
Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

065431 12/22/2025

Center at Centerplace, Llc, The 4356 24th St Rd
Greeley, CO 80634

F 0578

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to 
participate in experimental research, and to formulate an advance directive.

(continued on next page)

065431 2

02/25/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

065431 12/22/2025

Center at Centerplace, Llc, The 4356 24th St Rd
Greeley, CO 80634

F 0578

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure each resident had the right to formulate an 
advanced directive for one (#1) out of three residents reviewed out of three sample residents. s out of three 
sample residents.Resident #1 was admitted on [DATE] with diagnoses of acute and chronic respiratory 
failure with hypoxia (lungs struggle to get enough oxygen into the blood), interstitial pulmonary disease (a 
condition that causes inflammation and scarring in the lungs), pulmonary hypertension (high blood pressure 
in the arteries connecting the heart to the lungs), chronic obstructive pulmonary disease with acute 
exacerbation (sudden worsening of respiratory symptoms like shortness of breath and coughing), and 
pneumonia (a lung infection).The hospital referral information had conflicting information regarding the 
resident's cardio-pulmonary resuscitation (CPR) wishes. Upon admission, the resident's representative and a 
nurse practitioner (NP) signed the resident's Colorado Medical Orders for Scope and Treatment (MOST) 
form. The form indicated the resident's wishes were to have CPR. However, the facility failed to correctly 
transcribe the resident's wishes into the resident's electronic medical record (EMR). Progress notes, the care 
plan and the nurses' report sheet indicated the resident as do not resuscitate, which conflicted with the 
MOST form, signed by the resident's representative and the NP upon admission.On [DATE] at approximately 
4:00 a.m. a certified nurse aide (CNA) found the resident deep in sleep. The CNA asked licensed practical 
nurse (LPN) #1 to check on the resident. LPN #1 promptly checked on the resident and found her without 
vital signs. LPN #1 called registered nurse (RN) #1 to assess the resident at approximately 4:25 a.m. RN #1 
confirmed the resident did not have vital signs. The on-call physician was called and pronounced the death 
of the resident at 4:30 a.m. At no point, did the staff attempt to contact emergency medical services or initiate 
CPR.Serious harm to Resident #1 occurred due to the facility not having clear documentation of the 
resident's advanced directives. Specifically, the facility failed to ensure Resident #1's wishes of receiving 
CPR were initiated when the staff found the resident without vital signs. Findings include:Record review and 
interviews confirmed the facility corrected the deficient practice prior to the onsite investigation on [DATE], 
resulting in the deficiency being cited as past noncompliance with a correction date of [DATE].I. Situation of 
serious [NAME] [DATE] at approximately 4:00 a.m., a CNA found the resident deep in sleep. The CNA asked 
LPN #1 to check on the resident. LPN #1 promptly checked on the resident and found her without vital signs. 
LPN #1 called RN #1 to assess the resident at approximately 4:25 a.m. RN #1 confirmed the resident did not 
have vital signs. The on-call physician was called and pronounced the death of the resident at 4:30 a.m. 
According to the MOST form Resident #1 wished to have CPR. However, the facility transcribed the 
resident's code status as DNR into the resident's EMR. The facility staff did not contact emergency medical 
services or initiate CPR when the resident was unresponsive. Due to the facility's failure to clarify Resident 
#1's advanced directives wish, the staff did not attempt to resuscitate the resident or contact emergency 
medical services once the resident was found to be non-responsive.II. Facility plan of correctionA. Immediate 
action:LPN #1 was suspended pending investigation and was immediately given education on correctly 
implementing MOST forms and referencing code status correctly.The in-service education document was 
provided by the director of nursing (DON) on [DATE] at 6:41 p.m. On [DATE] the facility held a nursing 
in-service which educated all relevant staff on CPR, code status and MOST form policies and procedures. 
The in-service informed staff that resident code status would no longer be listed on the report sheet. Staff 
were strictly to review code status according to the MOST form found in the MOST binder at each nurses' 
