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F 0740 Ensure each resident must receive and the facility must provide necessary behavioral health care and
services.

Level of Harm - Minimal harm

or potential for actual harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to provide necessary behavioral health care

Residents Affected - Some services for four residents' psychosocial well-being when staff did not address the resident's behaviors,

which included repeatedly violating the Drug and Alcohol Abuse, Out on Pass, Visiting and Contraband
policies and demonstrating physical and verbal aggression toward other residents and staff (Residents #4,
#1, #7 and #5). The sample was 11. The census was 80. Review of the facility's behavior management
policy, revised June 2020, showed:-Purpose: To implement the most desirable and effective interventions to
change, modify, decrease, or eliminate behaviors that are distressing to the resident, and/or are decreasing
or negatively impacting the residents' quality of life. To ensure facility staff performs a timely and appropriate
assessment of the resident's behavioral symptoms and implement appropriate interventions before and
after the resident begins taking psychotherapeutic medications. The facility is responsible for providing
behavioral health care and services which create an environment to promote emotional and psychosocial
well-being, meet each resident's needs and include individualized approaches to care;-Upon observing the
adverse behavioral symptom, staff will do the following as indicated: -Ensure the safety of the resident as
well as all other residents; -Document the incident on the 24-hour report.-The Charge Nurse will assign a
staff member(s) to monitor/shadow the resident as needed;-Such monitoring is for the protection of the
resident as well as all others, and is not meant to restrict their movement or mobility;-Nursing Staff will
continue to monitor the resident's behavior to determine what event(s), if any, precipitated the behavior and
document the following information as indicated:-Date and time of behavior;-Location of resident when the
behavior occurred;-Description of the behavior (e.g., what the resident said or did and if the behavior
intensified);-Non-verbal cues;-What seemed to cause the behavior; and -Any interventions used and their
effect.-In assessing the resident for potential causal factors, licensed nursing staff will consider the following
factors and document their findings in the medical record:-Physical conditions (e.g., pain or discomfort,
hunger or thirst, fatigue, toileting needs, incontinence);-Environmental conditions;-Psychosocial or
emotional stressors (e.g., change in resident's customary routine, loneliness, frustration, fear of the
unknown, possible abuse by staff or other residents, incompatibility with roommate, inability to
communicate needs, lack of support system, loss of control due to changes in physical condition);-Medical
conditions that require treatment; -Mental health conditions, which may contribute to resident's behavior;-It
is also important for the facility to use an interdisciplinary team (IDT) approach which includes the resident,
their family, or resident representative. Review of the facility's Out on Pass policy, revised August 2020,
showed:-It is the policy of the facility to meet resident's physical and psychosocial needs to go out on pass.
The facility will make reasonable efforts to ensure the resident's safety and uphold residents rights;-When a
resident requests to go out on pass, the IDT will assess the resident's ability to participate in activities
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F 0740

