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F 000 INITIAL COMMENTS F 000

 The following citations represent the findings of a 

health resurvey and complaint investigation 

KS0000194873. 

The 2567 was electronically sent on 05/20/25.

 

F 605 Right to be Free from Chemical Restraints

CFR(s): 483.10(e)(1), 483.12(a)(2), 483.45(c)(3)

(d)(e)

§483.10(e) Respect and Dignity.

The resident has a right to be treated with respect 

and dignity, including:

§483.10(e)(1) The right to be free from any . . . 

chemical restraints

imposed for purposes of discipline or 

convenience, and not required to treat the

resident's medical symptoms, consistent with 

§483.12(a)(2).

§483.12

The resident has the right to be free from abuse, 

neglect, misappropriation of

resident property, and exploitation as defined in 

this subpart. This includes but is

not limited to freedom from corporal punishment, 

involuntary seclusion and any

physical or chemical restraint not required to treat 

the resident's medical

symptoms.

§483.12(a) The facility must-. . .

§483.12(a)(2) Ensure that the resident is free 

from . . . chemical restraints

imposed for purposes of discipline or 

convenience and that are not required to treat the 

resident's medical symptoms.

. . . .

F 605

SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 

other safeguards provide sufficient protection to the patients . (See instructions.)  Except for nursing homes, the findings stated above are disclosable 90 days 

following the date of survey whether or not a plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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F 605 Continued From page 1 F 605

§483.45(c)(3) A psychotropic drug is any drug that 

affects brain activities associated with mental 

processes and behavior.  These drugs include, 

but are not limited to, drugs in the following 

categories:

(i) Anti-psychotic; 

(ii) Anti-depressant; 

(iii) Anti-anxiety; and

(iv) Hypnotic.

§483.45(d) Unnecessary drugs-General. Each 

resident's drug regimen must be free from 

unnecessary drugs. An unnecessary drug is any 

drug when used- 

(1) In excessive dose (including duplicate drug 

therapy); or 

(2) For excessive duration; or 

(3) Without adequate monitoring; or 

(4) Without adequate indications for its use; or 

(5) In the presence of adverse consequences 

which indicate the dose should be reduced or 

discontinued; or 

(6) Any combinations of the reasons stated in 

paragraphs (d)(1) through (5) of this section.

§483.45(e) Psychotropic Drugs.  Based on a 

comprehensive assessment of a resident, the 

facility must ensure that--

§483.45(e)(1) Residents who have not used 

psychotropic drugs are not given these drugs 

unless the medication is necessary to treat a 

specific condition as diagnosed and documented 

in the clinical record;

§483.45(e)(2) Residents who use psychotropic 

drugs receive gradual dose reductions, and 

behavioral interventions, unless clinically 
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F 605 Continued From page 2 F 605

contraindicated, in an effort to discontinue these 

drugs;

§483.45(e)(3) Residents do not receive 

psychotropic drugs pursuant to a PRN order 

unless that medication is necessary to treat a 

diagnosed specific condition that is documented 

in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs 

are limited to 14 days.  Except as provided in 

§483.45(e)(5), if the attending physician or 

prescribing practitioner believes that it is 

appropriate for the PRN order to be extended 

beyond 14 days, he or she should document their 

rationale in the resident's medical record and 

indicate the duration for the PRN order.    

 

§483.45(e)(5) PRN orders for anti-psychotic 

drugs are limited to 14 days and cannot be 

renewed unless the attending physician or 

prescribing practitioner evaluates the resident for 

the appropriateness of that medication.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 32 residents. 

The sample included 12 residents, with five 

reviewed for unnecessary medications. Based on 

observations, record review, and interviews, the 

facility failed to ensure Residents (R) 19 and R8 

remained free from unnecessary psychotropic 

(alters mood or thought) medications and 

chemical restraint (use of medication to control 

behaviors). This deficient practice placed both 

residents at risk for sedation and chemical 

restraint. 

Findings Included: 
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F 605 Continued From page 3 F 605

-  The "Medical Diagnosis" section within R19's 

Electronic Medical Records (EMR) included 

diagnoses of quadriplegia (inability to move the 

arms, legs, and trunk of the body below the level 

of an associated injury to the spinal cord), muscle 

weakness, dysphagia (difficulty swallowing), and 

chronic obstructive pulmonary disease (COPD - a 

progressive and irreversible condition 

characterized by diminished lung capacity and 

difficulty or discomfort in breathing).

R19's "Quarterly Minimum Data Set (MDS)" dated 

02/04/25 noted a Brief Interview for Mental Status 

(BIMS) score of two, indicating severe cognitive 

impairment. The MDS noted she had bilateral 

(both sides) upper and lower extremity 

impairments. The MDS noted she was dependent 

on staff assistance for transfers, bathing, bed 

mobility, dressing, toileting, and personal hygiene. 

The MDS noted she had no psychiatric or mood 

disorders. The MDS indicated she did not take 

antianxiety (a class of medications that calm and 

relax people) or antipsychotic (a class of 

medications used to treat major mental conditions 

that cause a break from reality) medications. 

R19's "Psychotropic Drug Use Care Area 

Assessment (CAA)" completed 02/04/25 noted 

she took psychotropic medications and was at 

risk for side effects. The CAA noted she took 

antipsychotic drugs and noted that care plan 

interventions were implemented. 

R19's "Care Plan" initiated on 02/27/25 indicated 

she was totally dependent on staff assistance for 

all her activities of daily living (ADL) related to her 

medical diagnoses. The plan noted she took 

medications with Black Box Warnings (BBW - the 

highest safety-related warning that medications 
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F 605 Continued From page 4 F 605

can have assigned by the Food and Drug 

Administration). The plan instructed staff to 

monitor for medication side effects and adverse 

reactions to the medications. The plan noted that 

the pharmacy would make medication 

recommendations and follow up as indicated. The 

plan noted she would be monitored by her 

medical provider, and the pharmacist would 

consider dosage reduction when clinically 

appropriate for her psychotropic medications. 

R19's EMR under "Physician Orders" indicated 

an order (dated 01/28/25) for staff to administer 

12.5 milligrams (mg) of Seroquel (antipsychotic 

medication) via her gastrostomy tube (G-tube: 

tube surgically placed through an artificial 

opening into the stomach) at bedtime for 

depression (a mood disorder that causes a 

persistent feeling of sadness and loss of interest). 

