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F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32360

The facility had a census of 50 residents. The sample included 13 residents. Based on observation, record 
review, and interview, the facility failed to notify the physician of episodes of syncope (fainting or passing out) 
and lightheadedness of one resident, Resident (R) 32. This placed the resident at risk for further decline and 
a delay in treatment.

Findings included:

- The Electronic Medical Record (EMR) documented R32 had diagnoses of Alzheimer's disease (progressive 
mental deterioration characterized by confusion and memory failure), anxiety (mental or emotional reaction 
characterized by apprehension, uncertainty, and irrational fear), diabetes mellitus (DM - when the body 
cannot use glucose, not enough insulin is made, or the body cannot respond to the insulin) type two, and 
arteriosclerotic heart disease (buildup of plaque in the arteries [blood vessels that carry blood away from the 
heart]).

The Significant Change Minimum Data Set (MDS), dated [DATE], documented R32 had intact cognition. R32 
was dependent upon staff for transfers and toileting. R32 required substantial assistance with dressing and 
did not ambulate. The MDS documented R32 was frequently incontinent of bladder and bowel and had lower 
functional impairment on one side.

The Quarterly MDS, dated [DATE], documented R32 had moderately impaired cognition. R32 was 
dependent upon staff for dressing, transfers, mobility, and toileting. The MDS documented R32 was 
frequently incontinent of bladder and bowel and had lower functional impairment on one side.

The Care Plan dated 01/14/25, initiated on 06/14/23, directed staff to use a sit-to-stand lift for all transfers. 
The update, dated 06/17/24, directed staff to use a full mechanical lift (a medical device used to assist 
individuals with mobility limitations in transferring between surfaces) and two staff members. The care plan 
lacked direction to staff if the resident should become lightheaded or have a syncope episode during 
transfers. 

The Nurse's Note dated 06/07/24 at 05:50 PM, documented, R32 was sat up in the sit-to-stand lift and 
because lightheaded. Staff sat R32 down and R32 stated that she felt strange, Staff encouraged R32 to drink 
more water and rest. The EMR lacked documentation the physician was notified of the episode.

(continued on next page)
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Buhler, KS 67522

F 0580

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Nurse's Note dated 06/17/24, documented during a transfer with the sit-to-stand lift, R32's eyes rolled 
into the back of her head, and she stated, Put me down. R32 was lowered back into her wheelchair and R32 
stated, I just saw stars. The note stated the assistant director of Nursing (ADON) would talk with R32 
regarding the use of a full lift mechanical lift. The EMR lacked documentation the physician was notified of 
the episode.

The Nurse's Note dated 06/18/24 at 08:00 PM, documented R32 was unhappy with the use of the full 
mechanical lift. R32 stated she had multiple syncope episodes with the sit-to-stand lift. R32 stated she was 
being hooked up to the lift too long or she was being stood too high. The note documented staff explained to 
R32 that staff barely had her stood up when she would have the episodes and that it was not safe to use the 
sit-to-stand lift. 

On 02/12/25 at 12:46 PM, CNA M and CNA N attached the sling to the full lift raised R32 from the bed, and 
transferred her to the recliner. R32 did not appear to be afraid or had any health issues while up in the sling 
and thanked the CNAs after she was lowered into the recliner.

On 02/12/25 at 01:00 PM, CNA M stated there had not been any more episodes of passing out since they 
changed from a toileting sling to a regular sling. 

On 02/13/25 at 08:45 AM, Licensed Nurse (LN) H stated she was unsure why R32 kept getting lightheaded 
or passing out. LN H verified she could not find any information that the physician had been notified of the 
episodes. LN H verified there was no direction for staff in the care plan should R32 have any more episodes 
of lightheadedness or syncopal episodes.

On 02/13/25 at 12:55 PM, LN G stated the physician should have been notified when R32 had the syncopal 
episodes so that he would be aware and could find out why it kept happening.

On 02/13/25 at 01:45 PM, Administrative Nurse G stated she was unaware of the syncope episodes R32 
kept having. Administrative Nurse D stated that if she had been aware, she would have provided 
interventions in the care plan for staff. Administrative Nurse D further stated she expected staff to notify the 
physician for direction or treatment for R32.

