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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.
**NOTE- TERMS IN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Level of harm - Minimal Based on observations, clinical record review, review of facility documentation, review of facility policy, and interviews

harm or potential for actual | for one sampled resident (Resident #1) reviewed for Medication Administration, the facility failed to administer the

harm resident's timely to meet professional standards. The findings include: Resident #1's [DIAGNOSES REDACTED]. The admission

Minimum Data Set (MDS) assessment dated [DATE] identified Resident #1 was without cognitive impairment, was independent in

Residents Affected - Few locomotion on and off the unit and was on antipsychotic medications. The Resident Care Plan (RCP) dated 8/30/30 identified
Resident #1 had behavioral problem related to hallucinations and hitting. Interventions directed to administer medications

as ordered, explain al procedures, approach and speak in a calm manner, divert attention, and take to alternate location

as needed. A physician's orders[REDACTED]. A physician's order [REDACTED]. A physician's orders [REDACTED] .#1's

Medication Administration Record [REDACTED].M, and 9:00P.M. daily and [MEDICATION NAME] doses documented as

administered at 8:00 A.M.

and 8:00 P.M. daily as ordered. Review of facility documentation of Resident #1's Administration History Report August 19,

2020 through September 9, 2020 documented the precise time of medication administration, indicated ten of the 41 doses of

[MEDICATION NAME] (24.3%) and 2 of the 41 doses of [MEDICATION NAME](4.8%) were not administered within the one

hour

timeframe of order time and as outlined by the facility's policy. Review of the facility Medication Administration and

Documentation Policy indicated medications are to be administered within atwo- hour time frame that is one hour before or

after the medication order time.
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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 instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
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