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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to 
participate in experimental research, and to formulate an advance directive.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50039

Based on interview and record review, the facility failed to ensure residents had the right to formulate an 
advance directive for 1 of 8 residents (Resident #47) reviewed for advanced directives. 

The facility failed to revise orders for Resident #47's code status from full code to DNR after his return from 
the hospital to correctly reflect the resident's wishes. The resident had a signed DNR form from 2019, but 
also had an active order for full code. 

This deficient practice could affect residents who require care and monitoring and place them at risk of not 
receiving the care and services to meet their needs.

The findings included:

Record Review of Resident #47's face sheet dated [DATE] revealed a [AGE] year-old male with an initial 
admitted [DATE] and a current admitted [DATE]. Pertinent diagnosis included Vascular Dementia (general 
term describing problems with reasoning, planning, judgment, memory and other thought processes caused 
by brain damage from impaired blood flow to your brain).

Record review of Resident #47's Comprehensive MDS assessment section C, cognitive patterns, dated 
[DATE] revealed a BIMS score of 11 (moderate impairment).

Record review of Resident #47's care plan revealed the problem [Resident #47] has a code status of: 
OOH-DNR initiated on [DATE]. Interventions listed to treat the problem were as follows:

- A copy of the OOH-DNR will be kept in the Resident medical chart readily available for all to see initiated on 
[DATE].

- In the event that the Resident arrests no efforts to resuscitate will be provided in accordance with the 
Resident wishes initiated on [DATE].

- Staff will honor and respect Resident wish to be a DNR status initiated on [DATE].

Record review of Resident #47's order summary dated [DATE] revealed an active order titled CPR - Full 
Code initiated on [DATE] by RN E. Further record review showed a discontinued order titled DNR'' placed on 
[DATE] and discontinued on [DATE].

(continued on next page)
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Level of Harm - Minimal harm or 
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Residents Affected - Few

Record review of the form titled OUT-OF-HOPSITAL DO-NOT-RESUSCITATE (OOH-DNR) ORDER 
revealed the form was completed and signed by Resident #47, two witnesses, and his physician on [DATE].

During an interview with Resident #47 on [DATE] at 9:46 AM, Resident #47 stated he wanted the facility to 
do everything they could do to save him in the case his heart stopped beating. Resident #47 stated he 
wanted the staff to perform CPR on him if he needed it.

During an interview with CNA B on [DATE] at 9:26 AM, CNA B stated CNA's were not trained to do CPR in 
the facility. CNA B stated if she saw a resident that needed CPR, she would yell for a nurse immediately. 
CNA B stated Resident #47's room was in the 100 hall. CNA B stated almost every resident in the 100 hall 
was a DNR. CNA B stated in the instance they were not sure if a resident was a DNR or not, the nurses 
would find out the answer in the computer system or in the binder at the nurse's station.

During an interview with LVN A on [DATE] at 10:00 AM, LVN A stated she was the current nurse for the 100 
hall. LVN A stated she was trained to do CPR. LVN A stated most of the residents on the 100 hall was a 
DNR. LVN A stated she would always double check the records before performing CPR on a resident. LVN 
A stated there was a binder at the nurse's station that contained whether a resident was a DNR or full code. 
LVN A stated RN E worked in medical records and updated the binder when it was necessary. LVN A stated 
Resident #47 was a DNR.

During an observation on [DATE] at 10:09 AM, LVN A showed this surveyor the advanced directives binder 
located at the nurses station. LVN A turned to the page containing Resident #47's signed DNR from [DATE].

During an interview with the DON on [DATE] at 10:12 AM, the DON stated if a resident were able to tell us if 
they wanted to be a full code or DNR then we would listen. The DON stated if residents were not able to 
make that choice, then the RP, doctor, and family would get together to make the best decision for the 
resident. The DON stated it could be difficult interpreting whether a resident could make the decision on their 
own if they wanted to be a full code or DNR. The DON stated she thought Resident #47 was cognitively 
aware enough to decide on his own if he wanted to be a full code or DNR. The DON stated she expected 
nurses to double check the advance directives book or the resident's chart before they administered CPR to 
the resident. The DON stated Resident #47 was a DNR. The DON stated when a resident was discharged to 
the hospital all active orders were discontinued. The DON stated Resident #47's DNR order was 
discontinued on [DATE]. The DON stated when they came back, all their new orders were put in, including a 
code status. The DON stated Resident #47's chart currently showed he was a full code. The DON stated 
Resident #47 was recently hospitalized on [DATE] from a fall he had in the shower. The DON stated the 
resident was in the hospital for a few weeks and returned to the facility on [DATE]. The DON stated if the 
code status was not correct then a nurse could start CPR on someone who was a DNR or not start CPR on 
someone who was a full code. 

