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Initial Comments

An unannounced Emergency Preparedness survey was
conducted 2/9/26 through 2/12/26. The facility was in
substantial compliance with 42 CFR Part 483.73,
Requirement for Long-Term Care Facilities. No emergency
preparedness complaints were investigated during the
survey.

INITIAL COMMENTS

An unannounced Medicare/Medicaid standard survey was
conducted 2/9/26 through 2/12/26. Corrections are
required for compliance with the following 42 CFR Part
483 Federal Long Term Care requirements. The Life
Safety Code survey/report will follow.

One complaint was investigated during the survey:
#267445 - Compliant with regulations.

The census in this 90 certified bed facility was 28 at
the time of the survey. The survey sample consisted of
14 current resident reviews and 1 closed record review.

Reasonable Accommodations Needs/Preferences
CFR(s): 483.10(e)(3)

8483.10(e)(3) The right to reside and receive services
in the facility with reasonable accommodation of
resident needs and preferences except when to do so
would endanger the health or safety of the resident or
other residents.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, staff interview, clinical record
review, and facility document review, the facility
staff failed to ensure call bell was in reach for (1)
one of (14) fourteen sampled residents, Resident
#21. The findings included:

Resident #21’s clinical record listed diagnoses which
included but not limited to acquired blindness of
bilateral eyes, bilateral hearing loss, agitation, and
schizoaffective schizophrenia.

E0000

FO000

F0558

PLAN OF CORRECTION — F0558

1) Address how corrective action will be accomplished
for those residents found to have been affected by the
deficient practice.

Resident #21's call bell was placed within reach on
02/11/2026. Staff were instructed to verify call bell
placement during each interaction with the resident.
The resident’s care plan was reviewed and reinforced to
ensure continued compliance with safety and
accommodation needs.

2) Address how the facility will identify other
residents having the potential to be affected by the
same deficient practice

A facility-wide environmental safety audit was
completed on 02/25/2026 to verify that all residents
had functioning call bells within reach while in bed or
seated in wheelchair.

03/27/2026

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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Resident #21's most recent minimum data set with an
assessment reference date of 01/27/26 coded the
resident as having both long- and short-term memory
problems with moderately impaired cognitive skills for
daily decision making.

Resident #21's comprehensive care plan was reviewed and
contained a plan for "At risk for falls." Interventions
for this care plan include "call light in reach.”

Surveyor observed Resident #21 on 02/10/26 at 12:50 pm.
Resident #21 was seated in wheelchair beside bed.
Surveyor observed Resident #21's call bell located on

the floor behind the head of the bed.

Surveyor observed Resident #21 on 02/11/26 at 8:45 am
and 1:30 pm. Resident was lying in bed during each
observation; call bell was located on floor behind head
of bed.

Surveyor spoke with certified nurse’s aide (CNA) #1 on
02/11/26 at 1:30 pm. Surveyor asked CNA #1 where the
resident’s call bell should be located and CNA #1
stated, “It should be right beside him.”

Surveyor requested and was provided with a facility
policy titled "Call Bell Policy” which read in part,
“Purpose: To ensure that all residents in our Long-Term
Care Skilled Nursing Facility have timely access to
assistance and that call bells are responded to
promptly and appropriately to maintain resident safety,
dignity, and quality of care. Policy Statement: All
residents shall always have access to a functioning
call bell system...Procedures: Call Bell Availability:
Call bells must always be within reach of all residents
when they are in bed. Staff should ensure that calll
bells are properly positioned and functioning during
every room check and interaction with residents...”

During an end of day meeting with the facility
administrator and interim director of nursing on
02/11/26 at 4:20 pm, the issue of Resident #21's call
light not being within reach was discussed.
Administrator stated that it was unsure if resident was
capable of using call bell, and that 30-minute checks
were done throughout the day. Administrator also stated
that any time resident was up in wheelchair, he was
seated close to the nurse's station for observation.
Surveyor informed administrator of observation of
resident seated in wheelchair at his bedside.

No further information was provided prior to exit.

systemic changes made to ensure that the deficient
practice will not recur:

Nursing Leadership will re-educate staff on the Call
Bell Policy and resident safety expectations.

Nursing Leadership will incorporate call bell placement
verification into routine safety rounds and room
checks.

Nursing Leadership will assign supervisory oversight
responsibility to ensure call bell compliance across
all shifts.

Nursing Leadership will reinforce expectations during
shift report and daily huddles.

Date of completion of the above changes:03/06/2026.

4) Indicate how the facility plans to monitor its
performance to make sure that solutions are sustained:

Daily call bell checks will be documented by direct
care staff (Nurse/CNA) on 25% of the resident census.