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

outside the facility, taking into consideration the resident's decision-making capacity, physical disabilities,
and ability to take medications without supervision;-The IDT assessment will be documented in the IDT
notes;-When a resident requests to go out on pass without supervision, nursing staff will notify the
attending physician and psychiatrist (if applicable) of the need to review the resident's status prior to
allowing the resident to leave the facility;- If the resident's use of the out on pass order conflicts with the
resident's plan of care or jeopardizes the resident's safety, the nursing staff will notify the attending
physician and psychiatrist (if applicable) of the need to review the resident's status prior to allowing the
resident to leave the facility;-The order for a pass out may be discontinued by the attending physician or
psychiatrist (if applicable) at any time;-Prior to the resident leaving on pass, a Licensed Nurse will assess
the resident's physical and mental status and ensure:-The resident has a supply of medications for the
length of the pass per attending physician order;-The resident and responsible person (if applicable) were
instructed of any special needs of the resident during the pass as applicable (e.g. special diet,
medications); -A licensed nurse will document the medication provided to the resident for use while out on
pass (if applicable), the time the resident left the facility, and the name of the accompanying responsible
person;-When the resident returns to the facility, a licensed nurse will re-assess the resident to determine
the resident's condition and any medication returned after going out on pass, if applicable;-The
resident/responsible person will verbally notify a licensed nurse prior to going out on pass and will sign out
and back in on the Resident Out On Pass Log;-The resident/responsible person will return to the facility at
the agreed-upon time or notify the facility of any unexpected delay in their return. Review of the facility's
Drug and Alcohol Abuse policy, revised 10/24/22, showed:-Purpose: To provide a safe and drug-free
environment for residents while at the facility;-The facility will not admit a resident with a primary diagnosis
of drug or alcohol addiction or abuse;-The facility may admit a resident who has a history of drug and
alcohol abuse if their primary diagnosis is suitable for skilled care;-The facility has a zero-tolerance policy
for the use or possession of illegal drugs or any type of drug paraphernalia in the facility or on the grounds
of the facility;-All illegal drugs and/or drug paraphernalia will be confiscated from the resident and/or their
room;-For the purpose of this policy, alcohol is not considered to be an illegal drug;- The facility has a
zero-tolerance policy for the use of alcohol in the facility or on the grounds of the facility without a physician
order;-The only drugs permissible at the facility and/or on facility grounds are those for which there is an
attending physician order;-Any resident found in violation of this policy will be discharged to a more
appropriate setting for care;-Social Services may provide residents with this policy in the following
circumstances:-In the facility specific information provided to residents upon admission; -If the resident has
a history of substance abuse:a. alcohol;b. narcotics; orc. other substances; -If the resident is at risk for
post-acute withdrawal symptoms; -If the resident is at risk for behavior disturbance;-If the resident has a
substance abuse care plan;-If the resident has brought illegal drugs or alcohol into the facility; -If IDT feels it
is appropriate to provide the resident with the policy;-After the Social Worker provides the resident with the
policy, the resident will be asked to sign the Resident Drug and Alcohol Abuse Policy Acknowledgement
Form, stating they are aware of the facility's zero tolerance policy on the use or possession of illegal drugs
and its policy on alcohol abuse;-The facility will use its best efforts to obtain the resident's medical records if
the resident has a history of drug or alcohol abuse, or use of illegal drugs;-Residents whose medical record
provides a history of drug or alcohol abuse may be seen by a psychologist who will address current
behavioral management issues for the resident as part of their care plan;-The care plan will be
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

communicated to the attending physician and facility staff to specifically address the resident's behavioral
problems;-The IDT will review the care plan after it is developed, and as needed thereafter;-The facility will
provide residents who have a history of drug and alcohol abuse with information on local services and
resources that can assist with treating drug or alcohol abuse;-Residents who wish to attend meetings such
as Alcoholics Anonymous or Narcotics Anonymous, the facility will provide transport assistance to and from
the meetings;-The IDT will determine whether the resident needs to be accompanied by a staff
member;-Any resident found to be in violation of this policy will be asked to sign the Statement of
Acknowledgement consenting to a search of their person and belongings for illegal drugs or alcohol;-The
resident's person or belongings will not be searched without the resident or resident representative's
consent;-If the resident or resident representative does not consent to the search, the facility will refer the
matter to law enforcement;-If the resident or resident representative consents to the search and drugs, drug
paraphernalia, or alcohol are found, the facility will confiscate such items;-Any drugs, drug paraphernalia,
or alcohol will be destroyed or handed over to the authorities as required;-If a resident violates this policy,
the resident will also be subject to drug screening to test for the presence of any illegal substances in their
body;-If the drug screening is positive, the resident will be discharged according to facility discharge
procedures;-If the resident refuses the drug screening, they could be discharged according to the facility
discharge procedures. Review of the facility's Smoking by Residents policy, revision date November 2023,
included the following:-Smoking is not allowed anywhere inside the facility;-Residents will be allowed to
smoke in designated smoking area(s) only;-Location of the smoking area(s) may depend upon local and/or
state smoking laws.-All designated smoking locations will display appropriate signage.-Outdoor smoking
areas will have accommodations for inclement weather.-All smoking materials will be stored in a secure
area to ensure they are kept safe;-Examples of secure areas include but are not necessarily limited
to:--Labeled box in a locked medication room and clearly identified with the resident's name and room
number.Response to resident non-compliance with smoking rules include:A. First offense: A written letter
issued to the resident and/or family regarding non-compliance.B. Second offense: A written letter issued to
the resident and/or family referencing the first offense letter and advising that a third offense results in the
loss of smoking privileges.C. Third offense: A written letter issued to the resident and/or family outlining the
non-compliant behavior. At this time the resident loses their smoking privileges.D. Residents observed
smoking following revocation of smoking privileges is issued a 30-day notice of discharge if their
non-compliant behavior endangers other individuals (e.g. continuing to smoke in areas where oxygen is in
use). The clinical/behavioral status of the resident endangering other individuals at the Facility will be
documented by an associated physician in accordance with Policy Transfer and Discharge. 1. Review of
Resident #4's medical record, showed:-admitted on [DATE] from hospital following opioid
overdose;-Diagnoses included: Opioid dependence, other psychoactive substance abuse, acute and
subacute ineffective endocarditis (inflammation of the heart's inner lining). Review of the resident's 12/25
electronic physician order sheet (ePOS), showed:-An order dated 8/31/25 for psychiatry (psych) to evaluate
and treat;-An order dated 8/18/25 for Buprenorphine HCL-Naloxone HCL tablet (suboxone, used to treat
opioid use disorder (OUD)), sublingual (under the tongue) 8-2 milligrams (mg), give one tablet sublingually
three times a day for opioid dependence.” Review of the resident's care plan dated 12/9/25, showed:
-Focus: Resident has a history of trauma;-Interventions/Tasks: Refer for behavioral health services in order
to provide appropriate assessment and treatment;-Focus: Resident has potential to demonstrate verbally
abusive behaviors related to ineffective coping skills, poor impulse control;-Interventions/Tasks:
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F 0740 Document observed behavior and attempted interventions in behavior log. Psychiatric/Psychogeriatric
consult as indicated;-Focus: Resident has potential to demonstrate physical behaviors. Poor impulse