The facility's Guidelines for Notifying Physicians of Clinical Problems undated policy documented the 
physician would be notified whenever there was a significant change in the resident's condition. The 
physician would be notified to see if there would be a need to alter any treatments significantly. The LN had 
the responsibility of contacting a physician any time they believed a resident had developed a clinical 
problem, which required physician intervention. The LN, prior to contacting the physician, must have 
performed an assessment of the resident to provide to the physician.

The facility failed to notify R32's physician of episodes of syncope and lightheadedness. This placed the 
resident at risk for further decline and a delay in treatment.
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F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed, 
and revised by a team of health professionals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32360

The facility had a census of 50 residents. The sample included 13 residents. Based on observation, record 
review, and interview, the facility failed to revise a care plan with direction to staff for interventions when one 
resident has periods of syncope and lightheadedness, Resident (R) 32. This placed the resident at risk for 
decline.

Findings included:

- The Electronic Medical Record (EMR) documented R32 had diagnoses of Alzheimer's disease (progressive 
mental deterioration characterized by confusion and memory failure), anxiety (mental or emotional reaction 
characterized by apprehension, uncertainty, and irrational fear), diabetes mellitus (DM - when the body 
cannot use glucose, not enough insulin is made, or the body cannot respond to the insulin) type two, and 
arteriosclerotic heart disease (buildup of plaque in the arteries [blood vessels that carry blood away from the 
heart]).

The Significant Change Minimum Data Set (MDS), dated [DATE], documented R32 had intact cognition. R32 
was dependent upon staff for transfers and toileting. R32 required substantial assistance with dressing and 
did not ambulate. The MDS documented R32 was frequently incontinent of bladder and bowel and had lower 
functional impairment on one side.

The Quarterly MDS, dated [DATE], documented R32 had moderately impaired cognition. R32 was 
dependent upon staff for dressing, transfers, mobility, and toileting. The MDS documented R32 was 
frequently incontinent of bladder and bowel and had lower functional impairment on one side.

R32 Care Plan dated 01/14/25, initiated on 06/14/23, directed staff to use a sit-to-stand lift for all transfers. 
The update, dated 06/17/24, directed staff to use a full mechanical lift (a medical device used to assist 
individuals with mobility limitations in transferring between surfaces) and two staff members. The care plan 
lacked direction to staff if the resident should become lightheaded or have a syncope episode during 
transfers. 

The Nurse's Note dated 06/07/24 at 05:50 PM, documented, R32 was sat up in the sit-to-stand lift and 
because lightheaded. Staff sat R32 down and R32 stated that she felt strange, Staff encouraged R32 to drink 
more water and rest. The EMR lacked documentation the physician was notified of the episode.

The Nurse's Note dated 06/17/24, documented during a transfer with the sit-to-stand lift, R32's eyes rolled 
into the back of her head, and she stated, Put me down. R32 was lowered back into her wheelchair and R32 
stated, I just saw stars. The note stated the Assistant Director of Nursing (ADON) would talk with R32 
regarding the use of a full lift mechanical lift. The EMR lacked documentation the physician was notified of 
the episode.

(continued on next page)
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Buhler Sunshine Home 400 S Buhler Road
Buhler, KS 67522

F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Nurse's Note dated 06/18/24 at 08:00 PM, documented R32 was unhappy with the use of the full 
mechanical lift. R32 stated she had multiple syncope episodes with the sit-to-stand lift. R32 stated she was 
being hooked up to the lift too long or she was being stood too high. The note documented staff explained to 
R32 that staff barely had her stood up when she would have the episodes and that it was not safe to use the 
sit-to-stand lift. 

On 02/12/25 at 12:46 PM, CNA M and CNA N attached the sling to the full lift raised R32 from the bed, and 
transferred her to the recliner. R32 did not appear to be afraid or had any health issues while up in the sling 
and thanked the CNAs after she was lowered into the recliner.

On 02/12/25 at 01:00 PM, CNA M stated there had not been any more episodes of passing out since they 
changed from a toileting sling to a regular sling. 

On 02/13/25 at 08:45 AM, Licensed Nurse (LN) H stated she was unsure why R32 kept getting lightheaded 
or passing out. LN H verified she could not find any information that the physician had been notified of the 
episodes. LN H verified there was no direction for staff in the care plan should R32 have any more episodes 
of lightheadedness or syncopal episodes.