Random functionality checks of the call bells will be
carried out by the Safety techs during their daily
rounds on 25% of the resident census

Nursing supervisors or clinical designee will conduct
random audits weekly for 90 days, followed by monthly
audits for three (3) months on 25% of the resident
census.

Audit results will be reviewed by nursing leadership
and trended through the Quality Assurance/Performance
Improvement (QAPI) program.

5) Include dates when the corrective action will be
completed. (The “outside” date by which all corrections
must be made is the 45th calendar day after the survey
ended.)

All corrective actions will be completed no later than
March 27, 2026.

6) Title of the person responsible for implementing the
acceptable plan of correction (PoC).
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CFR(s): 483.24(a)(2) 1) Address how corrective action will be accomplished
for those residents found to have been affected by the
§483.24(a)(2) A resident who is unable to carry out deficient practice.
activities of daily living receives the necessary
services to maintain good nutrition, grooming, and Resident #5 received nail care on 02/12/2026. The
personal and oral hygiene; resident was assessed for skin integrity and comfort,
and no injuries were identified. The assigned Nurse and
This REQUIREMENT is NOT MET as evidenced by: CNA were counselled for not providing required Nail
care as per the policy and resident’s comprehensive
Based on observations, resident interview, staff care plan.
interview, clinical record review, and facility
document review, the facility failed to provide 2) Address how the facility will identify other
activities of daily living care for (1) one of (14) residents having the potential to be affected by the
fourteen sampled residents, Resident #5. The findings same deficient practice.
included:
Nursing leadership completed a facility-wide audit on
For Resident #5 the facility staff failed to provide 02/26/2026 of residents requiring assistance with
nail care. activities of daily living to assess the status of nail
care.
Resident #5's clinical record listed diagnoses which
included but not limited to cerebrovascular accident 3) Address what measures will be put into place or
(stroke) and hemiplegia or hemiparesis. systemic changes made to ensure that the deficient
practice will not recur:
Resident #5's most recent minimum data set with an
assessment reference date of 01/20/26 assigned the
resident a brief interview for mental status score of Nursing leadership will re-educate CNAs and nursing
12 out of 15 in section C, cognitive patterns. This staff on the “Nail Cleaning and Cutting” policy,
indicates that the resident is moderately cognitively including frequency requirements and documentation
impaired. Section G, functional status coded the expectations.
resident as needing substantial/maximal assistance with
personal hygiene. Nursing leadership will reinforce that nail care is
part of routine ADL assistance and not limited to a
Resident #5's comprehensive care plan was reviewed and specific day of the week.
contained a plan for "Self-care deficit". Interventions
for this care plan include "Provide appropriate level Nursing leadership will add nail care verification to
of assistance with ADL's (activities of daily living). the CNA's ADL care routines and nursing supervisory
rounds.
Surveyor spoke with Resident #5 on 02/10/26 at 12:55
pm. Resident was resting in bed, watching television. Nursing leadership will train nurses for staff
Surveyor observed resident’s fingernails to be long and accountability for identifying and addressing unmet
sharp-edged. Surveyor asked resident if staff aided hygiene needs in a timely manner.
with trimming his fingernails and resident stated “no”.
Surveyor asked resident if he would like to have his Date of completion of the above changes:03/06/2026
nails trimmed, and resident stated, “Yes, they are too
long and sharp and they cut me sometimes.”
4) Indicate how the facility plans to monitor its
Surveyor spoke with certified nurse’s aide (CNA) #1 on performance to make sure that solutions are sustained:
02/11/26 at 1:30 pm regarding residents’ nail care.
Surveyor asked CNA #1 who provides nail care for
residents, and CNA #1 stated, “The CNA’s do.” Surveyor Weekly ADL and nail care audits will be conducted by
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FO677 Continued from page 3 F0677 | Continued from page 3
SS=D asked CNA #1 how often nail care is provided, and CNA nursing supervisors for 90 days, followed by monthly
#1 stated, “Every Wednesday.” audits for three (3) months.
Surveyor spoke with registered nurse (RN) #2 on Nursing Supervisors or clinical designee will perform
02/11/26 at 1:35 pm. Surveyor asked RN #2 who provides random observational checks during daily rounds on 15%
nail care for the residents, and RN #2 stated, “The of the resident census.
nurse’s and CNA'’s.”
Audit results will be reviewed by nursing leadership
Surveyor requested and was provided with a facility and trended through the Quality Assurance/Performance
policy entitled "Nail Cleaning and Cutting” which read Improvement (QAPI) program.
in part, "A. Each resident's nails (toenails and
fingernails) are inspected daily at the time the daily
bath is given. It is the responsibility of the CNA 5) Include dates when the corrective action will be
bathing the resident to cut/clip and/or file the completed. (The “outside” date by which all corrections
resident nails. E. Nails are to be checked twice a week must be made is the 45th calendar day after the survey
and as needed, clipped/filed as necessary according to ended.)
bath shift assignment, so that they grow no longer than
one-eighth inch past the tips of the fingers/toes." All corrective actions will be completed no later than
March 27, 2026.
The concern of not providing nail care for a dependent
resident was discussed with the administrator and 6) Title of the person responsible for implementing the
interim director of nursing during an end of day acceptable plan of correction (PoC).
meeting on 02/11/26 at 4:20 pm. Interim director of
nursing stated they would check to ensure resident's Chief Nursing Officer / Director of Nursing
nails were trimmed.
Surveyor spoke with Resident #5 on 02/12/26 at 9:15 am.
Surveyor asked resident if anyone had trimmed his
nails, and resident stated they had not, and raised
hand to show surveyor that nails remained long.
Surveyor informed administrator and interim director of
nursing on 02/12/26 at 10:45 am that resident's nails
remained untrimmed.
During exit conference on 02/12/26 at 11:30 am,
administrator informed surveyor that Resident #5's
nails have been trimmed.
No further information was provided prior to exit.
F0684 Quality of Care F0684 | PLAN OF CORRECTION — F0684 03/27/2026
SS=D
CFR(s): 483.25 1) Address how corrective action will be accomplished
for those residents found to have been affected by the
§ 483.25 Quality of care deficient practice.
Quality of care is a fundamental principle that applies Immediately upon identification of the deficient
to all treatment and care provided to facility practice, Resident #7’s clinical record and MAR for
residents. Based on the comprehensive assessment of a 01/20/26 were reviewed by nursing leadership on
resident, the facility must ensure that residents 02/13/2026 to determine the scope and potential impact
receive treatment and care in accordance with of the missed medication administration. The attending
professional standards of practice, the comprehensive provider was consulted, and a clinical assessment was
person-centered care plan, and the residents' choices. completed by the Provider on 02/13/2026 to evaluate for
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This REQUIREMENT is NOT MET as evidenced by:

Based on clinical record review, staff interview, and
facility document review, the facility staff failed to
follow provider orders for medication administration
for (1) one of (14) fourteen sampled residents,
Resident #7. The findings included:

For Resident #7, the facility staff failed to

administer a provider ordered medications
acetaminophen, chlorpromazine, divalproex, docusate,
duloxetine, eucerin cream, gabapentin, menthol-zinc
oxide ointment, and senna, on the evening of 1/20/26.

Resident #7's diagnosis list indicated diagnoses, which
included, but not limited to, pain of left/right leg,
schizophrenia, bipolar disorder, constipation,
depression, and soft tissue disorder.

The most recent quarterly minimum data set (MDS) with
an assessment reference date (ARD) of 12/23/25,
assigned the resident a brief interview for mental

status (BIMS) summary score of 11 out of 15 for
cognitive abilities, indicating the resident was
moderately impaired in cognition.

A review of a medical provider orders disclosed the
following ordered medications:

“...acetaminophen...650 mg (milligrams)...BID (twice
daily)...indication: pain...” with a start date of 5/21/25.

“...chlorpromazine...200 mg...BID...indication: schizophrenia...”
with a start date of 4/14/25.

“...divalproex sodium...500 mg...BID...indication: bipolar
disorder...” with a start date of 8/13/25.

“...docusate...100 mg...BID...indication: constipation...” with a
start date of 5/21/25.

“...duloxetine...30 mg...BID...indication: depression...” with a
start date of 2/26/25.

adverse outcomes were identified. Nursing staff

involved were counseled and re-educated on medication
administration requirements, MAR documentation
standards, and proper documentation of omissions per
facility policy.

2) Address how the facility will identify other
residents having the potential to be affected by the
same deficient practice.

Nursing Leadership completed on 02/26/2026 a
retrospective audit of Medication Administration
Records for all residents for the previous 30 days to
identify any missed, omitted, or undocumented
medication administrations. This review included
verification of task clearance, omission documentation,
and supervisory sign-off.

3) Address what measures will be put into place or
systemic changes made to ensure that the deficient
practice will not recur:

Nursing Leadership will review and reinforce the
“Administration of Medications” policy with all
licensed nursing staff.