The EMR revealed she had the medication upon 

her admission on 01/28/25. 

R19's EMR under "Physician Orders" indicated 

an order (dated 01/28/25) for staff to administer 

Lorazepam (an antianxiety medication), one 

milligram every six hours as needed for anxiety 

(mental or emotional reaction characterized by 

apprehension, uncertainty, and irrational fear). 

The order lacked a stop date and was 

documented as indefinite. 

A review of R19's "Medication Regimen Review 

(MRR)" completed 03/14/25 revealed the 

Consultant Pharmacist (CP) notified the facility 

that R19's Lorazepam medication required a 

duration of use past the 14-day period. The 

medical provider responded to the note with a 

30-day duration for anxiety on 03/21/25. R19's 

Lorazepam received no other orders for the 
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F 605 Continued From page 5 F 605

continuation past the 30-day stop period. 

A review of R19's "Medication Regimen Review 

(MRR)" completed 03/14/25 revealed the CP 

notified the facility that R19's Seroquel medication 

could not be used for depression. The medical 

provider noted R19 failed a gradual dose 

reduction. The MRR did not acknowledge that 

depression was not an accepted CMS indication 

for antipsychotic medications. 

On 05/06/25 at 07:00 AM, R19 rested in her bed. 

R19 received her morning medication without 

issue. 

On 05/6/25 at 01:20 PM, Licensed Nurse (LN) I 

stated that antipsychotic medication should not 

be given for depression. She stated the 

medication was to be given for mental disorders. 

She stated PRN psychotropic medications 

required a 14-day stop date and a physician's 

rationale for continued use. She stated that 

nursing staff were expected to monitor the orders 

and report irregularities to the medical provider 

and the director of nursing. She stated the 

pharmacy was expected to also find these issues 

and report them. 

On 05/06/25 at 01:32 PM, Administrative Nurse D 

stated all PRN psychotropic medications should 

have the initial 14-day stop date. She stated the 

durations were not usually put into the orders due 

to the pharmacy setting the durations for the 

medications. She stated that antipsychotic 

medications were not meant to be used for 

depression. She stated that antipsychotics were 

to be used for behavioral and mood disorders. 

The facility's "Psychotropic Medication Use" 
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F 605 Continued From page 6 F 605

policy, revised 07/2022, indicated the facility was 

not to give psychotropics unless necessary to 

treat a specific condition and deemed beneficial 

to the resident. The policy noted that the facility 

would identify the risks versus benefits of the 

medication's use and utilize non-pharmacological 

interventions. The policy noted that the facility 

would ensure continual medication monitoring 

and adjust the dosage to meet the therapeutic 

needs of the resident. The policy noted that PRN 

psychotropic medication would be given a 14-day 

stop date and renewed only upon physician 

evaluation. 

-  R8's Electronic Medical Record (EMR) from the 

"Diagnosis" tab documented diagnoses of 

paraplegia (the loss of muscle function, 

sensation, or both) and insomnia (inability to 

sleep). 

The "Admission Minimum Data Set (MDS)" dated 

01/13/25 documented a Brief Interview of Mental 

Status (BIMS) score of 15, which indicated intact 

cognition. The MDS documented R8 had 

received hypoglycemic (a class of medication 

used to lower blood sugar) medication, opioid (a 

class of controlled drugs used to treat pain) 

medication, and antipsychotic (a class of 

medications used to treat major mental conditions 

that cause a break from reality) medication during 

the observation period.   

R8's "Psychotropic Drug Use Care Area 

Assessment (CAA)" dated 01/15/25 documented 

R8 received antipsychotic medication related to 

his diagnosis of paraplegia. 

R8's "Care Plan," dated 03/26/25, documented 

the nursing staff would request the physician to 

review and evaluate R8's medications. 
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R8's EMR under the "Orders" tab revealed the 

following physician orders: 

Diazepam (antipsychotic) oral tablet two milligram 

(mg) (valium) give one tablet by mouth every 

eight hours as needed (PRN) for mild muscle 

spasms (involuntary muscular contraction) dated 

02/10/25. The as needed antipsychotic 

medication lacked a 14-day stop date or a 

physician-ordered specific duration.

Diazepam oral tablet, give two mg tablets (four 

mg) by mouth as needed for moderate muscle 

spasms. May have four mg at bedtime as 

needed, dated 02/10/25. The as needed 

antipsychotic medication lacked a 14-day stop 

date or a physician-ordered specific duration.

Quetiapine (antipsychotic) fumarate tablet 25mg 

(Seroquel) give 12.5 mg tablet by mouth at 

bedtime for insomnia dated 03/10/25. 

Review of R8's EMR under the "Misc" tab 

revealed "Monthly Medication Review (MMR)" 

dated 01/16/25 with a recommendation for R8's 

as needed Valium needed a clinical rationale 

documentation in R8's clinical record for the 

continuance of the medication with a duration the 

medication should be continued. The physician 

response dated 02/11/25 rationale was chronic 

spasticity para status and the duration was 

lifetime. MMR dated 03/17/25 documented R8 

had received antipsychotic medication Seroquel 

that lacked an acceptable indication for use. The 

physician's response dated 03/21/25 documented 

a diagnosis of psychosis (any major mental 

disorder characterized by a gross impairment in 

reality perception). The facility was unable to 

provide physician documentation for the use of an 

antipsychotic medication with a non-approved 

indication upon request.
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On 05/06/25 at 07:46 AM, R8 laid on his right on 

his bed. Staff delivered his breakfast tray to his 

room. R8 consumed a drink from his tray to 

swallow his pain medication without difficulty. 

On 05/6/25 at 01:20 PM, Licensed Nurse (LN) I 

stated that antipsychotic medication should not 

be given for insomnia. She stated the medication 

was to be given for mental disorders. She stated 

PRN psychotropic medications required a 14-day 

stop date and a physician's rationale for 

continued use. She stated nursing staff were 

expected to monitor the orders and report 

irregularities to the medical provider and the 

director of nursing. She stated the pharmacy was 

expected to also find these issues and report 

them. 

On 05/06/25 at 01:32 PM, Administrative Nurse D 

stated that all PRN psychotropic medications 

should have the initial 14-day stop date. She 

stated the durations were not usually put into the 

orders due to the pharmacy setting the durations 

for the medications. She stated that antipsychotic 

medications were not meant to be used for 

insomnia. She stated that antipsychotics were to 

be used for behavioral and mood disorders. 