Level of Harm - Minimal harm control. Resident put a hole in the wall after getting upset with friend;-Interventions/Tasks: Document

or potential for actual harm observed behavior and attempted interventions in behavior log. Psychiatric/Psychogeriatric consult as
indicated;-Focus: Resident has a previous history of substance abuse and is on suboxone

Residents Affected - Some maintenance;-Interventions/Tasks: Attempt to address any concerns that the resident may have and

encourage compliance with treatment regimen as indicated. Review of the resident's progress notes,
showed:-On 9/9/25 at 7:00 A.M., the resident had a guest sleeping in his/her bed. The resident was made
aware that overnight guests are not allowed to sleep in the bed. The resident became very upset and yelled
at the Nurse. The guest still lay in the bed with his/her eyes closed with no intentions of getting up. The
resident told him/her to lay back down. The Director of Nursing (DON) was made aware. At 8:55 A.M., the
Administrator met with the resident regarding reports the resident had an overnight visitor. The resident
objected strongly to the discussion and claimed it was not intentional, and they only fell asleep. The resident
expressed understanding. At 10:36 A.M., an administrative note showed the resident had a guest in his/her
room this morning. The resident became defensive stating his/her guest had no ride last evening. Resident
advised it is his/her right to have a guest, but they are not allowed after 9:00 P.M. At 9:00 P.M., the resident
and his/her guest left the facility;-On 9/10/25 at 12:58 A.M., the resident returned from leave of absence
(LOA). At 3:46 P.M., the resident signed him/herself out and stated he/she will be back around 10:00
P.M.;-On 9/15/25 at 2:16 P.M., the resident signed him/herself out and stated he/she would be back around
10:00 P.M.;-On 9/20/25 at 11:12 P.M., the resident signed him/herself out of the facility. He/She stated
he/she is going fishing and will be back around 8:00 P.M.;-On 9/29/25 at 7:37 A.M., resident on LOA. At
8:49 A.M., a medication administration note, medication not administered due to resident on LOA. At 12:47
P.M., the resident on LOA. At 12:48 P.M., the resident's Physician made aware the resident was currently
LOA and staff were unable to administer his/her Buprenorphine HCL-Naloxone HCL 8-2 mg. At 3:41 P.M.,
the resident's Physician made aware the resident was currently LOA and staff were unable to administer
his/her Buprenorphine HCL-Naloxone HCL 8-2 mg. At 8:02 P.M., the resident LOA;-On 9/30/25 at 9:04
A.M., the resident LOA. At 12:45 P.M., the resident was back in the building;-On 10/1/25 at 3:39 A.M., the
resident was LOA. At 1:07 P.M., the resident was LOA. At 6:15 P.M., the resident was LOA. At 8:35 P.M., the
resident was LOA. At 11:08 P.M., the resident returned from LOA and was administered his/her
suboxone;-On 10/2/25 at 6:52 A.M., the resident stated he/she was not leaving but just going downstairs to
visit his/her fiance. The resident never came back to the floor. The resident did not sign out;-On 10/3/25 at
1:39 A.M., the resident was on LOA to the park with a friend. At 5:41 A.M., the resident was back in the
building. At 12:57 P.M., the resident was on LOA with his/her 4:00 P.M. dose of suboxone. Per the resident,
he/she will return around 10:00 P.M. tonight;-On 10/4/25 at 2:30 P.M., the resident LOA at 11:45 A.M. Will
be back around 10:00 P.M. At 5:28 P.M., the resident's Physician aware the resident's Buprenorphine
HCL-Naloxone that was due at 4:00 P.M. today not administered due to the resident's leave of absence
from the building and did not make the Nurse aware he/she was leaving. Resident did not sign out of sign
out book. At 6:46 P.M., the resident back in the building;-On 10/5/25 at 5:48 P.M., the resident on leave of
absence. Per the resident, he/she is going with friends. Per the resident, he/she will return around 10:00
P.M. tonight;-On 10/7/25 at 10:28 A.M., the resident signed out and stated he/she will be back at 7:00 P.M.
The nurse gave him/her the next dose of Methadone to take with him/her and the Certified Medication
Technician (CMT) gave him/her medications that were due before 7:00 P.M.;-On 10/8/25 at 12:02 A.M., the
resident was still on
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F 0740 LOA. At 12:30 A.M., the resident returned and asked for his/her suboxone dose and left again saying
he/she was going outside. The resident then came back again and left an hour later. At 7:35 A.M., the
Level of Harm - Minimal harm resident walked back in. He/She did not sign out or back in. At 2:43 P.M., the resident on LOA with his/her
or potential for actual harm suboxone. Per the resident, he/she will return around 10:00 P.M.;-On 10/9/25 at 10:21 A.M., the resident
was not in the building when the Nurse arrived. The resident did not get his/her suboxone at 8:00 A.M. The
Residents Affected - Some resident's Physician is aware. At 1:07 P.M., the resident was LOA. At 4:40 P.M., the resident was back in the