Nursing leadership will implement mandatory
re-education on MAR documentation, end-of-shift task
reconciliation, and omission reporting.

Nursing leadership will establish a requirement for
shift supervisors to verify MAR completeness and
accuracy prior to accepting shift handoff.

Nursing leadership will add MAR reconciliation to the
nursing supervisor’s daily checklist to ensure
consistent oversight.

Nursing leadership will reinforce accountability
expectations through supervisory coaching and
performance monitoring.

Date of completion of the above changes:03/06/2026

4) Indicate how the facility plans to monitor its
performance to make sure that solutions are sustained:

Weekly MAR audits will be conducted by nursing
supervisors or clinical designee for 90 days on 25% of
the resident census, followed by monthly audits for
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cream, BID...indication: dry skin...” with a start date of
6/16/25.

“...gabapentin...300 mg...daily w/dinner (with dinner)...” with

a start date of 12/12/25.

“...menthol-zinc oxide topical...1 app, topical,
ointment...Q8H (every 8 hours)...indication: skin
irritation...” with a start date of 8/29/25.

“...senna...17.2 mg...2 tab (2 tablets)...every day at
bedtime...” with a start date of 10/24/25.

A review of Resident #7's January 2026 MAR (medication
administration record) on the evening of 1/20/26 was
blank, indicating none of the above prescribed
medications were administered as ordered.

A review of Resident #7's comprehensive person-centered
care plan included interventions in the focus areas of
behavioral symptoms and bowel dysfunction, which read
in part, “...Administer medications as ordered...”

On 2/11/26 at 12:26 PM, registered nurse #2 (RN#2) was
interviewed. RN#2 stated the reason the MAR read as,
“Not appropriate at this time” on 1/20/26, was because
"the task" had to be cleared before the medication
administrations for the next shift could be entered.

RN#2 agreed they were not the evening nurse on 1/20/26
and agreed the medications were not marked as given by
the nurse on duty the evening before.

This concern was discussed at the end of day meeting on
2/11/26 at 4:21 PM with the administrator (ADM) and
interim director of nursing (IDON).

On 2/11/26 at 4:38 PM, the IDON reviewed Resident #7’s
MAR for 1/20/26 and the IDON agreed the MAR indicated
the medications on the evening of 1/20/26 were not

given as ordered by the provider.

On 2/12/26 at 11:33 AM, the IDON stated evidence of why
Resident #7's evening medications were not administered
on the evening of 1/20/26 could not be located.

Audit results will be reviewed by nursing leadership
and trended through the Quality Assurance/Performance
Improvement (QAPI) program.

Any identified variances will result in immediate
corrective action, staff re-education, and follow-up
auditing.

5) Include dates when the corrective action will be
completed. (The “outside” date by which all corrections
must be made is the 45th calendar day after the survey
ended.)

All corrective actions will be completed no later than
March 27, 2026.

6) Title of the person responsible for implementing the
acceptable plan of correction (PoC).

Chief Nursing Officer / Director of Nursing
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A facility policy titled, “Administration of

Medications” with a revision date of 6/5/17 was
requested and received and read in part, “...medication
administration schedule...BID = 1000 (10:00 AM), 1800
(6:00 PM)...Q 8 hr = 0600 (6:00 AM), 1400 (2:00 PM), 2200
(10:00 PM)...Administer all medications as ordered by
physician...(MAR)...c. Chart all medication omissions by
initialing and then circling initials in the

appropriate box and on the MAR. Record reason for
omission on back of MAR and in interdisciplinary
notes...Chart all medication omissions, reasons for
omissions, and actions taken due to
omissions...Medications withheld, omitted or refused:
Medication nurses will audit MARs daily on every shift
for withheld, omitted...medications and submit to nursing
supervisors for corrective actions...”

No further information regarding this concern was
presented prior to the exit on 2/12/26.

Drug Regimen Review, Report Irregular, Act On FO756
CFR(s): 483.45(c)(1)(2)(4)(5)
§483.45(c) Drug Regimen Review.

8483.45(c)(1) The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

8483.45(c)(2) This review must include a review of the
resident's medical chart.

8483.45(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.

(i) 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.

Plan of Correction for Tag # FO756

1) Address how corrective action will be accomplished
for those residents found to have been affected by the

deficient practice.

Upon identification of the deficient practice on

2/11/2026:

A comprehensive retrospective medication regimen review
(MRR) was completed for all residents identified

The reviews included full chart review per

§483.45(C)(2).

Documentation of physician review/action was verified

in the medical record.

No adverse outcomes were identified because of the

missed reviews.