On 02/13/25 at 12:55 PM, LN G stated the physician should have been notified when R32 had the syncopal 
episodes so that he would be aware and could find out why it kept happening.

On 02/13/25 at 01:45 PM, Administrative Nurse D stated she was unaware of the syncope episodes R32 
kept having. Administrative Nurse D stated that if she had been aware, she would have provided 
interventions in the care plan for staff. Administrative Nurse D further stated she expected staff to notify the 
physician for direction or treatment for R32.

The facility's Care Plan Revisions dated 04/23, documented the care planning process including resident 
assessment, goal setting, and interventions. When changes in condition, medications, or approaches occur, 
the care plan will be updated immediately. The care plan green sheet would be added to the resident's care 
plan placing one copy in the communication book and one in the care plan book. The care plan would be 
revised when there was a change in the problems and goals. The green sheets would be reviewed with each 
MDS and added as indicated to the resident's long-term care plan. Problems that are no longer applicable 
would be archived for possible future review or retrieval.

The facility failed to revise R32's care plan with direction to staff when R32 had periods of lightheadedness 
and syncope. This deficient practice placed the resident at risk for decline.
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F 0689

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 32360

The facility had a census of 50 residents. The sample included 13 residents, with eight reviewed for falls. 
Based on observation, record review, and interview, the facility failed to evaluate the effectiveness of fall 
interventions and change or modify the ineffective interventions at preventing falls for Resident (R) 16. This 
placed the resident at risk for further falls and injury.

Findings included:

- The Electronic Medical Record (EMR) for R16 documented diagnoses of dementia (a progressive mental 
disorder characterized by failing memory and confusion), hypertension (high blood pressure), anxiety (mental 
or emotional reaction characterized by apprehension, uncertainty, and irrational fear), arteriosclerotic heart 
disease (buildup of plaque in the arteries [blood vessels that carry blood away from the heart]), and edema 
(swelling resulting from an excessive accumulation of fluid in the body tissues).

The Quarterly Minimum Data Set (MDS), dated [DATE], documented R16's moderately impaired cognition. 
R16 required supervision with transfers but was independent with eating, dressing, mobility, personal 
hygiene, mobility, and ambulation. The MDS documented R16's no functional impairment, two or more falls 
with injury, and daily use of a bed and chair alarm.

The Quarterly MDS, dated [DATE], documented R16 had severely impaired cognition. R16 required 
supervision with personal hygiene, transfers, dressing, and ambulation, and was independent with mobility. 
The MDS documented R16 had no functional impairment, had two or more falls with injury, and used a bed 
and chair alarm daily.

The Fall Risk Assessments, dated 01/22/24, 04/22/24, 07/11/24, 10/11/24, and 01/09/25, documented R16 
was at risk for falls.

R16's Care Plan dated 01/28/25, initiated on 05/03/23, directed staff to provide gripper socks when barefoot 
in his room and ensure R16 laid on top of his blankets to decrease slipping. The update, dated 05/01/23, 
directed staff to remind R16 to ask for assistance with long-distance mobility, keep personal frequently used 
items within reach, and provide proper, well-maintained footwear. The update, dated 05/22/23, directed staff 
to educate R16 to slow down and take his time. The update, dated 10/03/23, directed staff to place non-skid 
socks on after he returned from supper. The update, dated 01/02/24, directed staff to place silent pressure 
alarms on while in bed and chair. The update, dated 03/09/24, directed staff to educate R16 on making sure 
gripper socks were on properly before attempting to ambulate. The update, dated 04/29/24, directed staff to 
place a stop sign in view of the recliner to call for assistance. The update, dated 06/07/24, directed staff to 
educate R16 on calling and waiting for assistance. The update, dated 09/21/24, directed staff to educate R16 
on the risk of falling when he ambulates independently and for staff to continue to provide verbal reminders. 
The update, dated 10/15/24, directed staff to offer R16 a drink after he toilets during the night. The update, 
dated 01/14/25, directed staff to review with R16 the importance of staff assistance with ambulation.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Risk Note dated 03/14/24 at 10:40 AM, documented R16 had a fall on 03/09/24 at 11:00 AM. R16's feet 
slipped on the floor when he got out of bed, and he fell to his buttocks. R16 denied pain and was assisted to 
stand, R16 had one sock off and the other sock was worn upside down. R16 was educated to keep both 
gripper socks on and make sure the grippers were on the bottom of his feet. The note further documented 
R16 had another fall on 03/11/24 at 11:45 AM. R16 transferred to his recliner, failed back up far enough, and 
slid down to the floor. R16 sustained a superficial (occurring on the surface of the skin) abrasion (scrape) to 
the top of his left knee, had his pants down, and had on socks.