building. At 5:45 P.M., the resident LOA to go to work. Per the resident, he/she will return around 9:00 P.M.
At 10:18 P.M., a medication administration note the resident's Buprenorphine HCL-Naloxone HCL not
administered because the resident was LOA;-On 10/10/25 at 9:25 A.M., the resident was not in the facility.
At 11:06 A.M., the resident returned to the facility. At 1:57 P.M., the resident was LOA. At 3:04 P.M., the
Administrator and Business Office Manager met with the resident and discussed managing the LOA
privilege with the resident. The resident expressed understanding. At 4:07 P.M., the resident was LOA from
the facility with his/her medication. At 8:44 P.M., the resident was LOA at the change of shift;-On 10/11/25
at 11:12 P.M., the resident was still LOA;-On 10/12/25 at 8:00 A.M., the resident returned to the facility. At
3:30 P.M., the resident was LOA from the facility. At 7:44 P.M., the resident was away. At 7:57 P.M., the
resident away from the facility. At 10:29 A.M., the resident still LOA;-On 10/13/25 at 4:14 A.M., the resident
returned to the facility for 30 minutes and left again. At 1:44 P.M., the resident LOA. Resident stated he/she
would return around 10:00 P.M. Suboxone sent with resident. At 5:45 P.M., the Administrator educated the
resident on his/her LOA days. He/She expressed understanding;-On 10/15/25 at 4:30 P.M., the resident
LOA from facility. Resident stated he/she was going to visit his wife in the hospital;-On 10/18/25 at 5:00
P.M., the resident on LOA and would not say where he/she was going. Per the resident, he/she would
return around 10:00 P.M.;-On 10/19/25 at 12:15 P.M., the resident LOA to see his/her friends. 4:00 P.M.,
suboxone sent with resident per his/her request;-On 10/20/25 at 6:23 P.M., the resident went LOA stating to
nurse he/she wanted his/her next two doses of suboxone. The nurse attempted to confirm if this was okay,
and the resident told the DON who told the Nurse he/she needed to give the resident what he/she
requested because he/she would be out of the facility at 9:00 P.M. The Nurse did as the DON instructed
and gave the resident his/her 4:00 P.M., dose as well as his 9:00 P.M. dose. The resident left the facility and
then came right back in walking throughout the facility;-On 10/21/25 at 1:09 P.M., the resident LOA;-On
10/22/25 at 7:30 A.M., the resident returned to the facility;-On 10/24/25 at 2:04 P.M., the resident LOA with
his/her family. Per the resident will return around 10:00 P.M. tonight. Buprenorphine HCL-Naloxone HCL
4:00 P.M. and 8:00 P.M. dose sent with resident;-On 10/25/25 at 8:38 A.M., when staff went to check on the
resident to see if he/she wanted to have his/her medication after breakfast, he/she stated he/she came
back to the facility on [DATE] at 11:00 P.M. At 11:42 A.M., the resident refused his/her medications. At 6:35
P.M., the resident refused his/her medications. At 6:47 P.M., the resident signed out LOA at 4:30 P.M. and
did not want any of his/her medications. The resident's Physician notified;-On 10/26/25 at 11:53 A.M., the
resident away with meds. At 3:18 P.M., the resident left LOA and was given all his’lher medications until
after 8:00 P.M.;-On 10/28/25 at 10:30 A.M., the resident returned from LOA with significant other;-On
10/31/25 at 10:45 A.M., the resident left LOA with his/her 4:00 P.M. dose of Buprenorphine HCL-Naloxone.
Resident reported time of return around 8:00 P.M. today;-On 11/3/25 at 10:34 A.M., the resident's overnight
guest remained in his/her room. The resident was educated on the guest leaving each evening.
Administrative staff aware that the guest spent the night;-On 11/4/25 at 5:35 P.M., the Nurse noted the
resident limping briskly to his/her room. When asked what was wrong, the resident
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F 0740 replied, Someone ran over my foot with a wheelchair. The resident refused to have his/her foot assessed
and left the facility again. At 8:28 P.M., the resident was LOA at change of shift;-On 11/5/25 at 12:22 A.M.,
Level of Harm - Minimal harm the resident returned to the facility. At 10:45 A.M., the resident was not present. At 3:34 P.M., the resident
or potential for actual harm LOA. He/She administered 4:00 P.M., dose of Buprenorphine HCL-Naloxone and staff sent 8:00 P.M., dose
with the resident;-On 11/6/25 at 9:54 A.M., the resident left the facility LOA but did not return until after
Residents Affected - Some midnight. Due to the resident not returning n a timely manner, per protocol the resident was re-admitted to

