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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0584 Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to
receiving treatment and supports for daily living safely.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43454

Residents Affected - Some Based on observation, interview and record review, the facility failed to provide a homelike environment by
failing to ensure two of two shower rooms (Shower room [ROOM NUMBER] and Shower room [ROOM
NUMBER]) were clean and free from urine smell.

This failure resulted in a foul-smelling environment and the adjacent hallway.
Findings:

.During a review of the Admission Record indicated Resident 9 was admitted to the facility on [DATE] with
diagnosis including type Il Diabetes Mellitus (DM-a disorder characterized by difficulty in blood sugar control
and poor wound healing), muscle weakness (weakening, shrinking, and loss of muscle), asthma (respiratory
condition marked by spasms in the bronchi of the lungs, causing difficulty in breathing) and anxiety disorder
(a mental health disorder characterized by feelings of worry, anxiety or fear that are strong enough to
interfere with one ' s daily activities).

During a review of the Minimum Data Set (MDS - resident assessment tool) dated 3/27/2025, it indicated
Resident 9 ' s cognitive skills (mental action or process of acquiring knowledge and understanding) for daily
decisions were intact. The MDS indicated Resident 9 required clean-up and set-up assistance from staff for
activities of daily living (ADLs- routine tasks/activities such as bathing, dressing and toileting a person
performs daily to care for themselves).

During an interview with Resident 9 on 5/5/2025 at 12:25 p.m., Resident 9 stated that she does not like using
the shower rooms in the facility because it usually has a foul-smelling odor and urine stench. Resident 9
stated, she would see soiled incontinent brief in the trash cans that were left open, so the smell of the urine
spreads in the room. Resident 9 further stated the staff were aware but has not done much anything about it.

During an observation of the facility on 1/10/2024 at 12:03 p.m., observed shower room [ROOM NUMBER]
with wet floor, soiled incontinent brief in the trash can that were not sealed properly, and a foul-smelling urine
odor was perceived upon opening the shower door rooms. Observed Shower room [ROOM NUMBER] with
the same situation, and a foul-smelling urine odor was perceived upon opening the shower door room.

(continued on next page)
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F 0584 During a concurrent interview and observation of Shower room [ROOM NUMBER] and Shower room [ROOM
NUMBER] with Activity Director (AD) on 5/5/2025 at 2:03 p.m., AD observed Shower room [ROOM

Level of Harm - Minimal harm or NUMBER] and Shower room [ROOM NUMBER] with the same appearance and still with a foul-smelling
potential for actual harm urine odor. AD stated, she saw soiled incontinent briefs in the trash cans.

Residents Affected - Some During an interview with Director of Nursing (DON) on 5/5/2025 at 11:18 a.m., DON stated, the showers
were deep cleaned twice daily by the housekeeping. DON stated, after each use, the staff must clean after
themselves and they should not leave the soiled incontinent brief open in the trash cans, and they should
properly seal it with each own plastic bags.

A review of the facility ' s policy and procedure (P&P) titled, Homelike Environment, revised on 4/2025, the
P&P indicated, Residents are provided with a safe, clean, comfortable and homelike environment and
encouraged to use their personal belongings to the extent possible . The facility staff and management
maximize, to the extent possible, the characteristics of the facility that reflect a personalized, homelike
setting. These characteristics include clean, sanitary and orderly environment; pleasant, neutral scents.
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F 0755 Provide pharmaceutical services to meet the needs of each resident and employ or obtain the services of a
licensed pharmacist.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43454

Residents Affected - Some Based on observation, interview, and record review, facility failed to :

I. Ensure one of four sampled residents (Resident 6) ' s medications were properly stored and documented
according to facility ' s policy and procedures (P&P).

II. Ensure the medications were administered timely as ordered by the physician for three of three sampled
residents (Resident 6, Resident 8 and Resident 9) according to facility ' s P&P.

This deficient practice increased the risk for accidents, unintended complications from receiving more or less
than the required medications dose and jeopardized resident ' s health and safety by failing to administer
necessary medications in accordance with the physician order.

