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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to provide one of one sampled resident (Resident 
1) with behavioral health care and services for the treatment of Resident 1's emotional, mental, and drug 
abuse (a disease that affects a person's brain and behavior and leads to an inability to control the use of a 
legal or illegal drug or medication) by failing to: Identify goals and nursing interventions when Resident 1 had 
cannabis (marijuana, a mind-altering drug) abuse, anxiety (nervousness), and depression (persistent 
sadness and a lack of interest or pleasure in previously rewarding or enjoyable activities) would leave the 
facility on out on pass (OOP, temporary permission of a resident to leave the facility in a specified time) 
unsupervised, without OOP orders from Resident 1's Physician (MD 1). This deficient practice resulted in 
Resident 1 continuing to go OOP unsupervised and without MD 1's orders and had the potential to result in 
serious injury or harm to Resident 1.Findings:During a review of Resident 1's admission Record (AR), the AR 
indicated Resident 1 was originally admitted to the facility on [DATE], and readmitted on [DATE], with 
diagnoses of chronic obstructive pulmonary disease (COPD- is a group of lung diseases that cause 
long-term breathing problems), major depressive disorder (a serious mental health condition characterized 
by persistent sadness, hopelessness, and a significant loss of interest or pleasure in activities that lasts for at 
least two weeks and impairs daily functioning), anxiety disorder (a condition in which a person has excessive 
worry and feelings of fear, dread, and uneasiness) and peripheral vascular disease (PVD- a condition where 
blood vessels outside the heart and brain narrow, block, or spasm, reducing blood flow and potentially 
causing tissue damage in the limbs or organs). During a review of Resident 1's Minimum Data Set (MDS-a 
resident assessment tool) dated 3/27/2025, the MDS indicated Resident 1's cognitive status (the mental 
process of thinking and understanding) was intact. The MDS indicated Resident 1 was independent with 
eating, oral and personal hygiene, toileting and bathing. During a review of Resident 1's Interdisciplinary 
Team Conference Record (IDT-a collaborative gathering of various healthcare professionals-including 
nurses, therapists, social workers, dietary staff, and life enrichment coordinators-to discuss a resident's care 
plan, coordinate efforts, and address any changes or challenges in their health) dated 7/7/2025, the IDT 
notes indicated the purpose of the conference was to discuss the smoking policy. There was no documented 
evidence found in Resident 1's care plans that a person-centered care plan was developed and implemented 
from this behavioral meeting between Resident 1 and the facility's IDT including the Social Services Director 
(SSD 1). Resident 1's Care Plans did not include person centered care plans that were developed for 
Resident 1's behavioral health care needs specific to behaviors assessed for substance abuse/alcohol 
abuse, that included psychiatrist/psychologist consult, voluntary checking of personal belongings every 
quarter and as necessary. During a review of Resident 1's Health Note Status (HNS) dated 5/8/2025 at 7:06 
PM, the HNS indicated The resident went out on pass to Grocery Store 1 at 12:30 PM. At approximately 6:30 
PM, multiple employees witnessed the resident coming out of the Smoke Shop 1 with red cup and beer in 
her hand smoking a vape and drinking the beer. During a review or Resident 1's HNS dated 5/13/2025 at 
9:56 PM, the HNS indicated, Urine drug screen results sent to MD for his review, positive for 
tetrahydrocannabinol (THC- the principal ingredient in marijuana), opioids (a class of drug used to reduce 
moderate to severe pain), and benzos (a class of drug that relieves anxiety and relaxes muscles). During an 
interview and record review with the Director of Nursing (DON) on 8/13/2025 at 7:55 AM, a review of the 
facilities Sign Out document indicated Resident 1 signed out on 5/5/2025 at 10:45 AM, and 5/7/2025 at 
12:25PM. A review of Resident 1's OOP orders indicated Resident 1 did not have OOP orders for 5/5/2025 
or 5/7/2025. The DON stated there is no documentation or an order for Resident 1 OOP for the dates of 
5/5/25 at 10:45am or 5/7/25 at 12:25pm. The DON stated there should have been a doctor's order if 
Resident 1 left the facility. During an interview with Minimum Data Set Assistant (MDSA- an assistant that 
helps to collect, organize, and submit resident data for long-term care facilities, ensuring compliance with 
federal and state regulations for resident assessment and care planning) on 8/13/2025 at 8:30 AM, the 
MDSA stated documents including residents care plans are reviewed quarterly or annually as needed. Per 
the MDSA, it is the license nurse's responsibility to update or discontinue a residents care plan. The MDSA 
stated she was not sure if there should be a care plan regarding Resident 1's actions of using illegal drugs 
and drinking beer. Per the MDSA, if Resident 1 was seen using illegal drugs and drinking beer, there should 
be a care plan in place, so staff are aware, and interventions are in place. During an interview with the Social 
