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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

Level of Harm - Minimal harm
or potential for actual harm 38872

Residents Affected - Few Based on interview and record review, the facility failed to develop a comprehensive care plan which
addressed constipation, insomnia, hyperlipidemia, and pain for 2 of 2 residents reviewed for Based on
interview and record review, the facility failed to develop a comprehensive care plan which addressed
constipation, insomnia, hyperlipidemia, and pain for 2 of 2 residents reviewed for comprehensive care plans.
(Resident 11 and 26)

Findings include:

1. During an interview, on 9/25/24 at 10:59 a.m., Resident 11 indicated he was often constipated.

The clinical record for Resident 11 was reviewed on 9/27/24 at 11:01 a.m. The diagnoses included, but were
not limited to, muscle weakness, abnormal weight loss, and chronic idiopathic constipation.

A physician's order, initiated on 2/20/23, indicated to give Linzess Oral Capsule (a medication for
constipation) 145 micrograms (mcg) once a day related to chronic idiopathic constipation.

A physician's order, initiated on 3/2/22, indicated to give Miralax Powder (a medication for constipation) 17
grams/scoop in the morning for constipation.

There was no care plan found in the record to indicate the resident was prone to constipation and the use of
Linzess or Miralax.

During an interview, on 10/2/24 at 10:08 a.m., the Minimum Data Set (MDS) Nurse indicated she did not
believe the facility had a policy addressing what needed to be care planned.

During an interview, on 10/2/24 at 11:00 a.m., the MDS Nurse indicated the resident should have had a care
plan addressing constipation.

2. The clinical record for Resident 26 was reviewed on 9/26/24 at 2:25 p.m. The diagnoses included, but
were not limited to, hyperlipidemia, pain in an unspecified joint, and insomnia.

A physician's order, initiated on 8/27/21, indicated to give Lipitor (a cholesterol medication) 10 milligrams
daily at bedtime for mixed hyperlipidemia (elevated levels of fat in the blood).

(continued on next page)
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0656 A physician's order, initiated on 4/22/22, indicated to give Melatonin (a supplement to help with sleep
disorders) six (6) milligrams at bedtime for insomnia.

Level of Harm - Minimal harm or
potential for actual harm A physician's order, initiated on 3/22/24, indicated to give tramadol (a pain reliever) 100 milligrams twice a
day for joint pain.

Residents Affected - Few
There were no care plans addressing the use of Lipitor for hyperlipidemia, Melatonin for insomnia or
tramadol for pain found in the record.

During an interview, on 10/2/24 at 10:07 a.m., the MDS Nurse indicated the resident should have had a care
plan addressing mixed hyperlipidemia, difficulty sleeping, and pain.

A current facility policy, titted Care Plans, dated as last reviewed in 2024 and received from the Executive
Director on 10/2/24 at 10:32 a.m., indicated .Collaboration of the care plan team is used to help analyze data
obtained from the resident's diagnosis, staff notation, MDS (Minimum Data Set) and physician's orders to
develop individualized care plans specific to each resident

3.1-35(a)

3.1-35(b)(1)
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
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F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.
Level of Harm - Minimal harm or 38872

potential for actual harm
Based on interview and record review, the facility failed to obtain laboratory results for the monitoring and
Residents Affected - Few effectiveness of a cholesterol medication for 1 of 5 residents reviewed for unnecessary medications.
(Resident 26)

Finding includes:

The clinical record for Resident 26 was reviewed on 9/26/24 at 2:25 p.m. The diagnoses included, but were
not limited to, pain in an unspecified joint, insomnia, and mixed hyperlipidemia.

A physician's order, initiated on 8/27/21, indicated to give Lipitor (a medication for high cholesterol)
10 milligrams daily at bedtime for mixed hyperlipidemia.
A laboratory result, dated 2/11/22, indicated the resident had a high triglyceride level of 188.

There were no other laboratory results in the record to indicate a lipid profile (a blood test to monitor the lipid
levels in the blood) had been monitored after 2/11/22.

There were no entries in the record to indicate laboratory orders had been received and/or were pending.
During an interview, on 10/2/24 at 10:07 a.m., the Minimum Data Set (MDS) Nurse indicated the facility did
not have a policy addressing monitoring laboratory results for medications and there were no current

laboratory results to show monitoring of the cholesterol levels.

During a telephone interview, on 10/2/24 at 10:48 a.m., Nurse Practitioner 2 indicated cholesterol labs should
be checked at least annually.

The facility was not able to provide a policy addressing the monitoring of the medication.

3.1-48(a)(3)
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(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0758

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated,
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic
medications are only used when the medication is necessary and PRN use is limited.

48525

Based on interview and record review, the facility failed to monitor and document a resident's delusions
related to the use of an antipsychotic medication for 1 of 5 residents reviewed for unnecessary medications.
(Resident 28)

Finding includes:

The clinical record for Resident 28 was reviewed on 10/1/24 at 9:21 a.m. The diagnoses included, but were
not limited to, unspecified dementia, psychotic disorder with delusions, alcohol abuse, and hyperlipidemia.

A physician's order, with a start date of 4/5/24, indicated to give Zyprexa (an antipsychotic medication) 7.5
milligrams (mg) by mouth at bedtime for a psychotic disorder with delusions.

