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 Based on observation, record review and interview, the facility failed to ensure:

a. a diuretic was included on the care plan for one (#23) of five sampled residents reviewed for unnecessary 
meds; and 

b. assist rails were included on the care plan for one (#43) of two sampled residents reviewed for restraints. 

The administrator in training identified 51 residents resided in the facility and 15 residents received diuretics. 
MDS Coordinator #1 identified three residents had assist rails. 

Findings:

1. Resident #23 had diagnoses which included hypertensive heart disease with heart failure. 

A physician order, dated 05/10/24, documented to administer hydrochlorothiazide (diuretic medication) 25 
mg in the morning for hypertensive heart disease with heart failure.

A physician order, dated 06/22/24, documented to administer furosemide (diuretic medication) 40 mg in the 
morning for hypertensive heart disease with heart failure. 

The resident's care plan was reviewed and did not document the use of diuretics. 

On 12/19/24 at 10:22 a.m., MDS Coordinator #1 stated they did not see diuretics on the care plan. They 
stated it should have been included. 

2. Resident #43 had diagnoses which included arthritis and obesity. 

A physician order, dated 10/30/24, documented transfer bars in place at all times.

A record review did not document a U-rail or positioning bar on the care plan.

On 12/17/24 at 9:05 a.m., a U-rail was observed attached to the middle of the bed on the side of the bed 
touching the wall. 
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On 12/19/24 at 2:03 p.m., MDS Coordinator #1 stated the U-rail/positioning bar was not on the care plan. 
They stated it should have been included.
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