All corrective reviews were completed by: 03/06/2026

Other Corrective Actions:

Policy “Chart Review and Provider Notification of

Irregularities” revised to include:

03/06/2026
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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.

§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:

Based on staff interview, clinical record review, and
facility document review, the facility staff failed to
complete monthly medication regimen reviews for (4)
four of (5) five sampled residents, Resident #1,

Resident #6, Resident #4, and Resident #5. The findings
included:

1. For Resident #1 the facility failed to ensure a
monthly medication regimen review (MRR) was completed
for the month of March 2025.

Resident #1's diagnosis list indicated diagnoses that
included, but were not limited to, chronic heart
failure, atrial fibrillation, mild neurocognitive
disorder, anxiety, agitation, peripheral vascular
disease, psychosis, and visual hallucinations.

The most recent annual minimum data set (MDS) with an
assessment reference date (ARD) of 11/18/25, assigned
the resident a BIMS (brief interview for mental status)
summary score of 13 out of 15 for cognitive abilities,
indicating the resident was cogpnitively intact.

A review of Resident #1's MRRs did not disclose a MRR
was completed for March 2025.

On 2/11/26 at 12:23 PM, the pharmacy director (PD) was
interviewed and agreed the MRR was not completed for
March 2025 for Resident #1.

pharmacist is absent

Defined timeline: All MRRs completed by last calendar
day of each month

Urgent irregularities must be reported within 24 hours

Policy revision completed by: 02/27/2026

2) Address how the facility will identify other

residents having the potential to be affected by the
same deficient practice;

To ensure this was not a systemic documentation issue:
A 12-month retrospective audit (February 2025 —

February 2026) of all completed MRR documentation was
initiated.

Audit includes:

Verification that “No Irregularities” box is correctly

marked

Verification that recommendations documented in MRR
match medical record

Verification of form completion accuracy

Any inaccurate documentation identified was corrected
via compliant late entry process.

Audit completion date: 03/06/2026

3) Address what measures will be put into place or
systemic changes made to ensure that the deficient
practice will not recur;

Electronic Tracking Mechanism

A Cerner report has been approved and will:

Identify all residents requiring MRR

Track completion status by assigned pharmacist
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2/11/26 at 4:21 PM with the administrator and interim
director of nursing.

On 2/12/26 at 9:11 AM, pharmacist #1 (P#1) was
interviewed and stated after speaking with the
pharmacist responsible for the March 2025 MRR, it was
agreed the MRR was not completed for March 2025 for
Resident #1.

On 2/12/26 at 9:38 AM, pharmacist #3 was interviewed
and stated they were off work during the first two

weeks of March 2025 and agreed the MRR had not been
completed for that month for Resident #1.

A facility policy titled, “Chart Review and Provider
Notification of Irregularities” with a revision date of
12/8/24, was requested and received and read in part,
“...1. Medication Regimen Review: A thorough evaluation
of the medication regimen with the goal of promoting
positive outcomes and minimizing adverse consequences
associated with medications...PROCEDURE: A.
The...pharmacist shall perform a monthly chart review for
his/her assigned patients/residents...per policy to

ensure optimal medication use and safety...”

No further information was provided prior to exit on
2/12/26.

2. For Resident #6 the facility staff failed to ensure
a monthly medication regimen review (MRR) was completed
for the month of November 2025.

Resident #6’s diagnosis list indicated diagnoses that
included, but were not limited to, schizoaffective
disorder, chronic pain syndrome, depression, pain, and
history of breast cancer.

Generate compliance dashboard

Monitoring Process:

Day 15: First compliance check and notification
Day 21: Escalation notification
Day 28: Director of Pharmacy intervention if incomplete

100% completion required by month-end

Implementation date: 03/01/2026

Standardized Documentation Template

A mandatory standardized MRR template has been
implemented in Cerner requiring documentation of:
Duplicate therapy

Polypharmacy

GDR evaluation

PRN stop dates

Psychotropic monitoring

Lab monitoring

High-risk medications

Unnecessary medications per §483.45(d)

Template ensures compliance with:

The most recent quarterly minimum data set (MDS) with §483.45(c)(2)
an assessment reference date (ARD) of 11/18/25,
assigned the resident a BIMS (brief interview for 8483.45(c)(4)

mental status) summary score of 99, indicating the
resident was unable to complete the interview and was
severely impaired in cognition.

A review of Resident #6's MRRs did not disclose a MRR

Effective: 03/01/2026

Staff Education
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On 2/11/26 at 12:21 PM, the pharmacy director (PD) was
interviewed and agreed the MRR was not completed for
November 2025 for Resident #6, as the pharmacist
assigned to complete it was out of the country.

