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An unannounced Medicare/Medicaid revisit to the ) o
standard survey conducted 8/2/16 through 8/4/16 This plan of correchon 18
was conducted 971916 through 9/22/16. Four respectfully submitted as
complaints were investigated during the survey. evidence of .ﬂ]eged comphance.
Significant corrections are required for _ " This submission 1s not an

compliance with the following Federal Long Term
Care Requirgments. Uncorrected deficiencies
are denlified within this report. Corrected

adroission that the deficiencies
existed or that we are m

deficiencies are identified on the CMS 2567-B. agreement of them. It 1s an
affirmation that corrections (o
[he census in this 240 bed facility was 147 & the the areas cited have been made
nd e fcity i
oF SIXeEn cuie Bsl WVIEWS » LS . . s :
1 compliance with participation

#1071 through #105, 107 through 114 and 16
through 118) and two closed record reviews
{Fesident #106 and #115).

(F 2791 483.20(d), 483 20{k){1) DEVELOP {F 279} F-'ﬁ‘ag 779
5=0 COMPRERENSIVE CARE PLANS =

requIrements.

Criterion #1- Correction

A facility must use the resulls of the assessment Resident # 103 smoking

{0 develop, review and revise the residert's asséssment was Completed on
comprehensive plan of care. 9/20/2016.
The facility must develop a comprehensive care . " .

y P ) oIVE Care Resident # 103 smoking care

plan for each resident that includes measurable
objectives and timetables lo meet a resicent's
medical, nursing, and mental and psychosocial
needs hat are identified in the comprehensive

plan initiated and individualized
on 9/21/16

The care plan must describe the services that are
to be furnished 1o altain or rmaintain the resident’s
highest practicable physical, mental, and
psychosocial well-being as required under
§4B3.25, and any services that would olherwise
be required under §483.25 but are not provided
due {o the resident's exercise of rights under

RWSLPPUER REFPRESENTATIVE 5 SIGNATURE TITLE ['5‘6) DATE

Y.

ST denutm 3 deilctercy v.mwh fhe inshfulion may be excused from correcling pmwdmg eu’s ﬁe{:‘xm.ned that
J(h?‘f 5 kfp._,,udr:j_, provice sufficient prniprnnn ti me patents. {See instructions.) Except far nursing hemaes, the findings stated above are disclosable 90 d,yJ
fotowing the date of survey whether or nota plan of correction is provided. For nursing hames the above findings and plans of correction are disclosable
days folowing the date these dotuments are made available (o the facity, If deficencies sre cited . an approved plan of correction i requitite o continued

pf»-’ﬂ@f‘éﬂ“s’\ participation.
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{(F 279} Continued From page 1 {F 279} Criterion #2- Other Potential

5483 10, including the right to refuse treatment
under §483.10/h)(4).

Thie REQUIREMENT 5 not met as evidenced
by:

Sased on resident interview, staff interview,
clinical record review, facility documeant review,
and during the course of a complaint

CCP (comprehensive care plan) for one of 18

The facility staff failed to develcp a CCP
fcomprehensive care plan) for Resident #103
regarding smoking.

Findings include:

Resident # 103 was aomitted to the facity on
07/20116, with the most current readimigsion on
08/19/16. Diagnoses for Resident # 103
included, but were not limited to- anemia, HTN
(high biood pressure), pneumonia, asthma,
celtulitis of the right lower extremity and right
knee replacement, and osteoarthritis.

CAAS (care area assessment summary) was a

score of 13, irdicating the resident was

Tre resident was also assessed as requiring
extensive asastance for ransfers and
ambulation.

A complaint investigation was conducted on
£9/19/16 through 09722116, The complaint

investgation, the facility staff faled (o develcp a

residents in the survey sample (Resident # 103).

The most current MDS (minimum data set) with

14 day admission asgessment, dated 09/02/16.
Tris MDS assessed the resident with a cognitive

cognitively intact for dally decision making skills

A 100% zudits of all care plans
of current residents who have
heen identified ag smokers will
be reviewed and revised by
Social Services (o ensure
accurate information and
intervention are addressed,

A 100% audits of all stnoking
assesements of current residents
who have been identified as
smokers will be reviewed by
Social Services to ensure
accurate information 1o the
medical record.

@riterian #3- System Change
Licensed nursing staff and
Social Services staff will be re-
educated on the importance of
completing and/or revising the
comprehensive care plan and
smoking assessment.