the facility. At 1:05 P.M., resident LOA with meds;-On 11/7/25 at 6:22 A.M., the Nurse was notified at 6:00
A.M. by housekeeping staff, the resident was found on the basement floor in the conference room with
his/her boy/girlfriend. The resident was supposed to be LOA at the time. The resident is currently out of the
building. The DON was notified-On 11/10/25 at 4:40 A.M., the resident left LOA. At 2:53 P.M., the resident
requested his/her 4:00 P.M. and 8:00 P.M., suboxone stating he/she was going LOA and was not sure if
he/she would return so he/she wanted both doses. After the Nurse gave the resident his/her medication,
he/she went back to his/her room. At 9:45 P.M., resident LOA. At 11:17 P.M., the resident was in his/her
room at change of shift. The resident stated he returned around 8:00 P.M.;-On 11/11/25 at 1:35 P.M., the
Administrator met with the resident to discuss his/her discharge plans and provided a 30-day letter. The
resident expressed understanding;-On 11/14/25 at 1:40 P.M., the resident having behavior. He/She threw
an ink pen at a staff member. The resident stormed out upset. The staff were concerned the resident might
try to use something against them. They checked the resident's room and found a box cutter. The DON and
administrator were made aware. At 6:34 P.M., the resident LOA;-On 11/15/25 at 6:57 P.M., the resident was
back in the building;-On 11/16/25 at 4:29 P.M., the resident was LOA from the building with medication. At
7:04 P.M., the resident was back at the building with male/female company;-On 11/19/25 at 9:43 P.M., the
resident LOA. Buprenorphine HCL-Naloxone not given. At 10:27, resident LOA;-On 11/21/25 at 3:15 P.M.,
the resident LOA from facility;-On 11/22/25 at 4:26 P.M., the resident had an overnight visitor in his/her
room despite being aware of the facility policy. The resident came to the nursing station and demanded two
doses of his suboxone stating he/she was leaving the facility. The Nurse made the resident's physician
aware and was instructed to give one dose and notify the Administrator and DON. The resident became
irate, yelling at the Nurse in a foreign language with some English words. The Nurse heard him/her say
bomb and it's too late. The resident and his/her overnight guest left. At 7:26 P.M., the resident LOA. At 9:13
P.M., a medication note Buprenorphine HCL-Naloxone not administered due to the resident being LOA;-On
11/23/25 at 7:50 A.M., the resident LOA. At 10:36 A.M., resident away from facility. At 4:12 P.M., resident
away from facility. At 6:36 P.M., the resident returned from LOA carrying a 5-gallon bucket filled with black
wires. He/She was followed by a male/female partner in a wheelchair;-On 11/24/25 at 7:22 A.M., resident
LOA. At 9:25 A.M., resident back in the building. At 3:32 P.M., the Nurse called the resident's Physician to
make him aware the resident was leaving LOA and wanted to take his/her 4:00/8:00 P.M., suboxone with
him/her. Per the notes over the weekend, the resident did gain both doses and did not leave LOA and went
to his/her room after the Nurse called the Physician to get the order to release the narcotic to him/her. The
Nurse told the resident with the Physician on the phone, he/she had to take the 4:00 P.M., dose now in front
of him/her. The resident was very irritated before taking the medication due to not understanding the reason
why he/she could not take the medication with him/her. The resident took the medication but continued to
talk under his/her breath. He/She left on the elevator LOA;-On 12/2/25 at 7:54 P.M., the resident told the
nurse to Suck his dick stating the nurse was afraid when he/she darted behind the nurse's station;-On
12/3/25 at 7:24 P.M., the resident LOA from facility. At
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F 0740 9:03 P.M., LOA;-On 12/4/25 at 5:28 A.M., the resident outside of building smoking with peer from
facility;-On 12/6/25 at 1:30 P.M., the resident requested 4:00 P.M., dose stating he/she was leaving facility
Level of Harm - Minimal harm and would not be back before 4:00 P.M. The Nurse gave the resident the medication, he/she got on the
or potential for actual harm elevator with his/her significant other and returned to his/her room alone 10 minutes later. Review of the
resident's care plan, dated 12/9/25, showed:-No documentation of the resident bringing his/her friend into
Residents Affected - Some the facility all hours of the day and interventions staff should provide if he/she refused to leave;-No