This concern was discussed at the end of day meeting on
2/11/26 at 4:21 PM with the administrator and interim
director of nursing.

On 2/12/26 at 9:33 AM, pharmacist #2 (P#2) was
interviewed and agreed the November 2025 MRR was not
completed for Resident #6 due to P#2 being out of the
country.

A facility policy titled, “Chart Review and Provider
Notification of Irregularities” with a revision date of
12/8/24, was requested and received and read in part,
“...1. Medication Regimen Review: A thorough evaluation
of the medication regimen with the goal of promoting
positive outcomes and minimizing adverse consequences
associated with medications...PROCEDURE: A.
The...pharmacist shall perform a monthly chart review for
his/her assigned patients/residents...per policy to

ensure optimal medication use and safety...”

No further information was provided prior to exit on
2/12/26.

3. For Resident #4 the facility failed to ensure
monthly medication regimen reviews (MRR) were
completed.

Resident #4'’s clinical record listed diagnoses which
included but not limited to schizoaffective disorder,
bipolar disorder, and leukopenia caused by medication.

Resident #4's most recent minimum data set with an
assessment reference date of 02/10/26 coded the
resident as having both long- and short-term memory
problems with severely impaired cognitive skills for
daily decision making.

Resident #4's comprehensive care plan was reviewed and
contained a plan for “Psychotropic Medication Use.”
Interventions for this care plan included “Collaborate

with pharmacist regarding dose adjustments.”

F756 requirements
Documentation standards
Reporting irregularities
Physician follow-up requirements

Backup coverage expectations

Education completed by: 02/27/2026
Documentation maintained with Pharmacy Director file.

4) Indicate how the facility plans to monitor its
performance to make sure that solutions are sustained,

The following monitoring will occur:

Monthly Monitoring (Pharmacy Director)

100% verification of MRR completion

Random audit of 5 charts per month for quality of
review

Quarterly Oversight: Compliance rates reported to P&T
Committee

Compliance Standard: 100% monthly MRR completion
required

If compliance falls below 100%, immediate corrective
counseling and re-education will occur.

Monitoring duration: Monthly

5) Include dates when the corrective action will be
completed. (The “outside” date by which all corrections
must be made is the 45th calendar day after the survey
ended.)

The Monthly Drug Regimen Review template has already
been created, and the reporting will start from March
1, 2026.

The Cerner report will also be created by March 1,
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Resident #4'’s clinical record was reviewed, and
surveyor could not locate monthly medication regimen
reviews for the months of April 2025, June 2025, August
2025, and September 2025.

Surveyor spoke with the pharmacy director on 02/11/26
at 11:30 am and informed her of the missing MRR's for
Resident #4.

Pharmacy director informed surveyor on 02/11/26 at
12:25 pm that she could not locate the missing MRR’s
and the pharmacist responsible for completing them was
no longer employed by the facility.

Surveyor requested and was provided with a facility
policy entitled “Chart Review and Provider Notification

of Irregularities” which read in part, “1. Medication
Regimen Review: A thorough evaluation of the medication
regimen with the goal of promoting positive outcomes

and minimizing adverse consequences associated with
medications...Procedure: A. A ... (facility omitted)
pharmacist shall perform a monthly chart review for
his/her assigned patients/residents of ... (omitted) and

... (omitted) per policy to ensure optimal medication use
and safety... B. The pharmacist shall document the review
in the EMR (electronic medical record) using the Drug
Regimen Review ad hoc form.”

The concern on completing monthly medication regimen
reviews for Resident #4 was discussed with the
administrator and interim director of nursing on
02/11/26 at 4:20 pm.

No further information was provided prior to exit.

4. For Resident # 5 the facility staff failed to ensure
monthly medication regimen reviews (MRR) were
completed.

Resident #5's clinical record listed diagnoses which
included but not limited to dementia and depression.

Resident #5’s most recent minimum data set with an
assessment reference date of 01/20/26 assigned the
resident a brief interview for mental status score of

12 out of 15 in section C, cognitive patterns. This
indicates that the resident is moderately cognitively
impaired. Section N, medications, coded the resident as
receiving antipsychotic and antidepressant medications.

Resident #5's clinical record was reviewed, and
surveyor could not locate any MMRs for the months of

495113
B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HIRAM W DAVIS MEDICAL CTR 26317 WEST WASHINGTON STREET , PETERSBURG, Virginia,
23803
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2026.

All corrective actions will be completed no later than

March 6, 2026

6) Title of the person responsible for implementing the
acceptable plan of correction (PoC).

