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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to follow professional standards of practice for one resident
(Resident #6) in a review of six sampled residents. The facility failed to follow physician orders and
administer medications (including medications for heart failure, pain, blood pressure, and to prevent blood
clots) as ordered, failed to follow their facility policy for obtaining medications and notification of the
physician when medications were not available. The facility census was 56. Review of the undated facility
policy, Nursing Practices, showed the following:-If a medication is unavailable, the Stat-Safe (emergency kit
of medications) will be checked for medication;-If not in the Stat-Safe, pharmacy will be contacted for
immediate delivery;-If a dose of medication is missed, physician will be contacted when the error is
discovered for further order;-If physician is unavailable, the Medical Director and the Director of Nursing will
be contacted;-Documentation will be entered into electronic health record (point click care/PCC). Upon
request, the facility did not provide a policy for Medication Administration, Physician and Family notification
or Following Physician Orders. 1. Review of the facility Stat-Safe medication list showed the following
medications were available for use if needed:-Metoprolol tartrate (medication to treat high blood pressure)
25 milligram (mg) tablet;-Trazodone (medication to treat insomnia) 50 mg tablet. 2. Review of Resident #6's
face sheet showed the following:-He/She was admitted on [DATE];-Diagnoses included chronic diastolic
(congestive) heart failure (occurs when the stiffened, thickened left ventricle fails to fill properly, causing
blood to back up into the lungs and body; treatment focuses on managing symptoms with diuretics and
controlling blood pressure) and atrial fibrillation (rapid, irregular, and chaotic heartbeat; treatment includes
medications to control heart rate and rhythm and blood thinners). Review of the resident's hospital
discharge orders, dated 01/08/26, showed the following:-Acetaminophen (for pain and fever) 500 mg tablet;
take two tablets by mouth three times daily for 10 days; maximum allowable acetaminophen amount = 4
grams (4000 mg) in 24 hours;-Metoprolol tartrate 25 mg tablet; Take 0.5 (one-half) tablet by mouth two
times daily;-Aspirin 81 mg (blood thinner) chew tablet; take one tablet my mouth two times daily for 42 days;
Take twice daily for blood clot prevention for six weeks then okay to resume home dose daily;-Pregabalin
(for chronic pain) 50 mg capsule; take one capsule by mouth twice daily;-Duloxetine (for major depressive
disorder, generalized anxiety disorder, fibromyalgia, and chronic neuropathic or musculoskeletal pain) 60
mg capsule; take one capsule by mouth two times daily;-Levothyroxine (to treat underactive thyroid) 88
microgram (mcg) tablet; take one tablet my mouth once daily;-Midodrine 10 mg tablet; take one tablet by
mouth three times daily before meals; Reasons: Blood pressure drop upon standing; disorder of low blood
pressure;-Potassium chloride (a mineral supplement) extended release (ER) 20 milliequivalents (MEQ)
tablet; Take 1/2 (one-half) tablet by mouth twice daily;-Pravastatin (to lower bad cholesterol (LDL) and
triglycerides) mg tablet; take one tablet by mouth at bedtime;-Trazadone (to treat insomnia) 100 mg tablet;
take one tablet my mouth at bedtime.

(continued on next page)