A care plan, with a revision date of 1/28/21, indicated the resident displayed at times delusions he believed
he was incarcerated and he planned to discharge.

A care plan, with a revision date of 4/12/24, indicated the resident used the psychotropic medication Zyprexa
related to psychosis with delusions.

During an interview, on 10/1/24 at 9:58 a.m., the Director of Nursing (DON) indicated Resident 28 did have
delusions. Behaviors should be documented in the progress notes in a behavior note.

During an interview, on 10/1/24 at 2:18 p.m., Licensed Practical Nurse (LPN) 3 indicated Resident 28 did
have delusions. They document behaviors in the behavior notes. The resident thought someone was coming
to pick him up from the facility when nobody was coming to pick him up. The resident would want to wear
jeans and if staff would put anything else but jeans on him, he would say it was not the law.

During an interview, on 10/1/24 at 2:40 p.m., the Minimum Data Set (MDS) Coordinator indicated Resident
28 did have delusions. She did not see anything in the notes about him having any delusions,

During an interview, on 10/1/24 at 2:40 p.m., the DON indicated Resident 28 did have delusions. She did not
see anything in the notes about him having any delusions.

A Point of Care (POC) response history for the resident's behavior monitoring and interventions log indicated
no delusions were marked from 5/30/24 to 10/2/24.

A current facility policy, titled Use of Antipsychotic Medications/Gradual Dose Reductions, undated and
received from the Executive Director on 10/2/24 at 10:30 a.m., indicated .Residents who have not used
antipsychotic medications are not to be given these medications unless antipsychotic medication therapy is
necessary to treat a specific condition as diagnosed and documented in the clinical record

(continued on next page)
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F 0758 A current facility policy, titted Behavior Tracking, with a revision date of 2024 and received from the
Executive Director on 10/2/24 at 10:50 a.m., indicated .Behavior tracking is in the Point of Care (POC).

Level of Harm - Minimal harm or Certified Nursing Assistants (CNAs) will track behavior interventions through POC. All staff observations

potential for actual harm regarding behaviors will be reported to Nursing and/or Social Services. Nursing and/or Social Services will

put in a behavior progress note
Residents Affected - Few
3.1-48(a)(3)
3.1-48(a)(4)
3.1-48(a)(5)

3.1-48(b)(1)
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F 0812

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48525

Based on observation and interview, the facility failed to ensure food was properly stored in a kitchen
refrigerator for 1 of 1 kitchen reviewed for food service safety. (the refrigerator)

Finding includes:

During an observation, on 9/27/24 at 11:02 a.m., there was thawing meat stored above a gallon of milk, next
to yogurt and a grocery sack of green bell peppers which belonged to a resident and were unlabeled in a
kitchen refrigerator.

During an interview, on 9/27/24 at 11:09 a.m., the Kitchen Manager indicated the milk should be stored on
the top rack and not under the thawing meat. They should not store residents' food in the kitchen refrigerator.
They have a refrigerator for storing residents' food downstairs in storage.

A current policy, titted [NAME] Health Care Center Food and Nutrition Policy, dated as last revised 3/1/17
and received from the Executive Director on 10/2/24 at 10:30 a.m., indicated .Uncooked and raw animal
products and fish will be stored separately in drip-proof containers and below fruits, vegetables and other
ready-to-eat foods .All foods belonging to residents must be labeled with the resident's name, the item and
the use by date

3.1-21(3)(3)
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F 0912 Provide rooms that are at least 80 square feet per resident in multiple rooms and 100 square feet for single
resident rooms.
Level of Harm - Minimal harm or

potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38872

Residents Affected - Few Based on observation, interview and record review, the facility failed to provide at least 80 square feet per
resident in 1 of 18 rooms reviewed for living space. (room [ROOM NUMBER])

Finding includes:

During the entrance conference, on 9/25/24 at 10:12 a.m., the Director of Nursing indicated room [ROOM
NUMBER] continued to have a room size waiver.

During an observation of room [ROOM NUMBER] with Maintenance Staff 4, on 9/25/24 at 9:44 a.m., the
room was found to contain two beds and two free standing wardrobes which were used for clothing and
storage of personal items belonging to the two occupants of the room. A review of the facility measurement
indicated room [ROOM NUMBER] was 153.83 square feet and according to Life Safety code the double
occupancy of the room allowed 76.9 square feet of living space per resident.

During an interview, on 9/30/24 at 2:34 p.m., Resident 29 indicated he liked his room and felt he had enough
space for himself and his roommate.

During an interview, on 9/30/24 at 2:49 p.m., Resident 21 indicated he had no concerns with his room and
felt he had enough space for himself and his personal belongings.

During an interview, on 10/2/24 at 11:34 a.m., the Executive Director indicated room [ROOM NUMBER] was
occupied by two residents and should have 80 square feet of living space per resident.

A Bed Inventory form, received on 10/2/24, indicated room [ROOM NUMBER] was a Title 18/19 SNF/NF
(Medicare and Medicaid) room and was certified for two resident beds.

3.1-19(1)(2)(A)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 155855 Page 7 of 7



