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The State Report incorporates by reference 1/13/25
and also cites the findings specified in the
Federal Report.

An unannounced Complaint survey was Please refer to the CMS 2567 com-
conducted at this facility on December 31, plaint survey completed 12/31/24:
2024, The deficiencies contained in this re- F710 & F760

port are based on observations, interviews,
review of residents’ clinical records and re-
view of other facility documentation as indi-
cated. The facility census on the first day
was 94. The sample totaled 7 residents.

Regulations for Skilled and Intermediate
Care Nursing Facilities

Scape

Nursing facilities shall be subject to all ap-
plicable local, state and federal code re-
quirements. The provisions of 42 CFR Ch. IV
Part 483, Subpart B, requirements for Long
Term Care Facilities, and any amendments
or modifications thereto, are hereby
adopted as the regulatory requirements for
skilled and intermediate care nursing facili-
ties in Delaware. Subpart B of Part 483 is
hereby referred to, and made part of this
Regulation, as if fully set out herein. All ap-
plicable code requirements of the State Fire
Prevention Commission are hereby adopt-
ed and incorporated by reference.

This requirement is not met as evidenced
by:

Cross Refer to the CMS 2567-L survey com-
pleted December 31, 2024: F689, F710 and
F760.
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An unannounced complaint survey was
conducted at this facility on December 31, 2024.
The deficiencies contained in this report were
based on observation, interviews, review of
clinical records and other facility documentation
as indicated. The facility census was ninety- four
(94) on the first day of the survey. The survey
sample was seven (7).

Abbreviations/deffinitions used in this report are
as follows:

Catheter - a small tube used to drain fluid from
the body;

C2 form - Control Prescription form, a required
form for any controlled (DEA drug schedules i
through V) medications that the pharmacy must
have completed with the provider's signature and
DEA number in order to release the medication to
the facility;

CNA - certified nursing assistant;

DEA - Drug Enforcement Administration;

DEA drug schedules- a federal government drug
classification system that classifies drugs into
different groups based on their risk of abuse or
harm;

DON - Director of Nursing;

EMR- electronic medical record:;

Enteral feeding tube - flexible tube going to the
stomach for feeding;

Hoyer Lift - sling-type mechanical lift;

LPN - licensed practical nurse;

MAR - Medication Adminstration Record,
document in which the nurses sign off that
medications have been given;

MD - medical doctor;

mg - milligrams;

Minimum Data Set (MDS) - standardized

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 01/13/2025

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 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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CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on interview, and record review, it was
determined that for one (R2) out of three
residents reviewed for accidents, the facility failed
to provide a safe environment by having two staff
members present to assist with turning when R2
received a shower on 10/25/24. R2 sustained
harm due to the traumatic removal of the
nephrostomy tube during care and needed to be
transported to the hospital for emergency
treatment. On 10/26/24, R2 was again sent to the
emergency room for evaluation of the injuries to
his face, torso and lower extremeties. Based on
review of the facility's evidence to correct the
non-compliance and the facility's substantial

Past noncompliance: no plan of
correction required.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
085012 B. WING 12/31/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
801 N. BROOM STREET
REGENCY HEALTHCARE & REHAB CENTER WILMINGTON, DE 19806
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | Continued From page 1 F 000
assessment forms used in nursing homes;
Nephrostomy - a catheter placed directly into the
kidney through the skin in the back to drain urine
Neurogenic bladder - lack of bladder control due
to brain, spinal cord, or nerve condition;
NHA - nursing home administrator;
NP - nurse practitioner;
PCC - Point click Care, electronic platform for
documenting in the residen's record;
RN - registered nurse;
S/P - Status post.
F 689 | Free of Accident Hazards/Supervision/Devices F 689
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compliance at the time of the current survey, this
deficiency was determined to be past
non-compliance as of 10/29/24. Findings include:

R2's clinical records revealed:

2/26/16 - R2 was admitted to the facility with
diagnoses including traumatic brain injury,
tracheostomy, enteral tube feeding and
neuromuscular dysfunction of the bladder (which
required the use of a nephrostomy tube for the
drainage of urine from the bladder.)

2/29/16 - R2's care plan documented, " ... [R2] is
totally dependent on staff to provide shower
...totally dependent on staff for repositioning and
turning ...."

10/27/17 - R2's care plan documented, " ...2
person assist [assistance] with turning and
repositioning ..."

4/16/19 - R2's clinical records documented, "2
person assist [assistance] with bed mobility and
transfers."

6/10/24 - R2's Treatment Administration Records
(TAR) documented, "Nephrostomy Care every
shift and PRN (as needed)."