Social Services will maintain an
updated list of smokers.

Any new residents who are
admitted will be advised that the
facility 15 a smoke free center
per facility policy.

The care plan will be updated as
the resident’s ability 1o smoke
changes.
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aslleged that the facility does nol ensure SMOKING
zafety for residents.
On 09/20/16 a1 3,50 3 m., Resident # 103 was Criterion #4- Moaitoring
interviewed in hs room, with his wife present. Week) :

A ‘ ; eekly x ery-other-
The resident had a partial pack of cigarettes ¢n k y T"C? a]_]_d e,\f“?’_‘*’ﬂmr
the right stand beside his bed. The resident was week x 6 Social Services or
ssked about the cigareltes. The resident stated designee will momitor the
{hat he s a smoker, aithough he was Irying to resdents who smoke to ensure
quit. The resident vas asked if he goes outside all smoking assessments and
fo smoxe aone. The {eandent stated that staff wil care plans remain up to date,
ask me where | am going maost of the time if they Weekly x 8§ ADON/desio
see me coming down the halt and | tell them 'm _ 'i;! Wy x & AULIINAesIgnce
going o smoke and they wilt go with me. The will randomly audit 5 smoking
resident stated, "She (pointing to his wife) goes assessmenis and care plans to
with me most of the time " The resident further ensure they are completed and
?;t;:jxted H“wa} there are sE)fecifi; times uf when ) updated. Analysis of the audiy
smoke breaks are. The resident was then asked will be given to the QA
i he ever went outs de alone to smoke. The Committee for additional
resident staled that, as a matler of fact he had o ! orac ) 1ona ]
went out last night {09/19/16) by mysetf and that oversight and recommendation,
e "got caught”, the resident voiced that t was a
iittl«:;late;" {han usual and his favorite nurse had Criterion #5- The facility
caught him. duufully alleges compliance of
Resident # 10735 chicar record was reviewed. 10:‘;3@ fas_}\s 0,{_1 c:r before
Mo smoking assessment could be focated within 1116, 1 15 also worthy to
the clinical record. note that the facility will be

and mamntain compliance with
The re:sademt's. current CCP was ;Evyeweg.ﬁ No the regulatory requirement
information was found on the resident's CCP :
regarding smaking.
The resident's current/active FOS (physician's
order sheet) was reviewed and documented,
“ May participate in supervised field trips. " No
information was found on the POS regarding
amokmng
LB,

EOFRA CRAG-IEAT{02-98) Previous VEcSions Dhsolete

Evera {0 0MV31 2 Facility 1. VADIE6

if conunuation sheet Fage 3 of 44




0516

1657 FROM-

—473-5180 T-885  POOOR/D04E F-B25
PRINTED: 0820720145

 FORMAPPROVED
OMEB NO.0338-0391

NGE DIEFICIENCIES (X1 PROVIDERISUPPLIERICLIA (X2 MULTIPLE CONSTRUCTION (3] DATE SURVEY
e $OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETEDR
R-C
485114 B WinG 092212016
T At OF PROVIDER OR SUPPLIER ATREET ADDRESS CITY, STATE 2P CODE
v GARE OF ARLINGTON, LLC 1785 SOUTH HAYES STREET
EGENCY CA L
REGET ' ARMNL;TON VA 22202
CUMMARY STATEMENT OF DEFICIENCIES 1o PRGVIDERS FLAN OF CORRECTION (x5
(EAGH DEFICIENC  MUST BE FRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
RESULATORY OR USC ICENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DeTE
DEFCIENCY)
{F 2790 Continved From page 3 {F 279}

On 0920/16 31045 am | the DON {director of
nursing) was asked for the faciity's smoking
poticy