The facility's "Psychotropic Medication Use" 

policy, revised 07/2022, indicated the facility was 

not to give psychotropic unless necessary to treat 

a specific condition and deemed beneficial to the 

resident. The policy noted that the facility would 

identify the risks versus benefits of the 

medication's use and utilize non-pharmacological 

interventions. The policy noted that the facility 

would ensure continual medication monitoring 

and adjust the dosage to meet the therapeutic 
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needs of the resident. The policy noted that PRN 

psychotropic medication would be given a 14-day 

stop date and renewed only upon physician 

evaluation.

F 636 Comprehensive Assessments & Timing

CFR(s): 483.20(b)(1)(2)(i)(iii)

§483.20 Resident Assessment  

The facility must conduct initially and periodically 

a comprehensive, accurate, standardized 

reproducible assessment of each resident's 

functional capacity.

§483.20(b) Comprehensive Assessments

§483.20(b)(1)  Resident Assessment Instrument.  

A facility must make a comprehensive 

assessment of a resident's needs, strengths, 

goals, life history and preferences, using the 

resident assessment instrument (RAI) specified 

by CMS.  The assessment must include at least 

the following: 

(i) Identification and demographic information

(ii) Customary routine.

(iii) Cognitive patterns.

(iv) Communication.

(v) Vision.

(vi) Mood and behavior patterns.

(vii) Psychological well-being.

(viii) Physical functioning and structural problems.

(ix) Continence.

(x) Disease diagnosis and health conditions.

(xi) Dental and nutritional status.

(xii) Skin Conditions.

(xiii) Activity pursuit.

(xiv) Medications.

(xv) Special treatments and procedures.

(xvi) Discharge planning.

(xvii) Documentation of summary information 

F 636
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regarding the additional assessment performed 

on the care areas triggered by the completion of 

the Minimum Data Set (MDS).

(xviii) Documentation of participation in 

assessment.  The assessment process must 

include direct observation and communication 

with the resident, as well as communication with 

licensed and nonlicensed direct care staff 

members on all shifts.

§483.20(b)(2) When required.  Subject to the 

timeframes prescribed in §413.343(b) of this 

chapter, a facility must conduct a comprehensive 

assessment of a resident in accordance with the 

timeframes specified in paragraphs (b)(2)(i) 

through (iii) of this section.  The timeframes 

prescribed in §413.343(b) of this chapter do not 

apply to CAHs.

(i) Within 14 calendar days after admission, 

excluding readmissions in which there is no 

significant change in the resident's physical or 

mental condition. (For purposes of this section, 

"readmission" means a return to the facility 

following a temporary absence for hospitalization 

or therapeutic leave.)

(iii)Not less than once every 12 months.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 32 residents. 

The sample included 12 residents. Based on 

observation, record review, and interviews, the 

facility failed to complete the "Care Area 

Assessment" (CAA) analysis of findings, related 

to a "Comprehensive Minimum Data Set" (MDS), 

for two residents, Residents (R) 12 and R20, in 

order to address the underlying cause, risk 

factors, and other contributing factors to ensure 

the resident received care based on their 

individual needs. This placed these residents at 
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risk for impaired care and decreased quality of 

life due to unidentified care needs.

Findings included:

-  R12's "Admission MDS" dated 11/07/24 23 

triggered the CAA for functional abilities (self-care 

mobility), urinary incontinence and indwelling 

catheter, pressure ulcer, and nutritional status. All 

triggered CAA's lacked completion with an 

analysis of findings. 

R20's "Admission MDS" dated 11/19/25 triggered 

the CAA for functional abilities (self-care mobility), 

urinary incontinence and indwelling catheter, 

pressure ulcer, psychotropic (alters mood or 

thought) drug use, falls, and nutritional status. All 

triggered CAA's lacked completion with an 

analysis of findings. 

On 05/06/25 at 09:03 AM, Administrative Nurse E 

was unavailable for interview by phone.

On 05/06/25 at 10:30 AM, Administrative Nurse D 

stated she was not able to answer the question 

about R12 and R20's MDS lacking the analysis of 

their CAAs.

The Facility's "MDS Assessment Coordinator" 

policy, last revised November 2019, documented 

a registered nurse (RN) would be responsible for 

conducting and coordinating the development 

and completion of the resident assessment 

(MDS).

F 727 RN 8 Hrs/7 days/Wk, Full Time DON

CFR(s): 1919(b)(4)(C);1919(b)(4)(C)(i);1819(b)(4)

(C);1819(b)(4)(C)(i);483.35(c)(1)-(3)

F 727
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Social Security Act §1919 [42 U.S.C. 1396r]

§1919(b)(4)(C) Required nursing care; facility 

waivers.- 

§1919(b)(4)(C)(i) General requirements.-With 

respect to nursing facility services provided on or 

after October 1, 1990, a nursing facility-

(II) except as provided in clause (ii), must use the 

services of a registered professional nurse for at 

least 8 consecutive hours a day, 7 days a week.  

Social Security Act §1819 [42 U.S.C. 1395i-3]

§1819(b)(4)(C) REQUIRED NURSING CARE.-

§1819(b)(4)(C)(i) IN GENERAL.-Except as 

provided in clause (ii), a skilled nursing facility … 

must use the services of a registered professional 

nurse at least 8 consecutive hours a day, 7 days 

a week.

§483.35(c)(3) Except when waived under 

paragraph (f) or (g) of this section, the facility 

must designate a registered nurse to serve as the 

director of nursing on a full time basis.

§483.35(c)(4) The director of nursing may serve 

as a charge nurse only when the facility has an 

average daily occupancy of 60 or fewer residents.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 32 residents. 

Based on observation, record review, and 

interview, the facility failed to provide consistent 

Registered Nurse (RN) coverage for eight 

consecutive hours a day, seven days a week. 

This placed all the residents who resided in the 

facility at risk of a lack of assessment and 

inappropriate care. 

Findings included:
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-  A review of the facility's submitted Payroll 

Based Journaling (PBJ - Staffing Data Report) 

from 04/01/24 through 03/31/25 indicated the 

facility triggered for no RN coverage on 12 

occasions (04/05/24, 4/12/24, 04/19/24, 06/08/24, 

07/20/24, 07/21/24, 08/03/24, 08/17/24,11/11/24, 

11/17/24, 11/23/24, and 12/09/24). 