8/19/24 - R2's quarterly MDS documented,
"Dependent,” on staff for all activities of daily
living.

10/1/24 - R2's Activities of Daily Living (ADLs)
documented, "Bath/Shower x (times) 2 person
assist."

| 10/25/24 9:32 AM - A clinical progress (E2 DON) _ _ .
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MKED11 Facility ID; DE0065 If continuation sheet Page 3 of 13




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 01/21/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

085012

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
12/31/2024

NAME OF PROVIDER OR SUPPLIER

REGENCY HEALTHCARE & REHAB CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
801 N. BROOM STREET
WILMINGTON, DE 19806

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

ID PROVIDER'S PLAN OF CORRECTION : (X5)
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 689 | Continued From page 3

' documented, "IDT (Interdisciplinary Team) note
LATE ENTRY .... s/p [status post] potential fall in
shower, that resident is to be a 2 person
[assistance] during shower care."

10/25/24 10:50 AM - R2's clinical records
documented, "Resident was assessed to have a
dislodged Nephrostomy tube r/t repositioning
during shower ..."

10/25/24 11:48 AM - A clinical progress note (NP)
documented, " ...Resident was receiving a
shower when his nephrostomy tube got
displaced, nursing staff also report that while
turning patient inquired [acquired] multiple
scratches to his feeding base [tube feeding site],
mild abrasion. Will be sent out to the ER for
replacement of tube."

The facility failed to identify that R2's plan of care
for two person assistance during his shower was
implemented.

10/26/24 3:14 PM - R2's clinical records

documented, " ... Family present with concerns of |

‘ abrasions noted to residents left temple,

forehead, above left eyebrow, and toes to b/l

[bilateral] feet ... mother and father expressed

concerns of the number of staff present during |

shower, and appearance of shower bed ..." |
|

10/26/24 6:38 PM - R2's clinical records
documented, "CNA today at around 1745 [5:45
PM] reported to the supervisor, that in the
afternoon hours, she was told by the CNA who
was taking care of resident yesterday, that
resident fell in the shower room. resident noted
with bruises and scratches on the left side of the
face, right toes and right shoulders. immediately

F 689

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MKED11

Facility D: DE0065

If continuation sheet Page 4 of 13




PRINTED: 01/21/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
C
085012 B. WING 12/31/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

801 N. BROOM STREET

REGENCY HEALTHCARE & REHAB CENTER WILMINGTON, DE 19806

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (Xs)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
F 689 | Continued From page 4 F 689

after receiving this information, On call for
MD/POA made aware, new order to send resident
to ER for evaluation. resident left facility via 911
ambulance to Wilmington hospital at 1815 [6:15
PM] pm..."

The facility's failure to ensure that R2's plan of
care for two person assistance during the shower
was implemented caused him to to go the
emergency room twice, on 10/25/24 and
10/26/24.

10/26/24 7:05 PM - A facility reported incident
submitted to the Division documented, "A fall was
reported that on 10/25 resident [R2] fell in the
shower room and an aide picked him up without
telling anyone." The facility's root cause analysis
of the incident determined that the aide attempted
to turn the resident to put a brief on him in the
shower bed with the rails in the "down" position
and R2 almost slid off. He hit the tiled wall of the
shower and sustained the various injuries.

10/27/24 1:20 PM - R2's clinical records
documented, " ... Nickel sizes bruise, yellow in
color noted to left temporal [temple] area,
abrasion to eyebrow 1.9 cm by 1 cm, abrasion to
left cheekbone 2.7 cm by 3 ¢cm, abrasion to right
cheek 0.8 cm by 0.4 cm, abrasion to right knee
3.0 x 0.7 cm, abrasions to left second, third,
fourth and fifth toes, nails to second and third
toes [nails] broken, toes to right foot noted with
then abrasions ..."

[ 12/31/24 11:30 AM - During an interview ES

[ (CNA) stated, "l helped [E7] put the resident [R2]
on the shower bed. We used the Hoyer lift, and
he [E7] took him to the shower room. | did not go

| into the shower room with him."
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12/31/24 12;00 PM - During a telephone interview '
E6 (CNA) stated, "E7 (CNA) asked me to bring
some towels to the shower room. | brought the
towels and took the dirty ones out.” The Surveyor
asked ES6 if she helped E7 during R2's shower.
E6 stated, "No, | had my own residents to take
care of."