documentation of the resident leaving the facility throughout the day without signing in or out and what
interventions staff should provide if the resident did not return to the facility when expected;-No
documentation of the resident bringing contraband into the building and what interventions staff should
provide to prevent this to ensue the safety of residents who might wander into the resident's room;-No
documentation of behavioral interventions put in place to deal with the resident's refusal to follow facility
policies. Observation and interview on 12/10/25 at 11:00 A.M., showed Licensed Practical Nurse (LPN) C
knocked on the resident's door and asked to enter the room. The resident opened the door and immediately
reached over and shut the bathroom door. The resident said his/her friend was in the bathroom. The
resident said the friend was his/her boy/girlfriend and he/she only visited during the day. When asked if the
Nurse and the surveyor could meet the friend, the resident went into the bathroom and shut the door. While
standing in the resident's room waiting for him/her to come out of the bathroom with his/her guest,
observations were made of the room. In the corner of the room, sat a large white 5-gallon bucket of black
wires. On the resident's bed were two lighters and a small metal tube. On the resident's bedside table sat a
plastic package of long thin utility blades. In the resident's open drawer were two box cutters with blades in
them, a set of metal pliers and a full pack of cigarettes. During interviews on 10/10/25 at 10:30 A.M. and
11:30 A.M., LPN C said when the resident first admitted , he/she pretty much kept to him/herself. Then
he/she started bringing the guest in overnight. The friend was staying in the facility pretty much all the time
and the resident would hide him/her in the bathroom if staff knocked on the door. The resident got hostile if
anyone said anything to him/her about the guest and denied having him/her in the room. The resident
would ask for two doses of his/her suboxone at once saying he/she was going to be leaving the facility but
would then not leave. If the LPN refused or said he/she was going to call the resident's Physician, the
resident would make threats to him/her. The staff do not know if he/she is taking the medication or if he/she
is giving it to his/her friend. The LPN reported this to the DON but was told the resident is his/her own
responsible party, so they are to give him/her the medication if he/she requests it and says he/she is
leaving the building. The LPN tried calling the resident's Physician a couple of times, but the DON told
him/her the resident had an order to take his/her medications out on pass, so the Physician did not need to
be called each time. The resident leaves out at all hours of the day, and when he/she returned, sometimes
he/she acted strangely and more aggressive. The LPN could not assess the resident because he/she would
not let the nurse in his/her room and would become threatening if he/she tried to talk to him/her. The DON
notified all of the staff that they were not supposed to go back and forth with the resident. They just stayed
out of his/her room and left him/her alone. The staff knew the resident brought items in from the community
like the wires and the boxcutter. The Administrator would remove them, but then the resident would go right
out and get more. The Nurse was not given any instructions on what to do when administration was not in
the building and the resident got aggressive. He/She worried for the safety of the residents and staff. During
an interview on 12/12/25 at 12:40 P.M., Certified Nurse's Aide (CNA) B said there have been issues with
the resident because he/she sneaks the guest into the
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F 0740