265860 4

05/05/2026



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      

265860 02/04/2026

Cottages of Lake St Louis 2885 Technology Drive
Lake Saint Louis, MO 63367

F 0658

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Review of the resident's progress notes, dated 01/08/26 at 7:55 P.M., showed Registered Nurse (RN) D
documented the resident arrived via wheelchair, full assessment and vitals done, medication reconciliation
done, no questions at this time. Review of the resident's January 2026 electronic Medication Administration
Record (eMAR) showed the following:-Pravastatin; start date 01/08/26 at 9:00 P.M., documented as 9 (see
progress note) by Licensed Practical Nurse (LPN) A on 01/08/26 for the scheduled 9:00 P.M.
dose;-Trazadone; start date 01/08/26 at 9:00 P.M., documented as 9 (see progress note) by LPN A on
01/08/26 for the scheduled 9:00 P.M. dose;-Aspirin; start date 01/08/26 at 9:00 P.M., documented as 9 (see
progress note) by LPN A on 01/08/26 for the scheduled 9:00 P.M. dose;-Duloxetine; start date 01/08/26 at
9:00 P.M., documented as 9 (see progress note) by LPN A on 01/08/26 for the scheduled 9:00 P.M.
dose;-Metoprolol tartrate; start date 01/08/26 at 9:00 P.M., documented as 9 (see progress note) by LPN A
on 01/08/26 for the scheduled 9:00 P.M dose;-Potassium chloride; start date 01/08/26 at 9:00 P.M.,
documented as 9 (see progress note) by LPN A on 01/08/26 for the scheduled 9:00 P.M.
dose;-Acetaminophen; start date 01/08/26 at 9:00 P.M., documented as 9 (see progress note) by LPN A on
01/08/26 for the scheduled 9:00 P.M. dose; -Midodrine; start date 01/08/26 at 9:00 P.M., documented as 9
(see progress note) by LPN A on 01/08/26 for the scheduled 9:00 P.M. dose;-Pregabalin 50 mg; start date
01/08/26 at 9:00 P.M., documented as 9 (see progress note) by LPN A on 01/08/26 for the scheduled 9:00
P.M. dose;-Levothyroxine; start date 01/09/26 at 6:00 A.M., documented as 9 (see progress note) by LPN A
on 01/09/26 for the scheduled 6:00 A.M. dose;-Pregabalin 50 mg (two times a day); start date 01/08/26 at
9:00 P.M., documented as 9 (see progress note) by Registered Nurse (RN) B for morning (AM) dose on
01/09/26;-Pregabalin 100 mg; start date 01/09/26 at 9:00 P.M., documented as 9 (see progress note) by
LPN A on 01/09/26 for the scheduled 9:00 P.M. dose. Review of the resident's progress notes, for 01/08/26
and 01/09/26, showed no documentation as to why the medications were not administered. Review of the
resident's progress note, dated 01/09/26 at 6:30 P.M., showed RN B documented the following:-The
resident appeared restless due to lack of sleep; -The resident said he/she needed to get some sleep.
During an interview on 02/02/26 at 10:15 A.M. and 4:40 P.M., the resident's representative said the
following:-The resident admitted to the facility around 6:00 P.M. on 01/08/26;-He/She asked staff about the
resident's medications not being administered yet on the evening of 01/08/26 and was reassured by staff
that the resident would receive his/her medications that night;-He/She was never notified by the facility of
any missed medications, or he/she could've brought medications in;-The resident missed his/her
evening/bedtime medications on 01/08/26 and early morning medications on 01/09/26 and was anxious
and unable to sleep because of this. During an interview on 02/19/26 at 3:35 P.M., LPN A said the
following:-He/She was the nurse that worked with the resident on the evening/night shift on 01/08/26 and
01/09/26;-RN D was the nurse that was at the facility until 7:00 P.M. on 01/08/26 and helped with the
admission by inputting the medication orders;-All medication orders must be put into the system no later
than 5:00 P.M. for pharmacy to deliver the medication in time for bedtime med pass;-Since it was after
hours, the medications did not arrive that evening and he/she did not have access to the stat safe;-Without
access to the stat safe, he/she would have had to call another nurse from another cottage to access the
stat safe since there was no one from management there at night;-He/She did not call to ask anyone for
access to the stat safe;-He/She did not recall the family asking about the resident's medication on 01/08/26,
because if they would have asked, he/she would have called the Director of Nursing (DON) to get
permission to administer any home medications;-He/She was aware of the resident's missing medication
doses and did not call the pharmacy or physician because he/she was not aware he/she could call the
pharmacy to request medications STAT;-He/She passed it along in report to day shift that the medications
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still had not arrived for the 6:00 A.M. medication pass, and they would need to access the stat safe;-The
resident came out of his/her room around 4:00 A.M. on the morning of 01/09/26 saying that he/she was
having a hard time sleeping;-He/She noticed a change in the resident on 01/09/26 and thought it was