Tonya Henderson, PharmD.
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Surveyor spoke with the pharmacy director on 02/11/26
at 11:30 am and informed her of the missing MRR'’s for
Resident #5.

Pharmacy director informed surveyor on 02/11/26 at
12:25 pm that she could not locate the missing MRRs and
the pharmacist responsible for completing them was no
longer employed by the facility.

Surveyor requested and was provided with a facility
policy entitled “Chart Review and Provider Notification

of Irregularities” which read in part, “1. Medication
Regimen Review: A thorough evaluation of the medication
regimen with the goal of promoting positive outcomes

and minimizing adverse consequences associated with
medications...Procedure: A. A ... (facility omitted)
pharmacist shall perform a monthly chart review for
his/her assigned patients/residents of ... (omitted) and

... (omitted) per policy to ensure optimal medication use
and safety... B. The pharmacist shall document the review
in the EMR (electronic medical record) using the Drug
Regimen Review ad hoc form.”

The concern on completing monthly medication regimen
reviews for Resident #5 was discussed with the
administrator and interim director of nursing on
02/11/26 at 4:20 pm.

No further information was provided prior to exit.

F0842 Resident Records - Identifiable Information F0842 | Plan of Correction for Tag # F0842 03/27/2026
SS=D
CFR(s): 483.20(f)(5),483.70(h)(1)-(5) 1) Address how corrective action will be accomplished
for those residents found to have been affected by the
8483.20(f)(5) Resident-identifiable information. deficient practice;
(i) A facility may not release information that is Upon identification of the deficient practice on
resident-identifiable to the public. 2/11/2026:

(i) The facility may release information that is

resident-identifiable to an agent only in accordance All MRR documentation entries dated: 2/21/25, 4/10/25,
with a contract under which the agent agrees not to use 5/15/25, 6/16/25, 7/25/25, 8/29/25,9/18/25, 10/17/25,
or disclose the information except to the extent the 11/12/25, 12/16/25, and 1/22/26

facility itself is permitted to do so.
were reviewed.

8483.70(h) Medical records. The pharmacist re-entered corrected documentation
indicating:

§483.70(h)(1) In accordance with accepted professional

standards and practices, the facility must maintain “No irregularities identified during monthly medication

medical records on each resident that are- regimen review.”
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(i) Complete;

(i) Accurately documented;

(iii) Readily accessible; and

(iv) Systematically organized

8483.70(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.

8483.70(h)(3) The facility must safeguard medical
record information against loss, destruction, or
unauthorized use.

8483.70(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.
§483.70(h)(5) The medical record must contain-

(i) Sufficient information to identify the resident;

Late entry notation was made in accordance with
documentation standards.

Physician records were reviewed to confirm no
undocumented recommendations existed.

All corrective documentation was completed by:
02/25/2026

The pharmacists will be trained by having a separate
training session for performance of Monthly Drug
Reviews and training log will be updated. Training is
planned to be held on February 27, 2026.

2) Address how the facility will identify other
residents having the potential to be affected by the
same deficient practice;

To ensure this was not a systemic documentation issue:
A 12-month retrospective audit (February 2025 —

February 2026) of all completed MRR documentation was
initiated.

Audit includes:
Verification that “No Irregularities” box is correctly

marked

Verification that recommendations documented in MRR
match medical record

Verification of form completion accuracy

Any inaccurate documentation identified was corrected
via compliant late entry process.

Audit completion date: 02/27/2026

The facility has initiated an enhancement request that

was approved by the DBHDS Review Board and a report is
being created in Cerner (EHR) that will help identify

all the drug regimen reviews that have been completed

for the unit.
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(i) 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 8483.50.

This REQUIREMENT is NOT MET as evidenced by:

Based on staff interview, clinical record review, and
facility document review, the facility staff failed to
maintain an accurate clinical record for (1) one of
(14) fourteen sampled residents, Resident #1. The
findings included:

For Resident #1, the facility staff failed to

accurately document medication regimen reviews (MRRs)
for no irregularities on 2/21/25, 4/10/25, 5/15/25,

6/16/25, 7/25/25, 8/29/25, 9/18/25, 10/17/25, 11/12/25,
12/16/25, and 1/22/26.

Resident #1's diagnosis list indicated diagnoses that
included, but were not limited to, chronic heart
failure, atrial fibrillation, mild neurocognitive
disorder, anxiety, agitation, peripheral vascular
disease, psychosis, and visual hallucinations.

The most recent annual minimum data set (MDS) with an
assessment reference date (ARD) of 11/18/25, assigned
the resident a BIMS (brief interview for mental status)
summary score of 13 out of 15 for cognitive abilities,
indicating the resident was cogpnitively intact.