(continued on next page)
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During an interview with RN E on [DATE] at 10:25 AM, RN E stated when a resident came back from the 
hospital, the receiving nurse would put new orders into the resident's chart. RN E stated if the resident had a 
DNR before they went to the hospital, then when they came back they would maintain the same DNR status. 
RN E stated Resident #47 was a DNR. RN E stated she did not remember putting the Full Code order in the 
chart of Resident #47 on [DATE]. RN E stated she thought Resident #47 was cognitively aware enough to 
make the decision on whether he wanted to be a full code or DNR. RN E stated if a nurse looked in a 
resident's chart and saw that they were a full code, they might perform CPR on Resident #47 despite them 
having a signed DNR. 

During an interview with the ADON on [DATE] at 1:31 PM, the ADON stated on discharge, all orders for the 
discharged resident were discontinued. The ADON stated the admitting nurse would put orders into the 
system once the resident returned from the hospital. The ADON stated the hospital paperwork usually did 
not contain the resident's code status. The ADON stated the admitting nurse could verify the resident's code 
status by asking the resident or the resident's RP. The ADON stated he spoke to Resident #47 at 
approximately 11:00 AM on [DATE] about his code status, and the resident stated he wanted to be a full 
code. The ADON stated he explained the difference between full code and DNR to the resident and the 
resident acknowledged comprehension of the difference. The ADON stated they had a morning meeting with 
nurse managers every weekday to go over new orders from the previous day. The ADON stated if the 
resident's code status was not consistent across all platforms, they could perform CPR on a resident with a 
DNR or vice versa.

Record review of the facility policy titled Advance Directives revised [DATE], revealed the following:

7. Information about whether or not the resident has executed an advance directive shall be displayed 
prominently in the medical record.

10. The plan of care for each resident will be consistent with his or her documented treatment preferences 
and/or advance directive.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50969

Based on observation, interview and record review, the facility failed to develop a comprehensive care plan 
for each resident that includes measurable objectives and timeframes to meet a resident's medical, nursing, 
mental, and psychosocial needs, as well as describes the services that are to be furnished to attain or 
maintain the resident's highest practicable physical, mental, and psychosocial well-being for 1 of 5 residents 
(Resident #7) reviewed for care plans in that:

The Facility failed to ensure that Resident #7's care plan was revised, updated and individualized with 
interventions and goals to address Resident #7's urinary incontinence.

This deficient practice could place residents in the facility at risk of not being provided with the necessary 
care or services and not having personalized or individualized plans developed to address specific needs or 
concerns.

Findings included:

Record review face sheet, on 12/18/2024 at 3:17 PM, revealed Resident #7 was a [AGE] year-old-female 
with an original admitted [DATE], and a current admitted [DATE].

Record review of medical diagnoses revealed Resident #7 had Essential Primary Hypertension with onset of 
8/28/2024.

Record review of care plan initiated 9/03/24 revealed Resident #7 was on diuretic therapy related to 
hypertension, and goals include having moist mucous membranes and adequate urine output. There are no 
individualized or personalized focuses, goals or interventions related to urinary incontinence included in 
Resident #7's care plan, such as, need for frequent brief checks and changes, need for frequent clothing 
checks or changes, need for a toileting or bowel and bladder program. 

Record review of physician's orders revealed order for Furosemide 20 mg started 9/03/2024 and Tamsulosin 
0.4 mg started 9/03/2024.

Record review of progress note dated 12/12/24 revealed Resident #7 had constant complaints of urinary 
incontinence and bowel movements. 

Observation on 12/17/24 at 1:01 PM revealed a slight smell of urine and Resident #7 consistently looking at 
and feeling of her clothes to see if they were damp with urine. 

In an interview with Resident #7, on 7/17/24 at 1:00 PM, she stated she used to use a walker but spends all 
her time in a wheelchair now because her legs have gotten weaker, and she has had some falls. She stated 
due to being in the wheelchair, the falls, and the weakness in her legs, she needs more assistance than she 
used to. She stated she can no longer get herself up and to the bathroom, and this is why she wears briefs, 
but because of the water pill, she stated she stayed wet constantly, and it takes staff too long to answer call 
lights sometimes. She felt like she cannot go anywhere, including physical therapy because she was 
constantly soaked in urine. 

(continued on next page)
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Residents Affected - Few

In an interview with LVN - A, on 12/18/2024 at 1:18 PM, she stated she is not sure why Resident #7's 
frequent urination and constant wetness is not care planned, but they will adjust the care plan to reflect 
individualized and personalized focuses, goals and outcomes. She stated she was not sure why the other 
approaches to this resident's issues with constant urination are not approached in the care plan, such as a 
toileting program, increased changing of the brief, monitoring for wetness of clothes, changing prior to 
activities. She stated resident has complained many times about her frequent urination and being wet 
frequently. She stated the MDS nurse typically updates the care plan, but she was out, but the ADON or any 
of the nurses can typically update the care plan, and she will discuss individualizing and personalizing this 
care plan. 