Service Director (SSD) on 8/13/2025 at 9:42 AM, the SSD stated, Resident 1 has a substance abuse history 
of marijuana, tabaco and alcohol. The SSD stated she is responsible for Resident 1's reassessment through 
quarterly and/or during a readmission. Per the SSD, there was an IDT meeting held, and she was part of it 
but did not follow up. SSD stated there should have been a follow up to Resident 1's history of substance 
abuse and there was potential harm due to residents actions of using marijuana and drinking beer. During an 
interview with License Vocational Nurse (LVN2) on 8/13/2025 at 11:55 AM, LVN2 stated there were a total of 
four (4) used marijuana pens found inside Resident 1's room inside the nightstand. LVN2 confiscated the 4 
pens and informed the Administrator (Admin) and DON who told LVN2 to lock them in the medication cart 
drawer for safety. Per LVN2 potential harm can come from Resident 1 having marijuana pens in possession 
since it can interact with the medications Resident 1 takes, causing harm to Resident 1 or any other resident 
that can potentially be exposed or ingest the marijuana. During an interview with MD1 on 8/13/2025 at 1:01 
PM, MD1 stated, he was very familiar with Resident 1 who has a drug abuse history. MD1 stated he was 
aware that she had gone out on pass and had returned to the facility intoxicated (physical and mental 
functions are impaired by alcohol or other drugs, leading to symptoms like slurred speech, poor coordination, 
and confusion). MD1 stated, As far as I know, there must be a doctor's order for a resident to be able to go 
out on pass. During an interview with Registered Nurse (RN1) on 8/13/2025 at 1:25 PM, RN1 stated 
Resident 1's CP should have been developed and implemented to address Resident 1's alcohol use and 
drug substance abuse to ensure safety of Resident 1, since it was possible that the Resident 1 will be using 
drugs or drinking alcohol when resident is OOP. RN1 also stated Resident 1 should have been referred for 
behavioral health services such as counseling or referrals to address the potential complications from alcohol 
use and illicit drugs which can place Resident 1 at risk for accidents or injury. During a concurrent interview 
and record review with the DON on 8/13/2025 at 3 PM, the DON stated Resident 1's records did not indicate 
documented evidence that a care plan for Resident 1's behavior for the potential for alcohol abuse was 
developed for Resident 1 or any person-centered interventions were implemented to provide behavioral 
health services to Resident 1, that included counseling for Resident 1's alcoholism, such as a referral to 
Alcoholic Anonymous (AA). The DON stated, not having a plan of care, and behavioral services such as AA, 
Resident 1 had the potential risk for worsening alcoholic condition, alcoholic behavior or even possible 
elopement. During the same interview with DON on 8/13/2025 at 3:30 PM, DON stated, Resident 1 should 
have been supervised, should have a care plan and discussed during IDT, and should be monitored 
frequently, and the need for behavioral health services such as psych counseling or AA should have been 
addressed, because of the potential for complications from alcoholism, potential for accidents or any type of 
incidents. During a concurrent interview with SSD1 on 8/14/2025 at 9:15 AM, SSD1 stated Resident 1 did not 
have a behavioral contract, and that services such as counseling or referrals were not made. Per the SSD, 
Resident 1 did mention the use of drugs and alcohol during SSDs assessments. SSD1 stated she wasn't 
sure if she should have referred Resident 1 for any counseling for drug or alcohol abuse even after the IDT 
was done. Per the SSD, the IDT meeting was for the incident regarding Resident 1 having the marijuana 
pens in her possession. During a review of the facility's policy and procedure (P&P) titled, Behavior 
Assessment, Interventions and Monitoring revised March 2019, the P&P indicated, the facility will provide, 
and residents will receive behavioral health services as needed to attain or maintain the highest practicable 
physical, mental and psychosocial well-being in accordance with the comprehensive assessment and plan of 
care. As part of the initial assessment, the nursing staff and attending physician will identify individuals with a 
history or impaired cognition, altered behavior, substance use disorder, or mental disorder.Management:The 
interdisciplinary team will evaluate behavioral symptoms in residents to determine the degree of severity, 
distress and potential safety risk to the resident, and develop a plan of care accordingly. Safety strategies will 
be implemented immediately if necessary to protect the resident and others from harm. During a review of 
the facility's policy and procedure (P&P) titled, Care Plan Comprehensive, dated 8/25/2021, the P&P 
indicated a comprehensive, person-centered care plan that includes measurable objectives and timetables to 
meet the resident's physical, psychosocial and functional needs is developed and implemented for each 
resident. Care plan interventions are chosen only after data gathering, proper sequencing of events, careful 
consideration of the relationship between the resident's problem areas and their causes, and relevant clinical 
decision making.
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