station. B. Identification of other residents On [DATE] an audit was initiated to identify all residents residing in 
the facility who were at risk for inconsistencies between MOST forms and the EMR. Audits were completed 
by the DON and the second floor unit manager. Audits compared MOST forms and EMRs to ensure 
completion and consistency between the two. For each resident, MOST forms were compared to care plans, 
physicians orders/MARs and the top of resident's charts to ensure code status was correct.C. Systemic 
changes and monitoringOn [DATE] audits were completed for each unit and MOST forms and EMRs were 
updated and accurate. Hospital referrals are no longer used as a resource to determine the code status of a 
new admission. Only hospital discharges will be used as a resource to determine the code status of a new 
admission. Upon admission, once a MOST form is completed, the facility will reference this form in 
emergency situations.D. MonitoringAudits will be conducted with any change in MOST form/code status and 
with new or returning admissions. The DON, MDS coordinator, and unit manager rotate on-call and are 
available at all times to complete MOST form audits. Audits will be completed with any new admissions, 
readmissions, or with changes to a MOST form.III. Facility policy and proceduresThe Cardio-Pulmonary 
Resuscitation (CPR) policy, revised [DATE], was provided by the DO) on [DATE] at 6:41 p.m. The policy 
read in pertinent part, The facility will be able to and will provide emergency basic life support immediately 
when needed, including cardiopulmonary resuscitation (CPR), to any patient requiring such care prior to the 
arrival of emergency medical personnel in accordance with related physician's orders, such as DNRs, and 
the patient's advance directives.The MOST Form policy, revised [DATE], was provided by the DON on 
[DATE] at 6:41 p.m. The policy read in pertinent part, Patients must sign the MOST form even if he/she can 
only sign with an ‘X.' The MOST form can only be signed by someone other than the patient if there is a 
Medical Durable Power of Attorney (MDPOA) in place. (Name of facility) must have a record of the MDPOA 
and it must be in effect during stay at the facility. The nurse will go through the MOST form with the patient 
fully and completely. All sections of the MOST form MUST be completed, signed and dated by the patient. 
The patients attending Physician or Nurse Practitioner will review the form and also sign and date. Once the 
MD (physician)/NP (nurse practitioner) has signed, the MOST form will be scanned and uploaded into the 
patient's medical record. The original MOST form will be kept in the MOST form book (located at the nurse's 
station) and will be given to the patient upon discharge from the facility. If the patient is a readmission to the 
facility, the MOST form will be printed from the patient's medical record and reviewed with the patient. If 
there are no updates, the nurse will sign as the reviewer, date and provide the location of the review. The 
updated MOST form will be uploaded into the patient's medical record. If the patient wishes to make changes 
to the MOST form, a new form must be completed in its entirety and will be uploaded into the patient's 
medical record.IV. Resident #1A. Resident statusResident #1, age [AGE], was admitted on [DATE]. 
According to the [DATE] computerized physician orders (CPO), diagnoses included acute and chronic 
respiratory failure with hypoxia , interstitial pulmonary disease, pulmonary hypertension, chronic obstructive 
pulmonary disease with acute exacerbation and pneumonia.The [DATE] minimum data set (MDS) 
assessment identified Resident #1 was cognitively intact with a brief interview for mental status (BIMS) score 
of 15 out of 15. Resident #1 used a walker and was independent in indoor mobility. B. Resident #1's 
representative interview The resident's representative was interviewed on [DATE] at 11:52 a.m. The 
representative said the resident's wishes were to receive CPR and to be resuscitated as she had a full code 
status.C. Record reviewThe Colorado MOST form was signed by Resident #1's family member and the 
nurse practitioner on [DATE]. Review of the MOST form revealed Resident #1 agreed to the box marked Yes 
CPR, attempt to resuscitate. The hospital referral document, dated [DATE], identified Resident #1's code 
status as DNR. The hospital discharge document dated [DATE], identified Resident #1's code status as a full 
code.Resident #1's care plan, initiated [DATE], revealed Resident #1 was designated as a DNR. Resident 