The smoking policy was presented and reviewed
The policy documented, "Folicy and Procedure
Topic. Smoking..Date intiated. 09/0116..The
facility promotes a safe_healthy and smoke ‘reg
arvironment . Residents who resided at the
facility prior 10 August 11, 2016, and who smpked
will continue to have the right to smoke at the
{aciity following safe smoking protocols 1. Priar
to adrussion and during the admission process,
the resident andior responsible party will be
advised in writing of the Tacility smoking palicy. 2.
Thv resident's des re to smoke and any needed
assistance/supervision will be addressed in the
zeszdem 5 comprehensive plan of care. the
sacility does not allow for residents to Keep any
flammable smoking malerials in their room..4.
jdentified resident (3ic) who wishes (sic) to ulilize
the deaiqnz ted outdoor smoking areas will be
assassed by the nursing department using the
Safe S: noking Assessment.”
On 08120116 at approximately 400 p.m. ina
meeting with the survey team, the administrator,
DON (director of nursing) and the ADON
(assistant director of nursirg) were asked, where
the smoking assessments were located for
residents. Tha DON pointed t¢ the computer and
stated that they were in the computer. The above
siaff were informed that a smoking assessment
could not be located for Resident # 103 and that
the: resident's CCF did not mention smoking.

On Q9721116 st approximately 350 pan | the
DON, administrator and ADON were again made
aware of concerns regarding the above

57(02-8%) Frevious versiors Obshete Even 10:0mMvB12
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iF 278% Contneed From page 4
informatan, The DON stated, that the resident
i not tell them (facility staff) that he smoked and
further stated thal a smoking assessment had
nean completed and thal information was on the
COP. Theinformation was presented o this
surveyosr. This surveyor asked, if the DON if the
assessment and care plan was completed after
bringing it to the facility's altention on 09/20/15.
The DON stated, "Yes "

o further information or documentaion was
presented prior to the exit corference on
0922116 al 1045 a.m. to avidence thal Fesident
# 103 was assessed by {acilty staff to ensure the
resident was safe {o smoke and no evidence was
found o evdence that & CCP was developed for
Fesident # 103 in regards to smoking.

Thuz 15 a complaing deficiency.
483 20(d)(3), 483 10{k}2) RIGHT TO
au=(r PARTICIPATE PLANNING CARE-REVISE CF

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, 1o
participate i planning care and treatment or
changes in care and treatment,

A comprehensive care plan rmust be developed
within 7 days al'er the completion of the
comprehensive assessment, prepared by an
interdisciplinary team, that ncludes the sttending
physician, a registered purse with responsibilty
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, (o the axtent practcable, the participation of
the resdent, the resident's family or the resident’'s
leqal representative and periodically reviewed

{F 279)

F-Tag 280

Criterion # 1 Correction
Resident #112 care plan was
revised on 10/3/16 to address
stage 3 pressure mjury
development, goals, and current
inferventions.

Criterion #2 Other Potential
A 100% audit of care plans for

{F 280)

will be done to ensure care
plans are completed, reviewed
and revised as needed.
Criterion # 3-Sysiem Change
Licensed nursing staff and MDS
Coordmators will be re-
educated on the importance of
reviewing and revising the care
plan to reflect resident’s
condition changes and current
interventions.
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207 Continued From pege B
and revised by a teamn of qualified persons after
cach assessment.

This REQUIREMENT s not met as evidenced
by
Based on residentirderview stafl intervew,
clinicat record review, facdity docurment review
and during the course of a complaint investigation
ihe facility staff falled to review and revise the
COP (comorenensive care plan) for one of 13
residents. [Resident # 112)
e
CCE for Resident # 112 in the area of pressure
ulcers.

Findings include:

Resident # 1172 was admitted (o the facility on
originally on 0311416, with the maost current
readmission on 07108/16. Dragnoses for
Resident # 112 included, but were not kmited o
oV (peripheral vascular disease), atnal
fibritlation, ESRD (end stage renal disesse)
requiring hemcdialysis, and arthritis

The most curcent MOS {(minimum data set) was a
significant change assessment dated (0910516,
This MDS assessed the resident with & cogritive
score of 15 indicaung the resident was
cognitively intact. The resident was also
assessed as requinng extensive assistance with
dresang, toiletng, hygiene and bathing, with
assistance of at least one staff member physical
assizt The resident triggered in the CAAS (care
: sessment sul mnary) BL[!O? for pressure

{F 280}

Criterion # 4-Monitoring

A weekly audit of 6 care plans
tor residents with pressure
ulcers will be done x 6 weeks
and then a random sample of 5
residents weekly x 4 weeks and
then at least 2 residents weekly
x 4 weeks by MDS
Coordinator/designes to ensure
that the care plan appropriately
addresses pressure ulcer care.
Fiding will be reported to
DON/ADON for trends and
patterns, Analysis of the avdis
will be given to the QA
Comrmittee for additzonal
ovexszght and recommendation.
Criterion #E’ - The fd&»},llty
dutifully alleges compliance of
these tasks on or before
10/11/16. It 18 also worthy fo
note that the facility will bein
and mamtan compliance with
the regulatory requirement