12/31/24 12:30 PM - During an interview E3
(LPN) stated, "I was called to see the resident
(R2) in the shower room because his toes and
face were bleeding. | noticed that the
nephrostomy tube looked longer than it usually
looked. | told the aide to put him back to bed so |
can look at it again. | then saw that the tube was
laying on the bed, and | knew that he needed to
go to the hospital to have another one put in."
The Surveyor asked E3 if R2 was wearing a brief
when he was assessed in the shower room. E3
stated, "l don't think he was wearing a brief
because | would have had to pull it down to see
the nephrostomy tube site on his back."

The facility failure to provide 2 persons
assistance for R2, a completely dependent
resident during the shower caused the
nephrostomy tube to become dislodged. This
required R2 to be sent to the hospital for a new
nephrostomy tube placement.

12/31/24 2:30 PM - An interview with E1 (NHA)
revealed that E7 was suspended pending the
investigation and will be terminated upon return.
The facility completed audits of all residents and
verified their transfer statuses. The facility also
had in-servicing training with signatures for the
trainings that began on 10/26/24 and completed
| on 10/29/24. The facility's in-service training
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documentation included: Transfer mobility
Kardex, shower gurney and siderails.

Based on the review of the facility's investigation,
documented response, documented completion
of in-service training and aydits, staff interviews
and no further incidents related to injuries or
accidents of residents who received showers with
the required number of staff members, R2's
accident was determined to be past
non-compliance harm. The plan of correction was
initiated on 10/26/24 and completed on 10/29/24.

12/31/24 3:17 PM - Findings were reviewed at the
Exit conference with E1 (NHA), E7 (Corporate
Director of Rehab) and E8 (RN Risk Manager).
F 710 | Resident's Care Supervised by a Physician F 710 1/16/25
$S=D | CFR(s): 483.30(a)(1)(2)

§483.30 Physician Services

A physician must personally approve in writing a
recommendation that an individual be admitted to
a facility. Each resident must remain under the
care of a physician. A physician, physician
assistant, nurse practitioner, or clinical nurse
specialist must provide orders for the resident's
immediate care and needs.

§483.30(a) Physician Supervision.
The facility must ensure that-

§483.30(a)(1) The medical care of each resident
is supervised by a physician;

§483.30(a)(2) Another physician supervises the
medical care of residents when their attending
physician is unavailable.

This REQUIREMENT is not met as evidenced

|
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Based on record review, it was determined that
for one (R5) out of three residents reviewed for
Physician services, the facility failed to ensure the
physician/provider completed the required Control
Prescription [C2- a required form for any
controlled (Drug Enforcement Administration's
drug schedules Il through V) medications that the
pharmacy must have completed with the
provider's signature and DEA number in order to
release the medication to the facility)] form for
three medication orders (lacosamide,
clonazepam, perampanel) that were necessary
for R5's immediate care. Findings include:

The Drug Enforcement Administration (DEA)'s
drug schedule classifies drugs into different
groups based on their risk of abuse or harm.
(www.dea.gov)

Cross refer F755

Review of R5's clinical record revealed:

12/27/24 Friday 6:36 PM - R5 was admitted to the
facility with diagnoses, including but were not
limited to, seizures and anxiety.

12/27/24 - E10 (MD/Medical Director) ordered in
R5's EMR, " ...clonazepam (anti-anxiety
medication) 1 mg- give 1 tablet by mouth every
12 hours for anxiety ...Fycomba (perampanel)
(anti-seizure medication) 6 mg - give 1 tablet by
mouth at bedtime for seizure prevention
...lacosamide (anti-seizure medication) 200 mg -
give 1 tablet by mouth two times a day for
seizures ...".

The admitting physician [E10], who also functions
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A. R5 continues to reside at the facility.
Resident R5 is receiving her seizure
medication as ordered

B. Newly admitted residents requiring C2
(Controlled prescriptions) forms have the
potential to be affected. Physician or
designee will audit residents currently
receiving controlled substance
medications. UM/Supervisor when
completing admission paperwork will
verify that the C2 forms have been
received and faxed to pharmacy.

C. Root cause analysis is that the
Physician/ designee failed to complete the
C2 forms for R5's immediate care and
subsequently sent to the facility’s
pharmacy.

D. Medical Director will in-service all
providers regarding acknowledgement
that verbal orders are necessary for newly
admitted residents with a controlled
substance order to receive a 72 hour
emergency supply until the subsequent
visit for the on-site provider.