Upon review of the facility's working schedules 

and daily posted staffing revealed that no 

accounted RN hours for eight of the twelve days 

triggered (04/05/24, 04/12/24, 04/19/24, 06/08/24, 

07/20/24, 07/21/24, 08/03/24, and 08/17/24). 

The facility was not able to provide 

documentation for the eight missing days of RN 

coverage as requested on 05/06/25. 

On 05/06/25 at 10:35 AM, Administrative Nurse D 

stated that both Administrator A and she came in 

to cover call-offs and weekend shifts for nursing. 

She stated the hours may not have been 

reflected correctly on the PBJ documentation. 

On 05/06/25 at 10:35 AM, Administrator A stated 

she was not able to pull punches or timecards for 

the missing days due to the changeover to a 

newer system and had no way to pull the needed 

data for the coverage. 

The facility's "Department Supervision, Nursing" 

policy, revised 08/2022, indicated the facility was 

to ensure a registered nurse was on duty at least 

eight consecutive hours every 24 hours, seven 

days a week.

F 732 Posted Nurse Staffing Information

CFR(s): 483.35(i)(1)-(4)

F 732
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§483.35(i) Nurse Staffing Information.

§483.35(i)(1) Data requirements.  The facility 

must post the following information on a daily 

basis:

(i) Facility name.

(ii) The current date.

(iii) The total number and the actual hours worked 

by the following categories of licensed and 

unlicensed nursing staff directly responsible for 

resident care per shift:

(A) Registered nurses.

(B) Licensed practical nurses or licensed 

vocational nurses (as defined under State law).

(C) Certified nurse aides.

(iv) Resident census.

§483.35(i)(2)   Posting requirements.

(i) The facility must post the nurse staffing data 

specified in paragraph (i)(1) of this section on a 

daily basis at the beginning of each shift.

(ii) Data must be posted as follows:

(A) Clear and readable format.

(B) In a prominent place readily accessible to 

residents, staff, and visitors.

§483.35(i)(3) Public access to posted nurse 

staffing data.  The facility must, upon oral or 

written request, make nurse staffing data 

available to the public for review at a cost not to 

exceed the community standard.

§483.35(i)(4) Facility data retention requirements.  

The facility must maintain the posted daily nurse 

staffing data for a minimum of 18 months, or as 

required by State law, whichever is greater.

This REQUIREMENT  is not met as evidenced 

by:
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 The facility identified a census of 32 residents. 

The sample included 12 residents. Based on 

record review and interview, the facility failed to 

update its daily posted staffing form to provide 

accurate daily staffing information. 

Findings included:

-  On 05/04/25 at 10:05 AM, an inspection of the 

facility revealed posted staffing documentation on 

the wall in the cafeteria area. An inspection of the 

documentation revealed the document was dated 

04/29/25. At 10:05 AM, Licensed Nurse (LN) H 

stated the form should be updated daily by the 

nursing administrators, but had not been updated 

since last week. 

On 05/05/25 at 0745 AM, an inspection of the 

posted staffing form revealed a date of 04/29/25. 

On 05/06/25 at 01:32 PM, Administrative Nurse D 

stated the form was to be updated daily with the 

correct information on it. She stated that 

Administrator A updated and posted the forms 

daily. 

On 05/06/25 at 01:32 PM, Administrator A stated 

she had been off since last week and wasn't able 

to update the forms. 

The facility's "Posting Direct Care Daily Staffing 

Numbers" policy, revised 08/2022, indicated that 

staffing hours must be maintained for facility 

records for a minimum of 18 months and posted 

daily. The policy indicated the records must be 

made available upon request.

 

F 756 Drug Regimen Review, Report Irregular, Act On

CFR(s): 483.45(c)(1)(2)(4)(5)

F 756
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§483.45(c) Drug Regimen Review.    

§483.45(c)(1) The drug regimen of each resident 

must be reviewed at least once a month by a 

licensed pharmacist.

§483.45(c)(2) This review must include a review 

of the resident's medical chart. 

§483.45(c)(4) The pharmacist must report any 

irregularities to the attending physician and the 

facility's medical director and director of nursing, 

and these reports must be acted upon.

 (i) Irregularities include, but are not limited to, any 

drug that meets the criteria set forth in paragraph 

(d) of this section for an unnecessary drug.

(ii) Any irregularities noted by the pharmacist 

during this review must be documented on a 

separate, written report that is sent to the 

attending physician and the facility's medical 

director and director of nursing and lists, at a 

minimum, the resident's name, the relevant drug, 

and the irregularity the pharmacist identified.

(iii) The attending physician must document in the 

resident's medical record that the identified 

irregularity has been reviewed and what, if any, 

action has been taken to address it. If there is to 

be no change in the medication, the attending 

physician should document his or her rationale in 

the resident's medical record.

§483.45(c)(5) The facility must develop and 

maintain policies and procedures for the monthly 

drug regimen review that include, but are not 

limited to, time frames for the different steps in 

the process and steps the pharmacist must take 

when he or she identifies an irregularity that 

requires urgent action to protect the resident.
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This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 32 residents. 

The sample included 12 residents, with five 

sampled residents reviewed for unnecessary 

medications. Based on observations, record 

review, and interviews, the facility failed to ensure 

the Consultant Pharmacist's (CP) recommended 

a Centers for Medicare and Medicaid (CMS) 

approved indication related to Resident (R) 19's 

antipsychotic (a class of medications used to treat 

major mental conditions that cause a break from 

reality) medication. This deficient practice placed 

R19 at risk of unnecessary medication 

administration and related complications.   

Findings Included: 

-  The "Medical Diagnosis" section within R19's 

Electronic Medical Records (EMR) included 

diagnoses of depression (a mood disorder that 

causes a persistent feeling of sadness and loss 

of interest), quadriplegia (inability to move the 

arms, legs, and trunk of the body below the level 

of an associated injury to the spinal cord), muscle 

weakness, dysphagia (difficulty swallowing), and 

chronic obstructive pulmonary disease (COPD - a 

progressive and irreversible condition 

characterized by diminished lung capacity and 

difficulty or discomfort in breathing).

R19's "Quarterly Minimum Data Set (MDS)" dated 

02/04/25 noted a Brief Interview for Mental Status 

(BIMS) score of two, indicating severe cognitive 

impairment. The MDS noted she had bilateral 

upper and lower extremity impairments. The MDS 

noted she was dependent on staff assistance for 

transfers, bathing, bed mobility, dressing, 

toileting, and personal hygiene. The MDS noted 
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she had no psychiatric or mood disorders. The 

MDS indicated she did not take antipsychotic 

medications. 