The Risk Note dated 04/04/24 at 10:45 AM, documented R16 had a fall on 04/01/24 at 12:50 PM when he 
tried to get something from his refrigerator and lost his balance. R16 sustained a skin tear to his right elbow.

The Risk Note dated 05/02/24 at 03:49 AM, documented R16 had a fall on 04/29/24 at 03:53 AM. R16 
attempted to take himself to the bathroom and did not use his call light. R16 stated he reached for the grab 
bar, missed, and fell . R16 sustained a 3.3 centimeter (cm) x 0.3 cm abrasion with dark purple discoloration 
to the outer left arm. R16 was reminded to use his walker and call for assistance.

The Risk Note dated 06/13/24 at 12;28 PM, documented R16 had a fall on 06/06/24 at 04:00 AM. R16 took 
himself to the bathroom, fell , on his left elbow, and then took himself back to his bed. The note documented 
staff responded within a minute of his pressure pad alarm being activated and observed R16 getting back 
into bed. R16 sustained a skin tear to his left inner elbow which measured 1 cm x 1 cm, a bruise to his right 
elbow which measured 1.5 cm x 0.5 cm, and another bruise to the outer right elbow that measures 2 cm x 1.
5 cm. R16 was educated on the importance of using his call light or staff assistance.

The Risk Note dated 10/11/24 at 10:40 AM, documented R16 had two noninjury falls on 10/06/24. The first 
fall at 08:20 PM, R16 attempted to get blankets from the top shelf of his closet. When he grabbed the 
blankets, they fell on top of him which caused him to lose his balance and fall. The second fall occurred at 
09:00 PM when R16 wanted to move his wheelchair closer to his bed, lost his balance, and sat down on the 
floor. R16 was re-educated to call for assistance.

The Risk Note dated 10/18/24 at 11:5 AM, documented R16 had a fall on 10/15/24 at 06:10 AM. R16 fell 
after he tried to get a drink of water from his pitcher in the refrigerator, lost his balance, and fell , R16 denied 
hitting his head and had no injuries.

The Risk Note dated 01/16/25 at 12:32 PM, documented that R16 had a fall on 01/14/25 at 08:00 AM. R16 
fell in his room when he attempted to ambulate independently. R16 attempted to get himself up from the floor 
as staff entered the room. R16 had redness to his left knee, with an abrasion below the knee. R16 was 
reminded to use his call light for staff assistance.

The Risk Note dated 02/06/25 at 12:40 PM, documented R16 had a fall on 02/05/25 at 06:30 AM. R16 got up 
from his bed to ambulate unassisted, his legs weakened, and he fell . Staff noticed his pressure pad alarm 
had not alerted staff, as it was in the recliner, and he had been in bed. 

On 02/12/25 at 01:06 PM, Certified Nurse Aide (CNA) M placed a gait belt around R16's waist and with CNA 
N's assistance, R16 stood and transferred from his wheelchair into his recliner. R16 stated he was weak and 
could not understand why he was so tired after he was transferred. 

(continued on next page)
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F 0689

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 02/12/25 at 1:15 PM, CNA M stated he was very impulsive and would not wait for any assistance from 
staff. She stated he has had a lot of falls and staff checked on him frequently to remind him to call. CNA M 
stated that they keep an alarm on his bed and chair, and they have placed nonskid strips in front of his 
recliner and bed to keep him from slipping if he stands up alone.

On 02/13/25 at 12:45 PM, Licensed Nurse (LN) G stated R16 was going to do whatever he wanted and 
would never call for assistance due to his dementia. R16 had silent alarms for his bed and chair and staff 
were to get him up right away in the morning or he would get up unassisted. LN G stated with R16s dementia 
he does not remember to call, and his family just wanted him kept injury-free.

On 02/13/25 at 01:37 PM, Administrative Nurse D stated R16 could tell staff what he was doing at the time of 
the fall but due to his cognitive impairment, he does not remember to call for assistance. Administrative 
Nurse D verified the interventions on the care plan had not been effective due to his cognitive impairment.