Additionally Nursing Director or designee
will in-service licensed nursing staff for
how to identify if medications is a
controlled substance and what to do in the|
event that a controlled substance is
needed for a newly admitted resident. In
the event a C2 form is not received from
discharging Hospitalist, the facility will
contact the on-call Physician so that an
emergency 3-day supply can be received
until Physician/designee’s next visit.
Nursing will notify Medical Director _
whenever there is not a C2 form |
completed. Nursing Director or designee |
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as the Medial Director for the facility, failed to
complete the required C2 forms for clonazepam
(schedule IV controlled anti-anxiety medication),
lacosamide (schedule V controlled anti-seizure
medication) and perampanel (schedule Il
controlled anti-seizure medication) when he
placed the orders for these drugs in R5'e EMR on
Friday,12/27/24, for R5's immediate care.

12/27/24 11:03 PM - E13 (RN) documented in
R5's EMR health status note, " ...but no C2 forms
were sent to pharmacy except for the oxycodone
prescription. The pharmacy reported that they
had not received prescriptions for the resident's
seizure control medication. The on-call provider
from [medical practice] was updated on the
situation, and a review of the medications was
conducted. The writer [E13, RN] provided the
pharmacy's phone number and fax number to the
provider so that the missing prescriptions could
be sent to the pharmacy."

The facility failed to ensure the physician (E10)
/provider (E15) completed the C2 forms that were
required upon admission for necessary
medication for R5's immediate care.

12/29/24 6:24 PM - On Sunday evening, E12
(LPN) documented in R5's EMR health status
note, "[E15] NP (nurse practitioner) was called
again regarding the following meds that need
scripts, clonazepam, lacosamide, midazolam and
Mycomba (sic). She stated that she called the
pharm (pharmacy) and they sent the C2 form to
complete and refax. She's unable to do that so
she recommended the forms will be filled out in
AM. Resident made aware."

E15 (NP) failed to complete and return to the

will audit new admissions to ensure C2
forms are verifiably completed by Medical
provider: 1) daily until 100% success is
achieved over 3 consecutive evaluations;
2) weekly until 100% success is achieved
over 3 consecutive evaluations; 3)
monthly for 3 months until 100% success
is achieved.

Results of the audits will be forwarded to
the QAP Committee. The Committee will
determine the need for further audits
and/or action plans.
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F 710 | Continued From page 9

pharmacy the required C2 forms that were
necessary to fill the orders for R5's clonazepam,
lacosamide and perampanel medications despite
being contacted two times by the facility nursing
staff.

For over sixty hours, the facility failed to have a
physician/provider available on weekends with
the capability to complete C2 forms. There was
no documented explanation of why the provider
(E15) was unable to complete and return the C2
form to meet R5's medication needs.

R5 was in the facility for three days with active
orders for three medications, which due to the
lack of appropriate documentation, the pharmacy
was unable to fill. Therefore, R5 missed five
doses of clonazepam, three doses of Fycomba
and five doses of lacosamide.

12/31/24 3:17 PM - Findings were reviewed at
the Exit conference with E1 (NHA), E7 (Corporate
Director of Rehab) and E8 (RN Risk Manager).

F 760 | Residents are Free of Significant Med Errors
SS=E | CFR(s): 483.45(f)(2)

The facility must ensure that its-

§483.45(f)(2) Residents are free of any significant
medication errors.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined that for one (R5) out of three
residents reviewed for pharmacy services, the
facility failed to obtain and administer three
ordered medications (lacosamide, clonazepam,
perampanel) to R5 from 12/27/24 to 12/29/24,
which resulted in multiple missed doses of each

F 710

F 760

as ordered.

A. R5 continues to reside at the facility.
There is no opportunity to correct the
alleged deficiency. On 12/30 Resident RS
began receiving her seizure medications

B. Newly admitted residents requiring C2
(Controlled prescriptions) forms have the

1/16/25
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medication. Findings include: potential to be affected by this deficient
practice. The DON or designee will audit

Cross refer F710 the MAR'’s of newly admitted residents to
ensure that medications have been

R5's clinical record revealed: administered as ordered by the physician
C. The root cause analysis indicates the

12/27/24/ 11:14 AM - C1 (hospital physician facility attempted throughout the weekend

assistant) documented in R5's interagency to obtain the required C2 forms to be sent

discharge orders, " ... Discharge Diagnoses: to pharmacy, however, the provider did

fracture of right radius (arm) ... seizure ... not perform the necessary task to ensure

Medication Orders Upon Discharge: ... newly admitted resident received the

lacosamide 200 mg - 1 tablet by mouth two times controlled substance medication.

a day ... perampanel (Fycomba) 6 mg - give 1 Licensed nurses will contact the Physician

tablet by mouth at bedtime for seizure prevention to obtain a verbal order for a 72 hour

... Clonazepam 1 mg - take 1 tablet by mouth emergency supply for newly admitted

every 12 hours ...". residents needing a controlled substance.
If there is no response from the Physician