because he/she was just overly tired from not sleeping;-The resident went from being alert and oriented
times 3 or 4 to being alert and oriented times 2 or 3, but he/she just thought it was from the resident being
overly tired;-He/She did not notify the physician or call the DON when the medications were not available
the night of 01/08/26. During an interview on 02/04/26 at 2:50 P.M., 02/19/26 at 4:32 P.M., and /2020/26 at
2:00 P.M., RN B said the following:-Pharmacy delivers medications around 5:00 - 6:00 P.M., and again
around midnight, and again in the mornings;-If he/she does not receive needed medications, he/she
checked the stat safe (E-Kit);-If he/she did not receive the medication from the pharmacy and it was not
available in the stat safe, he/she will call the pharmacy to see why it was not delivered;-If it is an important
medication, he/she would call the family to bring in the medication;- If it was an over the counter medication
like Tylenol or aspirin, the facility should have that available; -If a medication was not administered, there
would be a 9 (see progress note) on the eMAR and a note should be written explaining that the medication
was not available, and pharmacy was contacted;-The current pharmacy the facility used was not getting the
medications to the facility at suitable times, so the facility was switching to another pharmacy; -The resident
said he/she had not slept at all on the night of 01/08/26;-The resident admitted on the evening of 01/08/26;
he/she worked the 7:00 A.M. - 7:00 P.M. shift on 01/09/26 and the medications arrived from the pharmacy
that morning;-He/She was aware the resident had not received his/her medications, including a sleeping
medication;-The resident's family told him/her that the resident was acting goofy and he/she informed them
the resident had been like that all day and thought it was because he/she had not slept all night;-He/She
did not notify the physician or DON regarding the missed medications;-If he/she charted the medication as
a 9 on the eMAR, it was not given;-If he/she forgot to put a note in the progress notes as to why the
medication was not given, it probably just slipped his/her mind. During an interview on 02/04/26 at 12:13
P.M., the DON said the following:-She would expect staff to notify the family and physician regarding any
missing medications/doses; -Over the counter medications such as Tylenol or aspirin, could easily be
picked up from the pharmacy down the street, if needed;-If a 9 (see progress note) is charted on the eMAR,
she would expect staff to put a note in the progress notes as to why the medication was not administered. If
there was no progress note, the medication was not administered;-She and/or nurse managers are
responsible for reviewing the eMARs, but do not do it daily. During an interview on 02/04/26 at 11:55 A.M.
and 3:20 P.M., the Administrator said the following:-If a resident admits to the facility in the evening, the
nurse inputs the orders, and the pharmacy delivers the medication later that evening;-If the medication was
unavailable, she would expect staff to pull medications from the stat safe/emergency kit (E-Kit);-If a
medication was not available in the E-Kit or the facility did not receive the medication from the pharmacy
quickly, staff could also notify the family representative to bring in the resident's medication;-If the pharmacy
is unable to deliver medications in a timely matter, the facility can use another 24 hour pharmacy down the
street to get the medications. During an interview on 02/19/26 at 3:04 P.M., the Pharmacist said the
following:-The pharmacy received the resident's medication orders after hours on 01/08/26 at 8:03
P.M.;-After hours (after 7:00 P.M.), there was an on-call pharmacist the facility could call and the pharmacist
can get them stat iv antibiotics, controls, or in special instances, other medications that were not available
in their E-Kit;-The resident's medications were dispensed and left their pharmacy for delivery on 01/09/26 at
9:27 A.M. During an interview on 02/04/26 at
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3:25 P.M., the resident's Nurse Practitioner said the following:-She verified medications for the resident
before the resident admitted to the facility on [DATE];-It was not uncommon for the facility to not have
medications available right away because the facility cannot order the medications until the resident was
admitted ;-She would have expected a call from the facility at least the following day (01/09/26) regarding
the missing medications and would have asked them to call the pharmacy and check the E-kit;-There
should be no reason not to give an over the counter medication such as aspirin. During an interview on
02/04/26 at 3:10 P.M., the resident's Physician said the following:-She was not notified of any missing
medications;-The resident should have been able to at least get aspirin - those should be easily available.
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