than 3 to 4 

days, the resident could regress and lose the 

progress made with PT. 

On April 29, 2022 at 7:43 AM, an interview with 

Restorative ( staff #225) was conducted. She 

stated that she was the RNA team leader and 

handled RNA scheduling. She stated that in 

addition to doing RNA assignments, she had 

additional duties as a CNA and is in charge of 

weights for the facility. She said that RNA duties 

were divided by unit and there are 2 full time and 

2 part time RNA staff members. She said that if a 

staff member is out, one of the other RNAs will 

pick up and fill in. Staff #225 stated there is a 

retired staff member that used to work RNA and 

often steps in to help. Staff #225 stated that she 

reviews the resident documentation to ensure 

that the documentation is complete at the end of 

month. She said if there are any issues, such as 

a resident refusal, the RNA staff should inform 

the charge nurse and the information should be 

documented on the flowsheet. She stated that 

resident #108 was not seen from April 7-13, 2022 

because the RNA assigned to the resident was 

not in the building and there was no staff to pick 

up the resident visits. 
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An additional interview was conducted with the 
DON (staff #188) on April 29, 2022 at 8:47 AM. 

She stated that the RNA program is per order and 

if the staff are not able to see the residents as 

ordered they are expected to advise her of the 

problem. She stated that the staff from 

Restorative are pulled often to do weights or 
other CNA duties. The DON stated that this is a 

concern, as the residents should be receiving 

services as ordered. She said they are starting to 

look at process improvement in this area. 

Review of the facility's policy Restorative Nursing 

Carry Over Following Physical, Occupational 

and/or Speech Therapy (5/2010) revealed that, 

nursing picks up restorative services as directed 

by therapies to reduce the risk of functional 
decline in the resident. Restorative nursing is 
overseen by the Director of Nursing or designee 

and is to reinforce and extend progress made in 

therapy. The policy further revealed that the 

restorative aide will follow the treatment plan and 

frequency written in the order and will document 

resident treatments on the restorative flow sheet. 

Y2159 R9-10-421.D.3.a. Medication Services 

R9-10-421.D. When medication is stored at a 

nursing care institution, an administrator shall 

ensure that: 

STATE FORM 

R9-10-421.D.3. Policies and procedures are 

established, documented, and implemented to 

protect the health and safety of a resident for: 

R9-10-421.D.3.a. Receiving, storing, 
inventorying, tracking, dispensing, and discarding 

medication including expired medication; 
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Correct to Individual: 

No individual residents were affected. 

Correct to all others: 

Has the potential to affect all residents 
receiving medications. 

Licensed Nurses were re-educated on the 
policy for storage and labeling of 
medications and the proper disposal of 
discontinued or expired medications. 

All Licensed Nurses completed a 
medication safety and storage quiz to 
ensure their competency. 
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This RULE is not met as evidenced by: 

Based on observations, staff interviews, and 

review of the policy and procedures, the facility 

failed to implement their policy to ensure that 

medications were dated according to the 

standard of practice, and failed to ensure that 

expired medications were not available for 

administration. 

Findings include: 

-An observation was conducted on April 28, 2022

at 1 :30 p.m. of the medication cart on hall

209-228, sub-acute unit. An insulin box with a

pharmacy label Aspart Insulin contained two

opened vials of insulin inside. The first vial with a

maroon top was labeled Insulin Lispro, and the

second vial with a silver top was labeled insulin

Aspart. The insulin vials had no resident's name,

or open dates.

An interview was conducted on April 28, 2022 at 

1 :33 p.m. with an RN (Registered Nurse/staff 

#204). Staff #204 stated each insulin is usually in 

an individual box with the resident's name and 

opened date. Staff #204 looked at the insulin vials 

and stated the maroon top is insulin Lispro, and 

the silver top is insulin Aspart. The RN stated it 

was not a normal procedure for a box to have two 

different insulin vials, and no resident's name. 

-An observation was conducted on April 28, 2022

at 1 :49 p.m. of the South medication room and

medication refrigerator. Inside the medication

refrigerator was a bottle of Vancomycin solution

with an expiration date of April 11, 2022, and an 
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System Correction: 
Audits of medication storage areas will be 
completed weekly to ensure that 
medications are stored and labeled 
according to policy. 

Monitoring of System: 
The analysis of the audits will be taken to 
QAPI meeting for review and follow up as 
needed. 
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Director of Nursing or Designee 
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opened vial of regular insulin without an open 

date. 

An immediate follow up interview was conducted 

with staff #204, who stated the vial of insulin was 

opened because the vial was no longer sealed. 

Staff #204 stated she did not know how long the 

insulin had been opened because it did not have 

an open date on it. Staff #204 stated the 

expiration date on the Vancomycin solution was 

April 11, 2022 and that the medication has 

expired. 

An interview was conducted on April 28, 2022 at 

2:31 p.m. with the Director of Nursing (DON/staff 

#188). Staff#188 stated opened insulin vials are 

good for 28 days and should be dated. The DON 

stated expired medications should be discarded 

promptly. 

A facility's policy, Storage of Medications, stated 

the facility shall store all drugs and biologicals in a 

safe, secure, and orderly manner. The policy 

included drugs and biologicals shall be stored in 

the packaging, containers or other dispensing 

systems in which they are received. The policy 
also included that the facility shall not use 

discontinued, outdated, or deteriorated drugs or 

biologicals, and all such drugs shall be returned 

to the dispensing pharmacy or destroyed. 
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