12/27/24 Friday - R5 was admitted to the facility contacted, the Medical Director is to then |

with diagnoses, including but were not limited to, be contacted to have the orders submitted

seizures and anxiety disorder. to the pharmacy.
D. Medical Director will in-service all

12/27/24 - E10 (MD/ Medical Director) ordered in providers regarding acknowledgement

R5's EMR (electronic medical record), " ... that verbal orders are necessary for newly

clonazepam 1 mg- give 1 tablet by mouth every admitted residents with a controlled

12 hours for anxiety ... Fycomba (perampanel) 6 substance order to receive a 72 hour

mg - give 1 tablet by mouth at bedtime for seizure emergency supply until the subsequent

prevention ... lacosamide 200 mg - give 1 tablet visit for the on-site provider.

by mouth two times a day for seizures ...". The Facility educator or designee will
in-service licensed nurses regarding

12/27/24 6:36 PM - E9 (agency RN) documented process of obtaining controlled

in RS's EMR, " ... Reason for admission- per medications.

resident/caregiver: Fracture to wrist, S/P (status The DON or designee will audit MAR'’s

post) fall at home ...". newly admitted residents: 1) daily until
100% success is achieved over 3

Review of R5's December 2024 Medication consecutive evaluations; 2) weekly until

Administration Record (MAR) revealed the 100% success is achieved over 3

following medications were not administered to consecutive evaluations; 3) monthly for 3

R5: months until 100% success is achieved.

- on Friday, 12/27/24, one dose of Fycomba, Results of the audits will be forwarded to
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Clonazepam and Lacosamide;

- on Saturday, 12/28/24, one dose of Fycomba,
two doses of Clonazepam and two doses of
Lacosamide; and

- on Sunday, 12/29/24, one dose of Fycomba, two
doses of Clonazepam and two doses of
Lacosamide.

Instead, E11 (LPN) and E12 (LPN) were
documenting "9" or "3", which according to the
MAR legend "9" means "other/see nurses notes"
and "3" means "out of the facility".

12/27/2024 11:03 PM - E13 (RN) documented in
R5's EMR health status note, " ... but no C2
(control prescription form) forms were sent to
pharmacy except for the oxycodone prescription.
The pharmacy reported that they had not
received prescriptions for the resident's seizure
control medication. The on-call provider from
[medical practice] was updated on the situation,
and a review of the medications was conducted.
The writer [E13] provided the pharmacy's phone
number and fax number to the provider so that
the missing prescriptions could be sent to the
pharmacy."

The facility's failure to obtain and send the
necessary C2 forms to the pharmacy to ensure
delivery of these three medications during the
weekend resulted in R5 missing three doses of
Fycomba (anti-seizure medication), five doses of
clonazepam (anti-anxiety medication) and five
doses of lacosamide (anti-seizure medication).

12/29/2024 6:24 PM - E12 (LPN) documented in
R5's EMR health status note, "[name] NP (nurse
practitioner) was called again regarding the
following meds that need scripts, clonazepam,
lacosamide, midazolam and Mycomba (sic). She
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the QAPI Committee. The Committee will
determine the need for further audits
and/or action plans. ‘
Results of the audits will be forwarded to
the QAP! Committee. The Committee will
determine the need for further audits
and/or action plans
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stated that she called the pharm (pharmacy) and
they sent the C2 form to complete and refax.
She's unable to do that so she recommended the
forms will be filled out in A.M. Resident made
aware."

Review of R5's C2 forms for Fycomba,
Clonazepam and Lacosamide revealed the forms
were completed and sent to the pharmacy on
Monday, 12/30/24, on the fourth day after
admission.

The facility lacked evidence that the required C2
forms were completed upon R5's admission on
12/27/24. C2 forms are required to be completed
and sent to the pharmacy with the prescriber's
signature and DEA (Drug Enforcement
Administration) number before medications can
be delivered to the facility.

12/31/24 2:10 PM - During a telephone interview,
C2 (pharmacy tech at [pharmacy]) confirmed that
[pharmacy] received the C2 form via fax for
clonazepam on 12/30/24 and lacosamide on
12/31/24. At the time of the call, the pharmacy did
not have documentation of receiving the C2 form
for Fycomba.

12/31/24 2:35 PM - During an interview, E1
(NHA) confirmed that the code "9" on the MAR
legend stood for "other/see nurse notes" and that
R5 had not received the medication.

12/31/24 3:17 PM - Findings were reviewed at the
exit conference with E1 (NHA), E7 (Corporate
Director of Rehab) and E8 (RN Risk Manager).
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