Findings:

1. During a review of the Admission Record indicated Resident 6 was originally admitted to the facility on
[DATE] and readmitted on [DATE] with diagnosis including psoriatic arthritis mutilans (a severe, rare form of
psoriatic arthritis that causes significant joint damage and bone loss, often in the hands and feet), muscle
weakness (weakening, shrinking, and loss of muscle) and major depressive disorder (a mood disorder that
causes a persistent feeling of sadness and loss of interest).

During a review of the Minimum Data Set (MDS - resident assessment tool) dated [DATE] indicated Resident
6 's cognitive (mental action or process of acquiring knowledge and understanding) skills for daily decisions
was mildly impaired. The MDS indicated Resident 6 required moderate assistance from staff for activities of
daily living (ADLs- routine tasks/activities such as bathing, dressing and toileting a person performs daily to
care for themselves).

During a review of Resident 6 ' s Order Summary Report (OSR), the OSR indicated there was no lidocaine
patch medication ordered by the physician, with no direction how to use it. The OSR indicated the following
medications were ordered by the physician to be administered at 9 a.m.,

i. Febuxostat (a medication used to treat gout, a condition caused by high levels of uric acid in the body) Oral
Tablet 40 milligram (MG - unit measurement) - Give 1 tablet by mouth in the morning

ii. DULoxetine HCI Oral Capsule Delayed Release Sprinkle 30 MG (medication that's used to treat various
conditions, including depression, anxiety, and certain types of chronic pain) Give 60 mg by mouth one time a
day for chronic pain

iii. Isosorbide Mononitrate ER Oral Tablet Extended Release (a medicine that helps prevent chest pain
(angina) caused by heart disease) 60 MG - Give 120 mg by mouth one time a day

iv. Aspirin Low Strength Oral Tablet Chewable 81 MG (used for preventing blood clots) Give 1 tablet by
mouth one time a day

(continued on next page)
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F 0755 v. Cyanocobalamin Tablet (used in medications and supplements to treat vitamin B12 deficiency, a condition
where your body doesn't have enough of this essential nutrient)1000 microgram (MCG - unit of
Level of Harm - Minimal harm or measurement) - Give 1 tablet by mouth one time a day for supplement

potential for actual harm
vi. Cholecalciferol Tablet (a nutrient that your body needs to function and stay healthy) 1000 UNIT Give 1
Residents Affected - Some tablet by mouth one time a day for supplement

vii. Lexapro (oral medication known to help improve mood and reduce symptoms associated with depression
or anxiety) Oral Tablet 10 MG - Give 1 tablet by mouth one time a day

viii. Triamterene &Hydrochlorothiazide Oral Tablet 37XXX,d+[DATE] MG (a combination medicine used to
treat high blood pressure and swelling) - Give 1 tablet by mouth one time a day

ix. Otezla Oral Tablet 30 MG (a prescription pill used to treat certain inflammatory conditions) Give 1 tablet
by mouth two times a day.

During a review of Resident 6 ' s Medication Administration Audit Report (MAAR) for ,d+[DATE], the MAAR
indicated:

i. On [DATE], medications scheduled for 9 a.m., were administered at 2:39 p.m.
ii. On [DATE], medications scheduled for 9 a.m., were administered at 11:10 a.m.
iii. On [DATE], medications scheduled for 9 a.m., were administered at 2:44 p.m.

During a concurrent observation and interview with Resident 6 on [DATE] at 1:02 p.m., Resident 6 stated,
she keeps all her medications with her at bedside because her own pharmacy supplies her medications.
Resident 6 stated, she also uses all the medications that she keeps in her drawer. Observed Resident 6's
cabinet full of medications such as pills and patches. Observed lidocaine patch (a pain-relieving patch that is
put on the skin) in the cabinet. Resident 6 stated, she uses the lidocaine patch to help with her pain and she
has been using this medication for a while now. Resident 6 further stated, her family member brings her
medication to the facility, she then would remove the pills from the old bottle and combined all pills from the
new bottle. Resident 6 stated also stated, there are times when her medications were not being administered
on time.