R19's "Psychotropic (alters mood or thought) 

Drug Use Care Area Assessment (CAA)" 

completed 02/04/25, noted she took psychotropic 

medications and was at risk for side effects. The 

CAA noted she took antipsychotic drugs and 

noted that care plan interventions were 

implemented. 

R19's "Care Plan" initiated on 02/27/25 indicated 

she was completely dependent on staff 

assistance for all her activities of daily living 

(ADL) related to her medical diagnoses. The plan 

noted she took medications with Black Box 

Warnings (BBW - the highest safety-related 

warning that medications can have assigned by 

the Food and Drug Administration). The plan 

instructed staff to monitor for medication side 

effects and adverse reactions to the medications. 

The plan noted that the pharmacy would make 

medication recommendations and follow up as 

indicated. The plan noted she would be 

monitored by her medical provider, and the 

pharmacist would consider dosage reductions 

when clinically appropriate for her psychotropic 

medications. 

R19's EMR under "Physician Orders" indicated 

an order (dated 01/28/25) for staff to administer 

12.5 milligrams (mg) of Seroquel (antipsychotic 

medication) via her gastrostomy tube (G-tube: 

tube surgically placed through an artificial 

opening into the stomach) at bedtime for 

depression. The EMR revealed she had the 

medication upon her admission on 01/28/25. 
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A review of R19's "Medication Regimen Review 

(MRR)" completed 03/14/25 revealed the CP 

notified the facility that R19's Seroquel medication 

could not be used for depression. The medical 

provider noted R19 failed a gradual dose 

reduction. The MRR did not acknowledge that 

depression was not an accepted CMS indication 

for antipsychotic medications. 

On 05/06/25 at 07:00 AM, R19 rested in her bed. 

R19 received her morning medication without 

issue. 

On 05/06/25 at 01:20 PM, Licensed Nurse (LN) I 

stated that antipsychotic medication should not 

be given for depression. She stated the 

medication was to be given for mental disorders. 

She stated that nursing staff were expected to 

monitor the orders and report irregularities to the 

medical provider and the director of nursing. She 

stated the pharmacy was expected to also find 

these issues and report them. 

On 05/06/25 at 01:32 PM, Administrative Nurse D 

stated that antipsychotic medications were not 

meant to be used for depression. She stated that 

antipsychotics were to be used for behavioral and 

mood disorders. She stated the pharmacist was 

expected to make recommendations about which 

medications were appropriate related to 

psychotropic medication use. 

The facility's "Medication Regimen Review" 

policy, revised 01/2021, indicated the facility's CP 

was to complete monthly medication reviews for 

each resident and report irregular findings. The 

policy indicated the CP was to make 

recommendations to the facility for medication 

findings based on medication indications, 
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durations, side effects, potential complications, or 

adverse reactions.

F 757 Drug Regimen is Free from Unnecessary Drugs

CFR(s): 483.45(d)(1)-(6)

§483.45(d) Unnecessary Drugs-General.  

Each resident's drug regimen must be free from 

unnecessary drugs.  An unnecessary drug is any 

drug when used-

§483.45(d)(1) In excessive dose (including 

duplicate drug therapy); or

§483.45(d)(2) For excessive duration; or

§483.45(d)(3) Without adequate monitoring; or

§483.45(d)(4) Without adequate indications for its 

use; or

§483.45(d)(5) In the presence of adverse 

consequences which indicate the dose should be 

reduced or discontinued; or

§483.45(d)(6) Any combinations of the reasons 

stated in paragraphs (d)(1) through (5) of this 

section.

This REQUIREMENT  is not met as evidenced 

by:

F 757

SS=D

 The facility identified a census of 32 residents. 

The sample included 12 residents, with five 

residents reviewed for unnecessary medications. 

Based on observation, record review, and 

interviews, the facility failed to ensure the 

physician was notified of blood sugars outside the 

physician ordered parameters for Resident (R) 12 

and the facility failed to ensure antihypertensive 

(medication used to treat high blood pressure) 
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medication was administered per the physician 

ordered parameters for R16. These deficient 

practices placed these residents at risk for 

unnecessary medication administration and 

possible adverse reactions.

Findings included:

-  R12's Electronic Medical Record (EMR) from 

the "Diagnosis" tab documented diagnoses of 

congestive heart failure (CHF - a condition with 

low heart output and the body becomes 

congested with fluid) and diabetes mellitus (DM - 

when the body cannot use glucose, not enough 

insulin is made, or the body cannot respond to 

the insulin).

The "Admission Minimum Data Set (MDS)" dated 

11/07/24 documented a Brief Interview of Mental 

Status (BIMS) score of 15, which indicated intact 

cognition. The MDS documented R12 had 

received diuretic (a medication to promote the 

formation and excretion of urine) medication and 

anticoagulant (a class of medications used to 

prevent the blood from clotting) medication during 

the observation period.   

The "Quarterly MDS" dated 02/18/25 documented 

a BIMS score of 15, which indicated intact 

cognition. The MDS documented that R12 had 

received diuretic medications, anticoagulant 

medications, and insulin (medication to regulate 

blood sugar) during the observation period. 

R12's "Psychotropic Drug Use Care Area 

Assessment (CAA)" dated 11/14/24 lacked 

completion with analysis of findings.  

R12's "Care Plan," dated 03/26/25, documented 
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nursing staff would review the pharmacy consult 

recommendations and follow up as indicated.  

R12's EMR under the "Orders" tab revealed the 

following physician orders: 

Blood glucose monitoring four times a day for 

DM. Notify the physician if blood sugar was less 

than (<) 30 or greater than (>) 350 dated 

02/11/25.

Novolog (insulin) flex pen subcutaneous solution 

pen injector 100 units/milliliters (ml) (insulin 

aspart) inject 10 units subcutaneously with meals 

for blood sugar 250 and greater dated 02/28/25. 

Review of R12's "Medication Administration 

Record" (MAR) from 02/01/25 to 05/05/25 (94 

days) his blood sugar was outside the physician 

ordered parameters on the following 12 dates: 

02/20/25, 02/27/25, 03/03/25, 03/08/25, 03/25/25, 

03/26/25, 04/03/25, 04/06/25, 04/13/25, 04/18/25, 

05/04/25, and 05/05/25. R12's clinical record 

lacked documentation of physician notification.