In an interview with the ADON, on 12/18/24 at 1:30 PM, he stated he was not sure why Resident #7's care 
plan was not individualized, or why there are not any personal goals for this resident for her increased and 
frequent incontinence. He stated the MDS nurse, the DON, Medical Records, and the nurse managers 
typically update the care plans, and they should have updated and personalized in this care plan, and they 
will work on getting it fixed.

In an interview with the DON, on 12/19/24 at 7:50 AM, she stated Resident #7 had never previously 
complained about being soaked in urine or feeling like she has urine all over her until this week, so that was 
when she (the DON) addressed it. 

In an interview with CNA - B, on 12/19/24 at 9:06 AM, she stated Resident #7 has complained about frequent 
urination and bowel movements a lot, but she had never heard her complain about not wanting to leave room 
due to urination, but she always stated she wanted or needed to return back to her room quickly due to 
urination and needing to be changed. 

Record review of the facility's Care Plan Policy revised December 2016 revealed the Interdisciplinary Team 
is responsible for the development of an individualized comprehensive care plan for each resident. 
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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.

44748

Based on observation, interview, and record review, the facility failed to ensure that the resident environment 
remained free of accident hazards as is possible for 1 of 1 central supply room reviewed for the environment.

The facility failed to maintain and assure the central supply room was locked at all times.

This failure could place residents at risk of living in an unsafe environment.

The findings include:

Observation of the central supply room door on 12/17/24 at 8:25 AM revealed the door was unlocked and 
easily opened. There was a key to the lock hanging on the wall just outside of the door. There was a sign on 
the door that read, Staff Only Do Not Enter. In the room were 12 closed boxes and one open box of 
disposable razors. There were 6 boxes of loose nail clippers, and 1 large box full of multiple individual bottles 
of liquid soap. The items were in cubby type shelves located from the floor to approximately waist high.

Observation of the central supply room door on 12/18/24 at 9:18 AM revealed the door was unlocked and 
easily opened. There was one can of spray lubricant, the same boxes of nail clippers, and the same large 
box full of multiple individual bottles of liquid soap on the same shelves.

In an interview with CNA F on 12/18/24 at 09:20 AM, she said the central supply room should be locked at all 
times and did not know why it was not. She demonstrated the locking mechanism on the door was difficult to 
engage and said she would put in a maintenance order for it. She would not say how long the locking 
mechanism was not working. She said she did not know if the spray lubricant was supposed to be in the 
central supply room. She said if a resident handled it, they could be harmed by the spray; it could get in their 
eyes and on their hands. She said she did not see anything else that might be harmful.

In an interview with the DON on 12/18/24 at 4:13 PM, she said the central supply room should be locked at 
all times. She said there was a key on the wall just outside the door. She said there was also a sign on the 
door for only staff to enter. She said maintenance put a new self-locking handle on the door today. She said 
there were harmful items such as razors, liquid soap, and spray lubricant in the central supply room. She 
said the spray lubricant was definitely not supposed to be in there. She said the residents could not have 
razors or disposable razors of their own because they could harm themselves or others. She said the open 
box of disposable razors was removed yesterday because the door lock was difficult to manage. She said 
she had to use the key to unlock the central supply room weekly for ordering purposes and she was unaware 
it had not been locked. She said herself, the ADM and the MS were responsible for the safety of the central 
supply room. She said all staff were responsible for keeping the central supply room locked at all times.

(continued on next page)

96675892

03/27/2025



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      

675892 12/19/2024

Gulf Pointe Plaza 1008 Enterprise Blvd
Rockport, TX 78382

F 0689

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

In an interview with the MS on 12/18/24 at 4:30 PM, he said the central supply room should be locked at all 
times. He said he replaced the lock today. He said he utilized the central supply room around 3 times a week 
and he always locked the door. He said he had tried to get the staff to keep it locked by telling them 
whenever he found it unlocked, which was frequently. He said the residents would push the door open if they 
saw someone in there and ask for things such as tissues or lotion, etc. He said mostly the liquids like lotion, 
and disposable razors and just about anything in the central supply room could be harmful to the residents. 
He said the (loaded) shelves could fall on them if a resident tried to balance themselves with it or tried to 
reach for something. He said he used the lubricating spray last week and he forgot he put it on the shelf in 
the central supply room. He said he mostly used the lubricating spray on resident's wheelchairs in his office 
when they were not using them, like during a nap. He said the central supply room now had a self-locking 
door handle. He said he would bring it up (the new door handle and locking the central supply room) in the 
next (daily) morning meeting where all managers attended. He said himself, the ADM and the DON were 
responsible for the safety of the central supply room. He said all staff were responsible for keeping the 
central supply room locked at all times.