FORRA CMS-2587(

Event 1D OMVE12

Facility 107 VA166
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Continued From page 6 {F 280}

wicers

During an interview with Resident # 112 on
O9/1916 & 4:.00 p.n., the resident stated that
there is a absence of care on the night shift as far
as changing briefs. The resident stated that of he
needs to be changed on the night shift, he will
vze the cal bell to tell them (staff) and that staff
will tell me {resident) that we (staff) have changed
you already, yiu will have to wail. The resident
stated that itis cons asten{]y on the night shift.

The resident was asked, how this rmade him feel
The resident stated, "Pissed offi” The regident
was then asked if he had a bruise on his bottom
and was informed of a complamt that alleged the
resident had alarge bruised area over his bottorm.
The resident stated, that he could not see it, but
thare had been discoloration. The resident stated
that ke felt like the staff not changing him on night
shift had contributed to the condition of fus
bottom. The resident was asked to clarify, and
was asked if he (resident) thought the bruised
area was from staff not changing hirm on the night
shift. The resident stated, "Yes.” The resident
was then asked if he had any open areas on hig
bottom. The resident stated, "Yes "

Resident £ 1125 chnical records were reviewed,

A "Skin Observation ToolkLicensed Nurse” was
reviewed dated 0712118 and trmed 5:30 pom.

Thic form had a picture of & human body, with
numbera corresponding to 52 different areas over
the body to accuraely identify the location of
concern on the body. The form also had a
description area 1o the right of the body image
that descrbed skin canditions in detail, which
documented;

EORM CMSZ

SO -9 Previous Vemions Dosalete - - Event IDiOMvEI2
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“Guspected Deep Tissua Injury- Purpie or maroon
locatized area of dis “ﬁ((rrt‘d intact skin o blood
filied bister due io damage of underying soft
tissue Tom pressura and/or shear, The area may
be preceded by issue thatis pairful_firm, mushy,
u(_)ggy WHEIMME!r Of coaler as compared © amacent

tissue. Stage IHnact skio with ro- Manchable
redness of a localized area usually over s bany
promirence.. Slage {-Fartial thickness loss of
dermis presenting as a shalow open ulcer wih a
red pink wound bed, without slough...Slage
H-Full thickness tissue loss  Subcutaneous fat
may be visible bul bone, {endan, OF MU cle are
not exposed. Slough may be present but does
not obscure the depth of ussue loss, May include
undermining and tunneling. Stage 1V [4]-Full
thickness basue loss with exposed bone, tendon,
or muscle. Slough or eschar may be
present, Unstzgeable-Full thickness tissue 1055
in which the base of the ulcer s covared by
slough (yellow, tan, gray, green, or brown) and/on
ezchar (tan, brown o black] in the wound bed.."
Below this ares on the form was an area to
document the site (ares on the body with
number), the type (ype of wound/area), length,
width, depth, and stage.

fis form (dated 07/12/16) above described area
wias blank, section 2 Uﬂdél ‘Naotes” documented
the following: "“Wound care treatment continues
as ordered.”

Cin 09/21/16 at 810 am., LPN # 1 stated that the
esident was offered a low air mattress prior 1o
the stage 1if and that the resident refused.

The resident's CCP (cormprehensive care plany
was reviewed and documented, . B’ath*ng and

FORM CRS T{05-89) Prevous Versions Csalee . - __ Cven] v OMVENZ Facility 10 VAR1BE |t continuation shee! Fage 8 of 44
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+11 bath or shower cannot be tolerated. Bed

hoLrs and 25 necessary.. Resident 1s totaily
dependent on (1) staff for dressing..requires
exiensive assistance by (1) staff for persenal

use. Anlicipate and meet the resident’s

w1 order to promate healihier skir. keep skin
clean and dry. " No further nformation was

ulcer prevention interventions.
Fesident # 112 was interviewed again on

did rot like the air mattress and specifically

good for him

that he has weakness and can't reahy tum

like a new, regular type of maltress would be
[ netter tor him

Showerng (03/12/18) Avoid scrubbing and pat
dry sensilive skin... provide sponge bath when &

mobility The resident requires lirnited assistance
by (1) staff o tum and reposition nevery two