On 05/06/25 at 07:37 AM, R12 laid asleep on his 

bed with no distress noted.

On 05/26/25 at 01:20 PM, Licensed Nurse (LN) I 

stated the physician should be notified of any 

blood sugars outside the ordered parameters LN 

I stated a note should be entered into the 

resident's EMR of the notification and their 

response to the notification.

On 05/06/25 at 01:23 PM, Administrative Nurse D 

stated she expected the physician to be notified 

of any blood sugars that were outside the ordered 

parameters. Administrative Nurse D stated that a 

note should be in the residents' EMR of the 

physician notification and the physician's 
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response. 

The facility was unable to provide a policy related 

to following a physician's order. 

-  The "Medical Diagnosis" section within R16's 

Electronic Medical Records (EMR) included 

diagnoses of chronic respiratory failure, hypoxia 

(inadequate supply of oxygen), hypertension (high 

blood pressure), and muscular dystrophy (MD - 

group of inherited disorders that involve muscle 

weakness and loss of muscle tissue and worsen 

over time). 

R16's "Quarterly Minimum Data Set (MDS)" dated 

03/09/25 noted a Brief Interview for Mental Status 

(BIMS) score of eleven, indicating intact 

cognition. The MDS noted no upper or lower 

extremity impairments. The MDS noted he 

required substantial to moderate assistance from 

staff for bed mobility, transfers, dressing, toileting, 

and bathing. The MDS noted he had a diagnosis 

of hypertension. The MDS noted that he received 

oxygen therapy services.  

R16's "Functional Abilities Care Area Assessment 

(CAA)" completed 06/11/24 indicated he required 

moderate to substantial staff assistance with his 

activities of daily living. The CAA noted staff were 

to anticipate his needs and care plan 

interventions were implemented to minimize the 

risks of falls, weight loss, incontinence, and skin 

breakdown. 

R16's "Care Plan" initiated on 11/26/24 indicated 

he required staff assistance for dressing, bathing, 

transfers, toileting, and personal hygiene. The 

plan noted he took medications with Black Box 

Warnings (BBW - the highest safety-related 

warning that medications can have assigned by 
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the Food and Drug Administration). The plan 

instructed staff to monitor for medication side 

effects and adverse reactions to the medications. 

The plan noted he had hypertension. 

R16's EMR under "Physician's Orders" revealed 

an order for staff to administer 25 milligrams of 

Metoprolol (antihypertensive medication) by 

mouth two times daily for hypertension. The 

parameters instructed staff to hold the medication 

if systolic blood pressure (SBP - relating to the 

phase of the heartbeat when the heart muscle 

contracts and pumps blood from the chambers 

into the arteries) was less than (<) 110 millimeters 

of mercury (mmHg). 

A review of R20's Medication Administration 

Record (MAR) from 03/01/25 to 05/06/25 

revealed that Metoprolol was given outside the 

ordered parameters on ten occasions (03/14/25, 

03/16/25, 03/18/25, 03/24/25, 03/26/25, 03/30/25, 

04/27/25, 04/30/25, 05/01/25, and 05/03/25). The 

EMR lacked documentation showing why the 

medication was given outside of parameters. 

On 05/06/25 at 01:20 PM, Licensed Nurse (LN) I 

stated blood pressure medication parameters 

should be followed for each medication. She 

stated medication should be held if outside the 

parameters, and document the reason why the 

medication was held or given. 

On 05/06/25 at 01:32 PM, Administrative Nurse D 

stated that staff were expected to follow the 

physician's orders related to the parameters. She 

stated medications should not be given outside 

the parameters unless instructed by the 

physician. She stated staff should provide 

documentation if given orders to give it out of 
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parameters in the progress notes.  

The facility's "Medication Monitoring" policy, 

revised 04/2019, indicated that medications 

would be given per the physician's orders and 

instructions. The policy noted that the pharmacy 

was to report irregular medication findings, and 

the facility was to take action to correct potential 

errors.

F 761 Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h)(1)(2)

§483.45(g) Labeling of Drugs and Biologicals

Drugs and biologicals used in the facility must be 

labeled in accordance with currently accepted 

professional principles, and include the 

appropriate accessory and cautionary 

instructions, and the expiration date when 

applicable.

§483.45(h) Storage of Drugs and Biologicals  

§483.45(h)(1) In accordance with State and 

Federal laws, the facility must store all drugs and 

biologicals in locked compartments under proper 

temperature controls, and permit only authorized 

personnel to have access to the keys.

§483.45(h)(2) The facility must provide separately 

locked, permanently affixed compartments for 

storage of controlled drugs listed in Schedule II of 

the Comprehensive Drug Abuse Prevention and 

Control Act of 1976 and other drugs subject to 

abuse, except when the facility uses single unit 

package drug distribution systems in which the 

quantity stored is minimal and a missing dose can 

be readily detected.

This REQUIREMENT  is not met as evidenced 

F 761

SS=E
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by:

 The facility reported a census of 32 residents. 

Based on observations, record review, and 

interviews, the facility failed to ensure safe 

medication storage with three of the five 

medication carts. This deficient practice placed 

the residents at risk for diversion and ineffective 

medication regimen. 

Findings Included: 

-  On 05/04/25 at 10:00 AM, an inspection of the 

facility revealed three unlocked and unsupervised 

medication carts on the facility's 200 hallway. An 

inspection of the medication carts revealed 

resident medications, stock medications, and 

medicated ointments stored in the carts. 

On 05/04/25 at 10:06 AM, Licensed Nurse (LN) G 

stated she was away from the medication cart for 

only five minutes, but stated she should have 

locked them before leaving them. She secured 

the medication carts. 

On 05/04/25 at 10:07 AM, LN I stated all the carts 

were to be locked when staff were away from 

them. LN I secured the other two carts and 

returned to the nurse's desk. 

On 05/06/25 at 01:32 PM, Administrative Nurse D 

stated staff were expected to lock the medication 

and treatment carts when not in use or 

supervised. 

The facility's "Medication Labeling and Storage" 

policy, dated 02/2023, indicated the facility was 

expected to store and ensure all medications and 

biologicals remained locked and secured to 

prevent tampering or exposure to the 
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environment.