A review of Resident #1's MRRs for 2/21/25, 4/10/25,
5/15/25, 6/16/25, 7/25/25, 8/29/25, 9/18/25, 10/17/25,
11/12/25, 12/16/25, and 1/22/26 were noted to have
pharmacy recommendations and the recommendations could
not be located in the clinical record.

On 2/11/26 at 12:23 PM, the pharmacy director was
interviewed and stated there were no irregularities for

3) Address what measures will be put into place or
systemic changes made to ensure that the deficient
practice will not recur.

A Cerner (EHR) report has been approved for creation
that when populated will help the Pharmacy Director
identify which residents have not had a MDRR done for
the month. The Pharmacy Director will run the report on
day 15 of the month and notify the assigned pharmacist
of the pending review. The Pharmacy Director will again
run the report on day 21 of the month and check in to
see if any residents have pending reviews and if
identified, will notify the pharmacist of the due date.

On day 28 of the month, the Pharmacy Director will run
a final report and if still deficient, will do the MDRR
themselves for that patient.

A Monthly Drug Regimen Review template has been created|
that has a dictionary of what needs to be reviewed and

units and bed numbers. When a pharmacist places a

review in the EHR, they would have to document findings

of what was identified during their review for each

patient like duplicate therapy, polypharmacy, Gradual

drug reduction (GDR), PRN with no stop date etc. and

the findings will be sent to the providers and reviewed

in Pharmacy and Treatment (P&T) each month.

Pharmacy Director will conduct audits of the Monthly
Drug Regimen Reviews and have an audit log.

Policy “Chart Review and Provider Notification of
Irregularities” revised to include:

Explicit documentation workflow instructions

Late entry process requirements

Requirement that documentation reflect actual findings
Quarterly audit requirement for documentation accuracy
Policy revision completed: 02/26/2026

4) Indicate how the facility plans to monitor its
performance to make sure that solutions are sustained,;

A standardized reporting via P&T of all the drug
regimen review findings will be reported. The Cerner
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SS=D the MRRs completed on 2/21/25, 4/10/25, 5/15/25, report that can capture all MDRRs completed will be

6/16/25, 7/25/25, 8/29/25, 9/18/25, 10/17/25, 11/12/25,
12/16/25, and 1/22/26 and agreed the MRR forms were
marked incorrectly and should have been marked as no
irregularities for all of them.

This concern was discussed at the end of day meeting on
2/11/26 at 4:21 PM, with the administrator and interim
director of nursing.

On 2/12/26 at 9:38 AM, pharmacist #3 (P#3) was
interviewed and agreed the MRRs on 2/21/25, 4/10/25,
5/15/25, 6/16/25, 7/25/25, 8/29/25, 9/18/25, 10/17/25,
11/12/25, 12/16/25, and 1/22/26 had no irregularities.
P#3 thought the last two boxes for physician review had
to be marked on the forms. P#3 did not realize there
was a box for "no irregularities" and stated they were
never trained on the correct way to document on the
form.

A facility policy titled, “Chart Review and Provider
Notification of Irregularities” was requested and
received with a revision date of 12/8/24 which read in
part, “...1. Medication Regimen Review: A thorough
evaluation of the medication regimen with the goal of
promoting positive outcomes and minimizing adverse

consequences associated with medications...PROCEDURE...C

If irregularities are not identified, the pharmacist
shall mark the form as such...”

No further information was provided prior to exit on
2/12/26.

used to evaluate performance as well.

An audit log will be maintained by the Pharmacy
Director.

Mandatory pharmacist education conducted covering:

§483.70(h)(1) Accurate Documentation Requirements
Documentation integrity standards

Proper use of MRR form

Late entry procedures

Consequences of inaccurate medical record documentation

Education completion date: 02/26/2026

Attendance logs maintained.

5) Include dates when the corrective action will be
completed. (The “outside” date by which all corrections
must be made is the 45th calendar day after the survey
ended.)

The Monthly Drug Regimen Review template has already
been created, and the reporting will start from March
1, 2026.

The Cerner report will also be created by March 1,
2026.

Pharmacist Training will be completed by February 27,
2026.

Monthly audit logs will be initiated starting March 1,
2026.

Compliance Standard:

100% documentation accuracy required

100% appropriate marking of “No Irregularities” vs
“Irregularities”
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SS=D If compliance falls below 100%:
Immediate re-education
Performance counseling
6) Title of the person responsible for implementing the
acceptable plan of correction (PoC).
Pharmacy Director
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