The facility's Fall Prevention and Management Protocol, revised 04/29/24, documented each resident would 
be assessed for the risk factors for falls at the time of move-in, return from a health care facility, and after a 
fall in the facility. After a fall, the resident was assessed for injuries and given the care/treatment needed at 
the time. The physician would be notified of the fall and would make the clinical decision to transfer to the 
hospital or be monitored. The falls would be investigated using a root cause analysis and would implement 
corrective action. A green care plan sheet in the fall packet was completed with fall interventions to be 
implemented. All falls with interventions are reported, and reviewed in a weekly risk meeting. The care 
manager would document in resident progress notes and the falls are reviewed in quarterly Quality 
Assurance and Performance Improvement (QAPI) and safety meetings. 

The facility failed to evaluate the effectiveness of fall interventions and change or modify the interventions 
that were ineffective at preventing falls for R16. This deficient practice placed the resident at risk for further 
falls and injury.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart, following 
irregularity reporting guidelines in developed policies and procedures.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 26768

The facility had a census of 50 residents. The sample included 13 residents, with five reviewed for 
unnecessary medication. Based on observation, interview, and record review, the facility's pharmacist 
consultant failed to request an approved indication for the use of Seroquel (an antipsychotic -class of 
medications used to treat psychosis and other mental-emotional conditions), and the required 
physician-written clinical rationale for the continued use of Seroquel for Resident (R) 18. This deficient 
practice placed R18 at risk of receiving unnecessary antipsychotic drugs. 

Findings included: 

- R18's Electronic Medical Record (EMR) documented a diagnosis of Alzheimer's disease (progressive 
mental deterioration characterized by confusion and memory failure) with late-onset. 

The Quarterly Minimum Data Set (MDS), dated [DATE], documented a Brief Interview for Mental Status 
(BIMS) score of 99, short and long-term memory loss with severely impaired cognition. The MDS 
documented R18 was dependent on staff for all activities of daily living. R18 received antipsychotic 
medication without a gradual dose reduction (GDR) and the MDS stated the physician had documented a 
clinical rationale on 12/04/24.

R18's Care Plan, dated 12/17/24, directed staff to obtain lab work, and vital signs as ordered by the 
physician, and request GDRs per regulations with physician review for possible dose reduction. The care 
plan directed staff to observe R18 for changes or decline in cognitive status, provide one-to-one observation 
when indicated, and a psychiatric evaluation as indicated. 

The Physician Order, dated 05/21/24, directed staff to administer Seroquel 25 milligrams (mg), by mouth, at 
bedtime for severe anxiety. 

The Pharmacist Reviews, dated 11/25/24, recommended a GDR for Seroquel. The physician declined to 
perform a GDR and failed to provide a written clinical rationale for the use of the antipsychotic for anxiety. 

On 02/12/25 at 11:35 AM, Certified Medication Aide (CMA) S administered cyclobenzaprine (muscle 
relaxant) in pudding, at the dining table. R18 took the medication without problems. 

On 02/13/25 at 10:15 AM, Administrative Nurse D verified that the consultant pharmacist had not continued 
to request a written thorough clinical rationale for the use of the antipsychotic for anxiety. 

The facility's Consultant Pharmacist Services Provider Requirements policy, dated October 2019, stated that 
the consultant pharmacist provided pharmaceutical services including a review of the medication 
administration record (MAR) to ensure proper documentation of medication orders and administration of 
medication. The consultant pharmacist would communicate to the physician and the director of nursing 
potential or actual problems detected and other findings related to medication therapy orders. 

(continued on next page)
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F 0756

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The facility's pharmacist consultant failed to request an approved indication for the use of Seroquel, and the 
required physician-written clinical rationale for the continued use of Seroquel for R18. This deficient practice 
placed R18 at risk of receiving unnecessary antipsychotic drugs.
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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 26768

The facility had a census of 50 residents. The sample included 13 residents, with five reviewed for 
unnecessary medication. Based on observation, interview, and record review the facility failed to obtain an 
approved indication for use for Seroquel (antipsychotic -class of medications used to treat psychosis and 
other mental emotional conditions), and the required physician-written clinical rationale for why any 
attempted dose reeducation would be likely to impair the resident's function or cause psychiatric instability 
for Resident (R) 18. This deficient practice placed R18 at risk of receiving unnecessary antipsychotic drugs. 