During an interview with Licensed Vocational Nurse 1 (LVN 1) on [DATE] at 3:51 p.m., LVN 1 stated,
Resident 6 keeps her medication in her cabinet per resident ' s request. LVN 1 stated, she was aware of
Resident 6 ' s lidocaine patch in her cabinet drawer and she had not given lidocaine patch to Resident 6.

2a. During a review of the Admission Record indicated Resident 8 was originally admitted to the facility on
[DATE] and readmitted on [DATE] with diagnosis including metabolic encephalopathy (a chemical imbalance
in the blood affecting the brain), type Il Diabetes Mellitus (DM-a disorder characterized by difficulty in blood
sugar control and poor wound healing) and epilepsy (a disorder in which nerve cell activity in the brain is
disturbed causing seizures).

(continued on next page)
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F 0755 During a review of the MDS dated [DATE], it indicated, Resident 8 ' s cognitive skills for daily decisions were
severely impaired. The MDS indicated Resident 8 required total dependence from staff for ADLs.
Level of Harm - Minimal harm or

potential for actual harm During a review of Resident 8 ' s OSR, it indicated the following medications were ordered by the physician
to be administered at 9 a.m.
Residents Affected - Some

i. Aspirin 81 Oral Tablet Chewable - Give 1 tablet by mouth one time a day

ii. Eliquis Oral Tablet 5 MG (a medication used to prevent and treat blood clots) Give 5 mg by mouth two
times a day

iii. Fenofibrate Oral Tablet 48 MG (medicine that helps manage the amount of fats in the blood) Give 1 tablet
by mouth one time a day

iv. Entresto Oral Tablet ,d+[DATE] MG (medication used to treat heart failure, a condition where the heart
can't pump blood effectively enough to meet the body's needs) Give 0.5 tablet by mouth two times a day

v. Jardiance Oral Tablet 10 MG (a medication used to treat DM and certain heart and kidney conditions) -
Give 1 tablet by mouth one time a day

vi. Keppra Oral Tablet 500 MG (a medication used to treat seizures in people with epilepsy) Give 1 tablet by
mouth two times a day

vii. Multi-Vitamin/Minerals Tablet (a dietary supplement containing a mix of vitamins and minerals) Give 1
tablet by mouth one time a day

viii. Atrovent Solution (helps people with breathing problems) 1 inhalation inhale orally via nebulizer two
times a day

ix. Lexapro Oral Tablet 10 MG (Escitalopram Oxalate) Give 1 tablet by mouth one time a day

x. Pro-Stat Liquid (used to help people with specific health needs like wounds, muscle loss, or malnutrition)
Give 30 ml by mouth two times a day

xi. Furosemide Oral Tablet 20 MG (medicine that helps body get rid of extra fluid and salt through urine) Give
1 tablet by mouth one time a day

xii. Zinc Sulfate Capsule 220 (medication that contains zinc, which is a mineral the body needs to stay
healthy) MG Give 1 tablet by mouth one time a day

xiii. Potassium Chloride (medication used to treat or prevent low potassium levels in blood) Tablet Extended
Release 10 milliequivalent (MEQ - unit of measurement) Give 1 tablet by mouth one time a day

xiv. Calcium Carbonate Tablet (medication used for occasional heartburn, indigestion, or upset stomach)
Chewable 500 MG Give 1 tablet by mouth one time a day
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F 0755 During a review of Resident 8 ' s MAAR for ,d+[DATE], the MAAR indicated:

Level of Harm - Minimal harm or i. On [DATE], medications scheduled for 9 a.m., were administered at 11:24 a.m.
potential for actual harm

ii. On [DATE], medications scheduled for 9 a.m., were administered at 2:57 p.m.
Residents Affected - Some

iii. On [DATE], medications scheduled for 9 a.m., were administered at 11:08 a.m.
iv. On [DATE], medications scheduled for 9 a.m., were administered at 11:09 a.m.