Ryaiens.. totally dependent on {1) staff for todet

needs. The resident needs prompt response to
all request for assistance...montor wound healing
progress . encodrage good nutntion and hydration

Ioeateo on the resident's COP regarding pressure

0Gi2 116 at 8:50 a.m |, the resident statec tha: he

named the bed an air maxs. The resident stated
rhat staff had ordered one and put on his bed
hack in March, when he was first admitted. The
resident stated that the mattress would get aw
pockets in it and it was extremety difficult for him
1o move al alt. The resident stated that he fel like
he was in a hole and he did not feel like thal was
The resident was asked if he could
maove and wirn himself. The resdent stated that
he needed assistance from staff because of nis
dialysis graft in his left arm, he was not SUppose
to put 2 lotof pressure or weight on that arm and

mimsed very well. The resident stated that he felt

Fecident # 112's nutrition/detary information was
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then reviewed.

A nutitional risc assezsment, completed by the
RO (Registered Dietitian) was reviewed dated
O7/10/16. This assessment documenten that the
resident has a significant weight loss over the |as!
30, 80, and 180 days and that the resident
typically consumes an average of 50%. The
assessment additionally documented that the
resident required exensive assistance from staff
for walking and did not have any problems
feeding hirnsell  No alburmin information was
h“fad and the assessment cocumented that the
sident had wounds on his ngh 2nd and 5tk
tue.:-;v This assessment documented that the

resident was hugh nsk.

A nutritional risk assessment completed by the

RN (Registered Nurse) # 4, dated 09/02116
documenied that the resident had intake of
76-100% 2nd had a stage VI pressure ulcers o
multiple impaired areas, suspecied deep tissue
injury. This form did not include any additional
information and assessed the resident as a
moderale fisk

The RD wiote a dietary note on 09/01/16 at 611
o which documeﬁtﬁd “Visited with [name of
Fesident # 112] to discuss iecommendations (o
support wound h@gimg,..pwtem pars avalabwe (o
nim at all times and he was encouraged 1o eat at
least one daily to support wounc healing..”

The RD was interviewed on 09/21/18 at 1015
a m. regarding Resident # 12 The RD was
asked nhow often are residents ¢ een the RD
stated that is based on ther risk. The RD was
made aware that Resident & 112 was assessed
ac a high risk on D716, five days & after his
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mission on 07/05/16. The RD was askec if
arn albumin had been obtained for Resident #
112, The BD stated that an albumin, s really not
a useful determination of nutribional status, as 1t
ance was, The RD was asked, she would arcer
somelrng ke an albumin, The RD stated, no
and wenl on o say the physician would normally
order that, The RD was asked if she collabarates
with the resident's physician in regards to wound
nealing strateges. The RD stated, "Not really.”
Mo specific nutritional recommendalions were
found for Resident # 112 on the 07/101/6
rrutritional assessmert. The resident's COP was
reviewed and documentsd (0 monitor the
ressident's intake, kberalize del, and to monitor for
gecreased appetite, No other radritionat
intervenhons were founc for Resident #£ 112,

The administrator, DON (director of rursing) anc
ADON were made aware of concerns regarding
Resident # 112 being found with a stage Il and

! that the res-dents COP did not refiect sufficient or
adequale interventions for the prevention and or
treatment of the resident assessed hagh nsk skin
4873 25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

i+ 3043

sS40

Each resident rust recetve and the faciity must
provide the necessary care and services o attan
or mainiain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehbensive assesamant
and plan of care.

This REGUIREMENT is not met as evidenced
by:

v Cbuolele

Fyvanl i0-0MVE 12

{F 280

{F 309)

F-Tag 309

Criterion #1-Correction
Resident #1711 has not
demonstrated any adverse
outcome from 1ot recerving his
pam medicine az ordered.
Resident has received pain
medication as ordered by
physician since 9/20/16, The
physician was notified of the
pain medication that had nat
been documented as having
been administered.