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Some

building at night when all the bosses are gone. The staff do not confront him/her because he/she is
aggressive. The CNA knew he/she brought in scraps and junk from outside the facility like the boxcutter and
the staff would remove it if they saw it, but the resident did not want staff going in his/her room. During an
interview on 12/12/25 at 12:15 P.M., CMT E said the resident brings his/her guest into the facility after
hours when administration is gone. The staff had been told the guest had to leave by 10:00 P.M. or they
should call the police if he/she did not leave. The CMT did not work evenings, so he/she had not had to ask
the guest to leave. He/She knew the resident brought a boxcutter into the facility. The resident was always
bringing stuff into the facility. He/She did not know who was supposed to monitor the room for contraband.
He/She thought it would be housekeeping since they would have access to the resident's room. He/She
had been told they could not search a resident's room unless they had permission. During an interview on
12/12/25 at 9:10 A.M., the Social Worker said the resident's behavior is sneaky. He/She goes out in the
community and brings multiple things back into the facility and hoards them in his/her room. She knew the
resident had a guest that stayed in the room sometimes. Administration had gone in there and talked to
him/her about it and told the resident it was okay if the guest stayed longer if the resident let the
Administrator know when it was going to happen. Then it became a problem. She knew the resident was
leaving the facility at all hours of the day and night, but a person was going to do what they were going to
do. She had offered a drug rehabilitation program to the resident, but he/she had declined it. The
psychiatrist came to the facility once a month and saw residents, but this resident was never in the building
when they came. She did not know there was a problem with the resident bringing contraband into the
facility. The resident was not on a behavior contract because he/she was not displaying any behaviors.
When he/she was in the facility, he/she stayed in his/her room. She knew the facility had issued a 30-day
discharge to the resident and thought it was due to his/her not following the facility rules. She did not
believe they could meet the resident's needs, as he/she was non-compliant with the facility's policies.
During an interview on 12/12/25 at 1:00 P.M., the DON said the resident is volatile. The Administrator had
talked to him/her numerous times about the rules and had removed several items out of his/her room. Staff
do not go in his/her room because of his/her demeanor. He/She would put you out of the room
and[TRUNCATED]
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Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a
licensed pharmacist.