Findings included: 

- R18's Electronic Medical Record (EMR) documented a diagnosis of Alzheimer's disease (progressive 
mental deterioration characterized by confusion and memory failure) with late-onset. 

The Quarterly Minimum Data Set (MDS), dated [DATE], documented a Brief Interview for Mental Status 
(BIMS) score of 99, short and long-term memory loss with severely impaired cognition. The MDS 
documented R18 was dependent on staff for all activities of daily living. R18 received antipsychotic 
medication without a gradual dose reduction (GDR) and the MDS stated the physician had documented a 
clinical rationale on 12/04/24.

The care plan, dated 12/17/24, directed staff to obtain lab work, and vital signs as ordered by the physician, 
and request GDRs per regulations with physician review for possible dose reduction. The care plan directed 
staff to observe R18 for changes or decline in cognitive status, provide one-to-one observation when 
indicated, and a psychiatric evaluation as indicated. 

The Physician Order, dated 05/21/24, directed staff to administer Seroquel 25 milligrams (mg), by mouth, at 
bedtime for severe anxiety. 

The Pharmacist Reviews, dated 11/25/24, recommended a GDR for Seroquel. The physician declined to 
perform a GDR and failed to provide a written clinical rationale for the use of the antipsychotic for anxiety. 

On 02/12/25 at 11:35 AM, Certified Medication Aide (CMA) S administered cyclobenzaprine (muscle 
relaxant) in pudding, at the dining table. R18 took the medication without problems. 

On 02/13/25 at 10:15 AM, Administrative Nurse D verified the physician had not written a thorough clinical 
rationale for the use of the antipsychotic for anxiety. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Psychotropic Medication Use and Management policy, dated October 2018, stated the facility would use 
and administer psychotropic medication appropriately working with the physician interdisciplinary team to 
ensure the appropriate use, evaluation, and monitoring. The drug dosage must be periodically reduced, with 
the goal of discontinuing it or replacing it with another less potent prescription. All antipsychotics would be 
tapered as a gradual dose reduction unless clinically contraindicated by the physician. 

The facility failed to obtain an approved indication for use for the antipsychotic drug Seroquel or the required 
physician-written clinical rationale, placing R18 at risk of receiving unnecessary antipsychotic drugs.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that residents are free from significant medication errors.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 26768

The facility had a census of 50 residents. The sample included 13 residents. Based on observation, 
interview, and record review, the facility failed to administer the correct physician-ordered dose of Ativan 
(antianxiety drug - a class of medications that calm and relax people) at the scheduled time for Resident (R) 
20, placing R20 at risk for adverse effects resulting from the incorrect dose. 

Findings included: 

- R20's Electronic Medical Record (EMR) documented diagnoses of dementia (a progressive mental disorder 
characterized by failing memory, and confusion) and anxiety disorder (mental or emotional reaction 
characterized by apprehension, uncertainty, and irrational fear).

The Quarterly Minimum Data Set (MDS), dated [DATE], documented a Brief Interview for Mental Status 
(BIMS) score of 00, indicating severe cognitive impairment. The MDS documented R20 required supervision 
to maximum staff assistance with activities of daily living and received antianxiety medication. 

R20's Care Plan, dated 02/11/25, directed staff to observe for anxiety or restlessness, strange noises, 
getting up or down, delusions or hallucinations, resisting cares, being stiff with cares or grabbing, obsession 
over items, or paranoia. R20's care plan directed staff to inform the nurse for documentation and notify 
hospice, and his physician as indicated.

The Physician Order, dated 08/02/24, directed staff to administer Ativan 0.5mg, (1/2 tablet 0.25mg) two times 
per day (AM and 1 PM) for anxiety/ restlessness. 

The Physician Order, dated 11/07/24, directed staff to administer the following:

Ativan 0.5mg daily at HS (bedtime) for anxiety for anxiety disorder. 

Ativan 0.5mg, (1/2 tablet 0.25mg) two times per day (AM and PM) for anxiety or restlessness.

The Physician Order, dated 12/04/24, had the following: 

Ativan 0.5mg, daily at bedtime for anxiety for anxiety disorder. 

Ativan 0.5mg, (1/2 tablet 0.25mg) two times per day (AM and 4 PM) for anxiety or restlessness. 