F 804 Nutritive Value/Appear, Palatable/Prefer Temp

CFR(s): 483.60(d)(1)(2)

§483.60(d) Food and drink

Each resident receives and the facility provides-

§483.60(d)(1) Food prepared by methods that 

conserve nutritive value, flavor, and appearance;

§483.60(d)(2) Food and drink that is palatable, 

attractive, and at a safe and appetizing 

temperature.

This REQUIREMENT  is not met as evidenced 

by:

F 804

SS=D

 The facility identified a census of 32 residents, 

with one resident on puree textured diets. Based 

on observations, interviews, and record review, 

the facility failed to follow nutritionally approved 

recipes during the preparation of the facility's 

puree-based meals. This deficient practice placed 

one resident at risk for complications related to 

nutritional impairment. 

Findings included:

-  On 05/05/25 at 10:59 AM, Dietary Staff CC 

placed one serving of cooked parmesan chicken 

into the food processor machine and then started 

the machine. Dietary Staff CC then poured water 

into the food processor with the chicken. Dietary 

Staff CC checked the consistency. Dietary Staff 

CC washed the food processor bowl. Dietary 

Staff CC placed one serving of cooked spaghetti 

with marinara sauce into the food processor and 

then started the machine. Dietary Staff CC then 

poured water into the food processor with the 

spaghetti and then added the thickener into the 
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processor bowl. Dietary Staff CC washed the 

food processor bowl, then placed one serving of 

cooked peas into the food processor and started 

the machine. Dietary Staff CC then poured water 

into the food processor with the peas, checked 

the consistency, and then added the thickener 

into the food processor with the peas. Dietary 

Staff CC washed the food processor bowl. 

On 05/05/25 at 11:09 AM, Dietary Staff CC stated 

he did not follow the recipes because he had 

prepared the altered diets for a long time. 

On 05/06/25 at 10:55 AM, Dietary Staff BB stated 

water should never be used as an additive in the 

food when the food texture was altered. Dietary 

Staff BB stated that AM Dietary Staff CC should 

have followed the recipe when he prepared the 

pureed diet for the residents.

The facility was unable to provide a policy related 

to altered diet preparation.

F 838 Facility Assessment

CFR(s): 483.71(a)(1)(3)(b)(1)(c)(1)-(5)

§483.71 Facility assessment.

The facility must conduct and document a 

facility-wide assessment to determine what 

resources are necessary to care for its residents 

competently during both day-to-day operations 

(including nights and weekends) and 

emergencies. The facility must review and update 

that assessment, as necessary, and at least 

annually. The facility must also review and update 

this assessment whenever there is, or the facility 

plans for, any change that would require a 

substantial modification to any part of this 

assessment. 

F 838

SS=F
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§483.71(a) The facility assessment must address 

or include the following:

§483.71(a)(1) The facility's resident population, 

including, but not limited to: 

(i) Both the number of residents and the facility's 

resident capacity; 

(ii) The care required by the resident population, 

using evidence-based, data-driven "methods" that 

considering the types of diseases, conditions, 

physical and behavioral health needs, cognitive 

disabilities, overall acuity, and other pertinent 

facts that are present within that population, 

consistent with and informed by individual 

resident assessments as required under  § 

483.20; 

(iii) The staff competencies and skill sets that are 

necessary to provide the level and types of care 

needed for the resident population; 

(iv)The physical environment, equipment, 

services, and other physical plant considerations 

that are necessary to care for this population; and 

(v) Any ethnic, cultural, or religious factors that 

may potentially affect the care provided by the 

facility, including, but not limited to, activities and 

food and nutrition services. 

§483.71(a)(2) The facility's resources, including 

but not limited to the following:

(i) All buildings and/or other physical structures 

and vehicles; 

(ii) Equipment (medical and non- medical); 

(iii) Services provided, such as physical therapy, 

pharmacy, behavioral health, and specific 

rehabilitation therapies; 

(iv) All personnel, including managers, nursing 

and other direct care staff (both employees and 

those who provide services under contract), and 
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volunteers, as well as their education and/or 

training and any competencies related to resident 

care; 

(v) Contracts, memorandums of understanding, 

or other agreements with third parties to provide 

services or equipment to the facility during both 

normal operations and emergencies; and 

(vi) Health information technology resources, 

such as systems for electronically managing 

patient records and electronically sharing 

information with other organizations. 

§483.71(a)(3) A facility-based and 

community-based risk assessment, utilizing an 

all-hazards approach as required in §483.73(a)

(1).

§ 483.71(b) In conducting the facility assessment, 

the facility must ensure:

§ 483.71(b)(1) Active involvement of the following 

participants in the process:

(i) Nursing home leadership and management, 

including but not limited to, a member of the 

governing body, the medical director, an 

administrator, and the director of nursing; and 

(ii) Direct care staff, including but not limited to, 

RNs, LPNs/LVNs, NAs, and representatives of 

the direct care staff, if applicable.  

(iii) The facility must also solicit and consider 

input received from residents, resident 

representatives, and family members.   

§483.71(c) The facility must use this facility 

assessment to:

§483.71(c)(1) Inform staffing decisions to ensure 

that there are a sufficient number of staff with the 

appropriate competencies and skill sets 

necessary to care for its residents' needs as 
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identified through resident assessments and 

plans of care as required in § 483.35(a)(3).

§483.71(c)(2) Consider specific staffing needs for 

each resident unit in the facility and adjust as 

necessary based on changes to its resident 

population.

§483.71(c)(3) Consider specific staffing needs for 

each shift, such as day, evening, night, and adjust 

as necessary based on any changes to its 

resident population.

§483.71(c)(4) Develop and maintain a plan to 

maximize recruitment and retention of direct care 

staff.   

§483.71(c)(5) Inform contingency planning for 

events that do not require activation of the 

facility's emergency plan, but do have the 

potential to affect resident care, such as, but not 

limited to, the availability of direct care nurse 

staffing or other resources needed for resident 

care.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 32 residents. 

The sample included 12 residents. Based on 

interviews and record reviews, the facility failed to 

conduct a thorough facility-wide assessment to 

determine the resources necessary to care for 

residents competently during both day-to-day 

operations and emergencies. This failure affected 

all 32 residents residing in the facility.

Findings Included:

-  On 05/05/25, Administrative Staff A provided a 

"Facility Assessment" updated 03/01/25. A review 
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of the assessment revealed the following: 

The assessment identified the required staffing 

needs per day but failed to identify the specific 

staffing needs for days, nights, and weekend 

shifts. 