Based on interview and record review, the facility failed to establish a system of records of receipt and
disposition of all controlled drugs in sufficient detail to enable an accurate reconciliation. Staff failed to
accurately and thoroughly document the controlled substance shift change inventory tracker sheets, for one
of the two facility floors. The census was 80.Review of the facility's Controlled Substance Prescriptions
policy, revised August 2020, showed the following:-Policy: -Medications included in the Drug Enforcement
Administration (DEA) classification as controlled substances and medications classified as controlled
substances by state law are subject to special ordering, receipt, and record keeping requirements in the
facility, in accordance with federal and state laws and regulations;-The Director of Nursing and the
contracted consultant pharmacist maintain the facility's compliance with federal and state laws and
regulations in the handling of controlled medications. Only authorized, licensed nursing and pharmacy
personnel have access to controlled medications;-Documentation of a Controlled Substance Prescription:
--Each controlled substance prescription is documented in the resident's medical record with the date and
time of receipt and the signature of the person receiving the prescription. The prescription is recorded on
the physician order sheet or telephone order sheet or posted elsewhere in the record and recorded on the
Medication Administration Record (MAR); --Each prescription is recorded in the patient's health record in
accordance with facility policy;-Security and Recordkeeping: --Controlled substances are dispensed by the
provider pharmacy in readily accountable quantities and containers designed for easy counting of contents.
The pharmacy will include an individual resident-controlled drug record (count sheet) for each controlled
substance medication container dispensed to a resident unless directed otherwise by the facility;
--Controlled substance medications are stored at the facility under double lock or as required by state
regulations, separate from all other medications and counted at each change of custody or in accordance
with facility policy. The access key to controlled medications is not the same key that allows access to other
medications. The medication nurse on duty maintains possession of a key to controlled medications. Back
up keys to all medication carts may be obtained from the provider pharmacy. Review of the facility's Shift
Change Controlled Substance Inventory Count Sheet on 12/12/25, showed:-Nurse coming on to shift must
verify count of all controlled substances with nurse coming off shift or any time the medication cart keys are
exchanged;-Nurses must count total number of cards/containers and total number of count sheets, both for
individual residents and applicable contingency supplies with controlled drugs;-Nurses must verify actual
drug counts (#tabs, caps, patches, vials etc.) against each individual resident count sheet;-Any
discrepancies must be reported immediately to director of nursing or nursing supervisor;-Every controlled
substance medication and count sheet added or removed from the medication cart must be documented
below;-There were areas to document the date, shift/time, nurse signatures, total number of
cards/containers, total number of count sheets, medication and count sheets added (with space for the
resident's name, medication and strength, and number of cards and count sheets) and medications and
count sheets removed (with resident's name and medications). Review of the first floor Shift Change
Controlled Substance Inventory sheets for 11/1 through 11/30, showed:-On 11/2/25, one nurse signature
for the morning shift change and one nurse signature for the evening shift change;-On 11/3/25, one nurse
signature for the morning shift change;-On 11/4/25, one nurse signature for the evening shift change;-On
11/6/25, one nurse signature for the morning shift change and one nurse signature for the evening shift
change;-On 11/7/25, one nurse signature for the morning shift change and one nurse signatures for the
evening shift change;-On 11/8/25, one nurse signature for the evening shift change;-On 11/9/25, one nurse
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F 0755 signature for the morning shift change and nurse signature for the evening shift change;-On 11/11/25, one
nurse signature for the morning shift change;-On 11/12/25, no documentation of any nurse signatures for

Level of Harm - Minimal harm the evening shift change;-On 11/17/25, one nurse signature for the morning shift change. No

or potential for actual harm documentation of any nurse signatures for the evening shift change;-On 11/19/25, one nurse signature for
the morning shift change;-On 11/20/25, no documentation of nurse signatures for the morning shift change

Residents Affected - Some and no nurse signature for the evening shift change;-On 11/21/25, one nurse signature for the morning shift

change and one nurse signature for the evening shift change;-On 11/23/25, one nurse signature for the
evening shift change;-On 11/24/25, one nurse signature for the evening shift change;-On 11/25/25, one
nurse signature for the evening shift change;-On 11/26/25, one nurse signature for the morning shift
change. Staff documented the total number of cards at 24 for the morning shift and 25 for the evening shift,
with no documentation of a resident's medication added;-On 11/27/25, one nurse signature for the evening
shift change. Review of the first floor Shift Change Controlled Substance Inventory Sheets for 12/1 through
12/12/25, showed:-On 12/3/25, no documentation of any nurse signature for the evening shift change;-On
12/4/25, one nurse signature for the evening shift change;-On 12/5/25, one nurse signature for the morning
shift change and one nurse signature for the evening shift change;-On 12/7/25, one nurse signature for the
morning shift change and one nurse signature for the evening shift change;-On 12/9/25, one nurse
signature for the evening shift change;-On 12/10/25, no documentation of total number of cards for the
evening shift. During an interview on 12/12/25 at 11:05 A.M., Licensed Practical Nurse D said he/she is
supposed to count the narcotics on his/her floor at the beginning of his/her shift and at the end of his/her
shift with another nurse. They are both supposed to sign off on the narcotic inventory tracker sheet. He/She
always does this when he/she works. He/She never counts the narcotics by him/herself. If there was a
signature missing when he/she worked, then the other staff member who was supposed to sign off with
him/her must have forgotten to sign the sheet. During an interview on 12/12/25 at 1:20 P.M., the Director of
Nursing said she expected staff to count the narcotics and sign off on the controlled substance inventory
tracker. She expected this to be done at the beginning of each shift and when they opened the narcotic box
for any reason. This documentation would be signed off by two nurses. During an interview on 12/12/25 at
2:10 P.M., Administrator B said he expected the nursing staff to count the narcotics and sign off on the
controlled substance inventory tracker before they accepted the keys from outgoing staff. This should also
be done if staff opened the narcotic box for any reason during the shift. He would have expected two
nursing staff members to sign off on every entry.
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