In an interview with CNA B on 12/19/24 at 9:05 AM, she said she had worked at the facility for eleven or 
twelve years. She said the central supply room door was not locked all the time-it depended on who was 
working. She said she had never seen a resident in there or attempt to go in there. She said the door should 
be locked all the time. She said there were harmful materials in there such as bath soap, shaving cream, nail 
clippers, disposable razors, and for infection control.She said the door was locked when she got here at 6:30 
am today. She said she was happy it was locked. 

In an interview with the ADM on 12/19/24 at 9:26 AM, he said the central supply room should be locked at all 
times. He said the central supply room had lock on it, but it was difficult to manage, so it was replaced 
yesterday to one that automatically locked. He said residents should not be in there taking things at will. He 
said he did not go in there often-mostly to make sure boxes were not stacked too high. He said the door had 
been locked when he went in there in August. He said he did not know if there were any items that could 
harm residents in the central supply room. He said the MS and the DON were responsible for the safety of 
the central supply room, but he was ultimately responsible. He said all staff were responsible for keeping the 
central supply room locked at all times. Policies for storage of resident items and hazardous materials was 
requested.

Record review of the facility policy revised November 2009, titled Receipt and Storage of Supplies and 
Equipment: 6. All supplies and equipment must be stored in accordance with the manufacturer's 
recommendations. 7. Hazardous/toxic materials must be properly stored and labeled in accordance with 
current regulations. 8. It shall be the purchasing agent's responsibility to assure that proper storage 
procedures are maintained. 

Record review of the facility policy revised December 2009, titled Storage Areas, Maintenance: Policy 
Statement-Maintenance storage areas shall be maintained in a clean and safe manner. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted 
professional principles; and all drugs and biologicals must be stored in locked compartments, separately 
locked, compartments for controlled drugs.

50039

Based on observation and interview, the facility failed to ensure all drugs and biologicals were stored in 
locked compartments and labeled in accordance with currently accepted professional principles reviewed for 
medications stored in 1 of 7 medication carts (Overflow cart) reviewed for storage.

The facility failed to keep the overflow cart locked when not in use.

This failure could place residents in the facility at risk of drug diversion or misuse of medications leading to 
harm.

Findings included:

During an observation at 7:15 AM on 12/17/24, this surveyor pulled the top drawer of the overflow medication 
cart and it opened. The overflow medication cart was unlocked with no employee nearby.

During an interview with CMA C at 7:16 AM on 12/17/24, CMA C stated she was not aware the medication 
cart was unlocked until she saw the drawer open. CMA C stated she arrived at the facility this morning at 
around 5:45 AM. CMA C stated the cart that was left unlocked was the overflow cart where they store extra 
medications for residents. CMA C stated she had not used the overflow cart yet since she arrived that 
morning. CMA C stated she did not know who left the medication cart unlocked. CMA C stated the 
medication carts should not be left unlocked when unattended. CMA C stated somebody could open the 
unlocked medication cart and use medication, possibly leading to adverse reactions. 

During an interview with RN E at 7:20 AM on 12/17/24, RN E stated she arrived this morning at 7:16 AM. RN 
E stated she did not know who left the medication cart unlocked. RN E stated medication carts should be 
locked whenever they were not in use. RN E stated anybody could open the unlocked medication cart to 
access other resident's medications.

During an interview with LVN D at 12:41 PM on 12/19/24, LVN D stated she administered PRN medications 
and scheduled medications to residents. LVN D stated medication carts were supposed to be locked when 
not in use. LVN D stated if she saw an unlocked cart not in use, she would lock it. LVN D stated she would 
notify whoever's cart it was and the DON that the medication cart was left unlocked. LVN D stated any 
resident would be able to go into an unlocked medication cart and take medicine that was not theirs.

During an interview with the DON on 1:57 PM on 12/19/24, the DON stated medication carts should be 
locked and the screen should be on lock mode when not in use. The DON stated if she saw an unlocked cart 
not in use, she would lock it and figure out whose cart it was. The DON stated she had been working at the 
facility for approximately 5 years. The DON stated she had seen medication carts unlocked when not in use 
about once per year since she had been working at the facility. The DON stated someone could have 
accessed medications from an unlocked cart who should not have access to those medications.

(continued on next page)
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Gulf Pointe Plaza 1008 Enterprise Blvd
Rockport, TX 78382

F 0761

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Record review of the facility policy titled Security of Medication Cart revised April 2007, revealed the 
following:

5. When the medication cart is not being used, it must be locked and parked at the nurses' station or inside 
the medication room.
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