2b. During a review of the Admission Record indicated Resident 9 was admitted to the facility on [DATE] with
diagnosis including DM, muscle weakness, asthma (respiratory condition marked by spasms in the bronchi
of the lungs, causing difficulty in breathing) and anxiety disorder (a mental health disorder characterized by
feelings of worry, anxiety or fear that are strong enough to interfere with one ' s daily activities).

During a review of the MDS dated [DATE], it indicated Resident 9 ' s cognitive skills for daily decisions were
intact. The MDS indicated Resident 9 required clean-up and set-up assistance from staff for ADLs.

During a review of Resident 9's OSR, it indicated the following medications were ordered by the physician
to be administered at 9 a.m.

i. diazePAM Oral Tablet 5 MG (works by slowing down the activity of the nervous system, leading to a
calming and relaxing effect) Give 1 tablet by mouth every 12 hours

ii. metFORMIN HCI ER Oral Tablet Extended Release 24 Hour 500 MG (helps control blood sugar levels)
Give 1 tablet by mouth two times a day

iii. buPROPion HCI ER (XL) Oral Tablet Extended Release 24 Hour (medication that primarily acts as an
antidepressant) Give 150 mg by mouth one time a day

iv. Cetirizine HCI Oral Tablet 10 MG (used to relieve allergy symptoms) Give 1 tablet by mouth two times a
day

v. Geri-Lanta Oral Suspension [DATE] MG/5ML (medicine that helps with stomach problems like heartburn,
indigestion, and gas) Give 30 milligram by mouth two times a day

vi. Amantadine HCI Oral Capsule (used to treat the symptoms of Parkinson's disease (PD; a disorder of the
nervous system that causes difficulties with movement, muscle control) Give 100 mg by mouth two times a
day

vii. amLODIPine Besylate Oral Tablet (lowers blood pressure by relaxing the blood vessels so the heart does
not have to pump as hard) Give 10 mg by mouth one time a day

viii. Amoxicillin Oral Tablet 875 MG (a medicine that fights bacterial infections) Give 1 tablet by mouth every
12 hours for dental procedure

(continued on next page)
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F 0755 During a review of Resident 9 ' s MAAR for ,d+[DATE], the MAAR indicated:

Level of Harm - Minimal harm or i. On [DATE], medications scheduled for 9 a.m., were administered at 11:09 a.m.
potential for actual harm
ii. On [DATE], medications scheduled for 9 a.m., were administered at 4:12 p.m.
Residents Affected - Some
iii. On [DATE], medications scheduled for 9 a.m., were administered at 11:26 a.m.

During an interview with Resident 9 on [DATE] at 12:25 p.m., Resident 9 stated that medications were
scheduled in the morning were usually being given late and not on time. Resident 9 stated, she would ask
the nurses to wake them up in the morning so she could get her medications on time but it doesn ' t usually
happen. Resident 9 further stated, it is the same with her roommate, Resident 10, who needs his inhaler
medications due to his respiratory issues.

During an interview with Director of Nursing (DON) on [DATE] at 3:37 p.m., DON stated, all medications that
Resident 6 keeps in her cabinet should be documented and there should be an order for all her medications.
DON stated, if a resident uses lidocaine patch, Resident 6 may be in pain that were not being assessed
properly because there is no documentation of the lidocaine patch medication. DON stated, if medication
pills were mixed from the old bottle to the new bottle, then the medications would have different expiration
date, and they would not know if the medications were not expired. DON stated, medications should be
administered as physician ' s order, if not, they need to document if resident refused it during scheduled time
and notify physicians for ongoing refusals.

During a review of the facility ' s P&P titled, Administering Medications, reviewed on [DATE], the P&P
indicated, Medications are administered in accordance with prescriber orders, including any required time
frame . Medications are administered within one (1) hour of their prescribed time, unless otherwise specified
. The expiration/beyond use date on the medication label is checked prior to administering. When opening a
multi-dose container, the date opened is recorded on the container.
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