#1's [DATE] medication administration (MAR) designated the resident as a DNR. The interdisciplinary 
progress note, dated [DATE] at 2:55 p.m., documented Resident #1 was a new admission. It further revealed 
Resident #1's code status was DNR.The social history progress note, dated [DATE] at 10:41 a.m., 
documented Resident #1 had a DNR.The NP progress note, dated [DATE] at 10:40 a.m., revealed Resident 
#1's code status was DNR.-However, according to the Colorado MOST form signed by the NP and the 
resident's representative, the resident wished to have CPR.The death note progress note, dated [DATE] at 
5:28 a.m., revealed RN #1 was called to the third floor. Resident #1 was in her wheelchair unresponsive, with 
no pulse, no respirations and was cool to the touch. RN #1 was unable to hear a heart beat or respiratory 
rate. The note documented emergency medical services (EMS) was not called. The note identified Resident 
#1's code status as DNR. V. Staff interviews RN #2 was interviewed on [DATE] at 10:58 a.m. RN #2 said the 
nurses helped the residents fill out the MOST form when they were admitted to the facility. RN #2 said 
nurses updated the EMR with the most recent MOST form information. RN #2 said if she needed to find the 
code status of a resident she would reference the MOST form specifically and act accordingly afterwards. 
RN #2 said she was aware of the incident that occurred with Resident #1 and that staff had to complete 
training on MOST forms and CPR. RN #2 said nurses were no longer allowed to use their report sheets to 
reference code status. RN #1 was interviewed on [DATE] at 1:39 p.m. RN #1 said she received a phone call 
from LPN #1 at approximately 4:25 a.m. RN #1 aid LPN #1 requested assistance. RN #1 said LPN #1 
verbally told RN #1 that Resident #1's code status was DNR. RN #1 said she did not use Resident #1's chart 
or MOST form binder to assess Resident #1's code status. RN #1 said she was not aware the resident was a 
full code status. RN #1 said when assessing the resident, she described the resident as dusky and grey. She 
said the resident had no vital signs. RN #1 said she went to Resident #1's room. She said Resident #1 was 
slumped forward in her wheelchair, was dusky grey colored and was cold to the touch. RN #1 said she 
listened for heart and lung sounds for a full minute, but did not hear anything. RN #1 said no vital signs were 
present.The medical director (MD) was interviewed on [DATE] at 2:03 p.m. The MD said the MOST form was 
the resource the nurses should have used to determine the code status of a resident. The MD said the staff 
should have called 911 when they found Resident #1 unresponsive.LPN #1 was interviewed on [DATE] at 
2:25 p.m. LPN #1 said on [DATE] at approximately 4:00 a.m. a CNA had asked her if Resident #1 typically 
slept deeply. LPN #1 said she went right to Resident #1's room and checked on Resident #1. LPN #1 said 
the resident was in her wheelchair and was not responding. LPN #1 said she did a sternal rub and the 
resident did not respond. LPN #1 said the resident had no respirations or pulse and was mottling (blotchy 
skin due to poor circulation that is often seen at end of life). LPN #1 said she verified Resident #1's code 
status was DNR by referencing her report sheet. LPN #1 said she did not reference the MOST form binder. 
She said she referenced her nursing report sheet which identified the resident as DNR. LPN #1 said the 
sheet should have been updated with the correct code status when Resident #1 was admitted from the 
hospital. LPN #1 said she did not reference the MOST form binder or the EMR. LPN #1 said when she called 
the on-call physician service, she was told the physician would call the time of death at 4:30 p.m. LPN #1 
said she received education on where to reference code status in the future and said she would directly 
reference the MOST form in the future.The DON was interviewed on [DATE] at 3:57 p.m. The DON said staff 
would no longer be able to look at the code status on report sheets. She said they discontinued that practice 
as it could lead to errors. The DON said the expectation was for the staff to reference the MOST form in the 
MOST form binder at each nurses' station. The DON said education was completed to ensure staff members 
were aware of this expectation. The nursing home administrator (NHA) was interviewed on [DATE] at 3:57 p.
m. The NHA said there were MOST form binders on each floor at the nurses' station. She said staff should 
have referenced the MOST form to identify the code status of Resident #1.
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