On 05/05/25, a review of the facility's Payroll 

Based Journaling (PBJ - Staffing Data Report) 

from 04/01/24 to 03/31/25 revealed excessively 

low weekend staffing triggered in all four quarters. 

On 05/06/25 at 01:30 PM, Administrative Nurse D 

stated the facility assessment did not separate 

the hours required by shift but just showed the 

required hours as a total. She stated the facility 

assessment was updated annually to reflect the 

yearly changes the Centers for Medicare and 

Medicaid Services (CMS) put out. 

The facility's "Facility Assessment" policy, revised 

10/2018, indicated the facility would conduct and 

document a facility-wide assessment to 

determine what resources were necessary to 

care for the residents during day-to-day 

operations.

F 851 Payroll Based Journal

CFR(s): 483.70(p)(1)-(5)

§483.70(p) Mandatory submission of staffing 

information based on payroll data in a uniform 

format. 

Long-term care facilities must electronically 

submit to CMS complete and accurate direct care 

staffing information, including information for 

agency and contract staff, based on payroll and 

other verifiable and auditable data in a uniform 

format according to specifications established by 

CMS.

F 851

SS=F
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§483.70(p)(1) Direct Care Staff. 

Direct Care Staff are those individuals who, 

through interpersonal contact with residents or 

resident care management, provide care and 

services to allow residents to attain or maintain 

the highest practicable physical, mental, and 

psychosocial well-being. Direct care staff does 

not include individuals whose primary duty is 

maintaining the physical environment of the long 

term care facility (for example, housekeeping).

§483.70(p)(2) Submission requirements. 

The facility must electronically submit to CMS 

complete and accurate direct care staffing 

information, including the following: 

(i) The category of work for each person on 

direct care staff (including, but not limited to, 

whether the individual is a registered nurse, 

licensed practical nurse, licensed vocational 

nurse, certified nursing assistant, therapist, or 

other type of medical personnel as specified by 

CMS); 

(ii) Resident census data; and 

(iii) Information on direct care staff turnover and 

tenure, and on the hours of care provided by each 

category of staff per resident per day (including, 

but not limited to, start date, end date (as 

applicable), and hours worked for each 

individual).

§483.70(p)(3) Distinguishing employee from 

agency and contract staff. When reporting 

information about direct care staff, the facility 

must specify whether the individual is an 

employee of the facility, or is engaged by the 

facility under contract or through an agency.
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§483.70(p)(4) Data format. 

The facility must submit direct care staffing 

information in the uniform format specified by 

CMS.

§483.70(p)(5) Submission schedule. 

The facility must submit direct care staffing 

information on the schedule specified by CMS, 

but no less frequently than quarterly.

This REQUIREMENT  is not met as evidenced 

by:

 The facility reported a census of 32 residents. 

The sample included 12 residents. Based on 

record review and interviews, the facility failed to 

submit accurate staffing information to the federal 

regulatory agency through Payroll Based 

Journaling (PBJ - Staffing Data Report), when the 

facility failed to submit accurate weekend staffing 

coverage hours. This placed the residents at risk 

for unidentified and ongoing inadequate staffing.  

Findings included: 

-  A review of the facility's submitted PBJ data 

from 04/01/24 through 03/31/25 indicated the 

facility triggered for excessively low weekend 

staffing for Fiscal Year (FY) Quarter Three 2024, 

FY Quarter Four 2024, FY Quarter One 2025, 

and FY Quarter Two 2025. 

A review of the facility's working schedule, time 

sheets/punches, and posted staffing hours 

indicated no gaps or loss of hours. An inspection 

of the working schedule revealed weekend 

call-offs documented with administrative nurse 

coverage.  

 On 05/05/25, a review of the "Facility 

Assessment" updated 03/01/25 revealed the 
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facility did not differentiate the required nursing 

hours for day, evening, and weekend shifts for 

staffing. 

On 03/12/25 at 11:34 AM, Licensed Nurse (LN) I 

stated the facility staffing was fine on evenings 

and weekends. She stated the facility usually had 

extra staff on duty to assist with resident care and 

the occasional call-off. 

On 03/12/25 at 01:30 PM, Administrative Nurse D 

stated that the facility was staffed heavily on 

weekends and at times outside of the regular 

nursing hours. She stated the facility had 

occasional call-offs, but the administrative nurses 

covered the shifts. 

The facility's "Reporting Direct Care Staffing 

Information (PBJ)" policy, revised 08/2022, 

indicated the facility was to report complete and 

accurate direct care staffing information to the 

Centers for Medicare and Medicaid Services 

(CMS).

F 881 Antibiotic Stewardship Program

CFR(s): 483.80(a)(3)

§483.80(a) Infection prevention and control 

program.

The facility must establish an infection prevention 

and control program (IPCP) that must include, at 

a minimum, the following elements: 

§483.80(a)(3) An antibiotic stewardship program 

that includes antibiotic use protocols and a 

system to monitor antibiotic use.

This REQUIREMENT  is not met as evidenced 

by:

F 881

SS=F

 The facility identified a census of 32 residents.  
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The sample included 12 residents. Based on 

record review and interviews, the facility failed to 

develop and implement the core elements of 

antibiotic stewardship to ensure an effective 

infection prevention and control program, 

including antibiotic stewardship for residents in 

the facility. 

Findings included:

-  Review of the "Infection Control Log" for 

tracking and trending infections from May 2024 

through April 2025, lacked evidence of tracking 

and identification of possible infection outbreaks 

at the facility. The infection log lacked 

identification of the facility-acquired infections. 

On 05/06/25 at 09:06 AM, Administrative Nurse 

D, the facility's Infection Preventionist, stated she 

did not track the antibiotic use in the facility to 

monitor for a possible infection outbreak. 

The facility's "Infection Prevention Plan" policy, 

dated 2025, documented the Infection Prevention 

and Control Program was designed to improve 

the quality of care for patients while reducing the 

risk of acquired Healthcare-Associated Infections 

(HAIs) for patients, staff, and visitors. The 

Infection Prevention Program coordinates 

prevention, surveillance, investigation, and control 

of infectious agents and reports information to 

external agencies as required. Infection 

prevention was a collaborative effort by all 

departments, services, and personnel throughout 

the facility to optimize patient safety and reduce 

the risks for disease transmission to patients, 

visitors, and staff.
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