Facility 10, VADIBE
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Based on stafl interviev, chinical record review
and inthe course of a complaint rrwe tigation, the
facility staff failed lo follow physician's orders for
medication administration for one of 18 residents
in ihe survey sempte (Resident 7 171

The facility staff falled 10 ensure Resident # 117's
pam medicatior (Fentary! patch and
Hydromaorphone) was admint .‘;Kered per
physician's order for Resident # 1

Findings include:

Resident # 111 was admated to the faciity
onginaly w2014, with the most recent
readrussion on G9/03/16. Diagnoses for
Recident # 111 included, but were not fimited to

malignant melanema (3 méidutdtu_ cancer),
tymphooytic leukemia (a type of cancer or the
tal ('rod and bone marrow), seizure disorder,

anxiety disorder, insomnia (inabuity to sleep),
gdementia {merm ury and cognitive problems) and
nedropathy (weakness, numbness and
pan/usually in the hands and feet)

The most current MOS {minmur data sel) was a
significant change assessment dated 09/02/16.
This MDS assessed the resident with a cognitive
seore of "9 indicating the resident had moderate
imoairment in daly decision making skills, The
resident was addiionally assessed with paimn on
this MOS, as being freguent and severe. The
resident also triggered for pam in the CAAS {care
area assessment summary) section of this MDS.

During 2 complaint i i’iveatiqal‘ﬁ‘i on 09/19/36
through 09i22/18, Resident # 1115 chinical
records were reviewed. A comp! dmt Was

INVES hch ed regarding Fesident # 111, wth an

{F 309)

Criterion # 2-Other Potemtial
A 100% audit will be done for
current residents 1o ensure all
residents have their medications
available,

Criterion # 3-System Change
Nursing staff will be re-
educated on the importance of
communjcating with the
physician and pharmacy on
avatlability of medication(s)
being ordered.

) Fm\»g;_n: Megions Qbfuzflu

Evert 100 M\/f}]. )
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allegation that the resident was in pain, when
visited by family on 09/16/16 though 09/18/16 and
that the resident did not receive pain medicalion
& timely manner. Critevion # 4- Monitoring
Resident # 111 = current POS (physician's order Daily x 2 weeks, 3x week x 2
sat) was reviewed and documented the resident weeks, and then ‘week‘ly x 6
had Qrdrj:rfs for the pain ;‘hedicat}c_\r:: including but weeks, § current residents and 5
not limited to a Fentany: patch 12 meg. new adrissions/re-admissions
{rricrograms)/hour every 72 hours. This R o .
redication start date was 09/04/16 {discontinue orders will be vahdatgd by Unit
or 09/17/16 at 12:41 s.m.), a Fentanyl patch 25 Managers and/or designee to
mcg/hour every 72 hours, which was suppose to ensure availability of ordered
atart on 09/18/°6 at 9:00 a.m. and for )nedicaﬁ{)ng Va[‘ian(;e_g \"‘Iill b¢
Hydromarphone (dilaudid) 4 mg (miliigrams) investigated and corrections
gvery 4 hours PRN (as needed). made as appropriate. Findings
A nursing note (ORDER NOTE) dated D9/17/16 will be given to DON/ADON
and timed 12°46 a.m. docurmented that the for wacking of pattems. An
Fentanyl 25 meg pateh/hr apply 1 patch every 72 analysis of the weekly andits
rours order, had been put into the computer will be pm\zided to the QA
system. Committee for additional
A Nursing note {Orders Adminislration Note) was oversight and recommendation.
reviewad and cocumenied on 09/17/16 at 1:22 — P
a.m., "NA [not available/not administered] at this &rﬁenon #5-The taml_ny .
tirne." dutifully alleges complhance of
these tasks on or before
The resident's MARS (medication administration 10/11/16. 1t is also worthy 10
records) were reviewed for September 2016 1t note that the facality will be in
Wa; dor*ume,n ted ('.m::‘e i\fii\? WSEM%HQQ‘ T and mamtain comphance with
:;gfigl f;nfuaét atthe Fenany 12 meg the regulatery requirement
A nursing note (Orgers Administration Note)
dated 08/17/16 and timed 10:34 a.m.
documented, "Pharmacy will send medication,
Fesident iz comfortable tolerated PRN [as
riseded] pain med well "
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T he resident's MARs were further reviewed and
dacumented that Resident # 111 did not gel s
Fentanyl 25 mcg patch untl 3:35 pome on
O9/20/16, over 2 davs later. No Fentanyl 25 meg
patch was in place for approximately 81 hours,

Additional review of the resicent’s MARs for PRN
{az needad) pam medication administration did
not evidence 