Ativan 0.5mg, under tongue every 4 hours as needed for anxiety or restlessness for 6 months. 

The Progress Note dated 09/05/24 at 02:12 PM, documented a Certified Medication Aide (CMA) alerted this 
nurse that R20's noon dose of Ativan was not administered yesterday by error. R20 had not shown any 
increased anxiety or restlessness from the missed dose at that time. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Progress Note dated 10/08/24 at 10:34 AM, documented a CMA alerted this nurse of finding a 
medication error from last night. R20 had Ativan 0.5mg at bedtime scheduled but received Ativan 0.25mg 
last night. R20 had some restlessness this morning without being able to redirect. R20 had been climbing out 
of chairs and trying to walk. Staff tried to redirect with a magazine, 1:1, and a busy box. R20 continued to be 
restless and trying to leave for work. Staff attempted multiple times to redirect and the nurse instructed the 
CMA to give as needed (PRN) Ativan to help manage anxiety. 

The Progress Note dated 11/05/24 at 09:20 AM documented R20 had not received the scheduled dose of 
Ativan on 11/03/2024 at 02:00 PM. Staff education was performed, and the time of administration was 
adjusted. 

The Progress Note dated 12/16/24 at 08:25 AM, documented a CMA reported to this nurse that the narcotic 
book showed that R20 received Ativan 1 mg at bedtime instead of the scheduled Ativan 0.5mg at bedtime. 
Staff education on checking correct dosages prior to giving medications was provided. 

The Progress Note dated 12/23/24 documented a CMA reported R20 received the incorrect dose of Ativan at 
bedtime on 12/21/24 and 12/22/24. 

The Progress Note dated 02/05/25 at 06:15 AM, documented the evening CMA reported a medication error 
on 02/04/25 at 06:15 PM. R20 was scheduled to receive Ativan 0.5 mg tab in the AM and PM. The morning 
shift CMA recorded administration on the MAR (Medication Administration Record), but the narcotic box 
check indicated that Ativan was not given. This nurse and evening CMA rechecked the narcotic medication 
and record, confirming it was not administered. 

On 02/12/25 at 11:02 AM, R20 sat in his wheelchair at a dining table and ate lunch independently. After 
sneezing several times, he started fidgeting, rolling his wheelchair back and forth. 

On 02/13/25 at 10:35 AM, Administrative Nurse E stated one-to-one education had been provided to CMAs. 
On 02/04/25 administration removed the CMA from medication passes until her education was done. The 
facility also had the physician change the times for the scheduled Ativan. 

On 02/13/25 at AM, Administrative Nurse D verified that staff were to administer physician orders as 
scheduled. 

The facility's Reporting a Medication Error policy, dated 12/17/2015, stated all medication errors were to be 
reported to the Director of Nursing following the guidelines listed. The guidelines stated the person 
discovering the error would report to their supervisor and the supervisor would review information. Staff were 
to notify the physician and family. The error would be discussed at the weekly high-risk meeting. 

The facility failed to administer the correct physician-ordered dose of Ativan at the scheduled time for R20. 
This deficient practice placed R20 at risk for adverse effects resulting from the incorrect dose. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Provide and implement an infection prevention and control program.

37450

The facility had a census of 50 residents. Based on observation, record review, and interview, the facility 
failed to implement a water management program for Legionella disease (Legionella is a bacterium spread 
through mist, such as air-conditioning units in large buildings. Adults over the age of 50 and people with 
weak immune systems, chronic lung disease, or heavy tobacco use are most at risk of developing 
pneumonia caused by legionella). This deficient practice placed the residents at risk of contracting infectious 
processes.

Findings included:

- On 02/13/25 at 10:17 AM, Maintenance Staff U stated he was not aware of whom managed the waterborne 
pathogen prevention program that included the prevention of Legionella disease.

On 02/13/25 at 10:43 AM, Administrative Staff A reported he was not aware of further monitoring programs 
for Legionella disease. Administrative Staff A stated the facility had not mapped the water system for 
possible dead-end water sources. 

Upon request, the facility failed to provide a waterborne pathogen policy.

The facility failed to implement a water management program to test and manage waterborne pathogens. 
This deficient practice placed the residents who resident in the facility at risk of contracting Legionella 
pneumonia. 
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