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CFR(s): 483.10(e)(1),483.12(a)(2),483.45(c)(3)(d)(e)
8483.10(e) Respect and Dignity.

The resident has a right to be treated with respect and
dignity, including:

8483.10(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.
8483.12(a) The facility must-. . .

§483.12(a)(2) Ensure that the resident is free from . .
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. chemical restraints

imposed for purposes of discipline or convenience and

that are not required to treat the resident's medical
symptoms.

8483.45(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;

(i) Anti-depressant;

(iii) Anti-anxiety; and

(iv) Hypnotic.

8483.45(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--

8483.45(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;

8483.45(e)(2) Residents who use psychotropic drugs

FO605
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receive gradual dose reductions, and behavioral
interventions, unless clinically contraindicated, in an
effort to discontinue these drugs;

8483.45(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

8483.45(e)(4) PRN orders for psychotropic drugs are
limited to 14 days. Except as provided in

8483.45(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 77 residents. The
sample included 18 residents, with six residents
reviewed for unnecessary medication. Based on record
review and interviews, the facility failed to ensure
Resident (R) 70's as-needed Lorazepam, antianxiety (a
class of medications that calm and relax people)
medication had a 14-day stop date, or a physician’s
rationale for extended use.

Findings included:

- R70's Electronic Medical Record (EMR) from the
"Diagnosis" tab documented diagnoses of hypertension
(elevated blood pressure), diabetes mellitus (DM- when
the body cannot use glucose, not enough insulin is
made, or the body cannot respond to the insulin),
aphagia (loss of the ability to swallow),
hemiparesis/hemiplegia (weakness and paralysis on one
side of the body), quadriplegia (inability to move the
arms, legs, and trunk of the body below the level of an
associated injury to the spinal cord), and encounter

for palliative care.

The "Significant Change Data Set" (MDS) dated 12/05/25
documented a Brief Interview for Mental Status (BIMS)

FO605
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documented R70 needed substantial to maximal assistance
for eating and oral care and was dependent on staff for
toileting and bathing. The MDS documented R70 had an
impairment of both sides of her upper and lower body.

The MDS documented R70 received an antidepressant (a
class of medications used to treat mood disorders)
medication during the observation period.

R70's "Psychotropic Drug Use Care Area Assessment”
(CAA) dated 12/05/25 documented R70 was admitted to the
facility for skilled rehabilitation and nursing care

with the goal of returning to her home. The CAA
documented R70 had continued overall decline in
self-care and transitioned to long-term care with

hospice services. The CAA documented R70 needed
substantial to total assistance of one to two staff for

daily activities (ADL). The CAA documented that R70 had
depression (a mood disorder that causes a persistent
feeling of sadness and loss of interest) and took
depression medication.

R70’s “Care Plan” documented:

10/20/25- R70 had a diagnosis of anxiety (mental or
emotional reaction characterized by apprehension,
uncertainty, and irrational fear) and depression.

10/20/25- R70 would remain free of drug-related
complications.

10/20/25- Nursing staff were to administer medication
as ordered and monitor for side effects and
effectiveness.

10/20/25- Nursing staff were to discuss with the
physician and family of the ongoing need for the use of
the medication.

R70's EMR under "Orders" documented the following
physician's order:

Lorazepam oral tablet 0.5 milligrams (mg), give one
tablet by mouth every four hours as needed for anxiety
or hallucination (sensing things while awake that
appear to be real, but the mind created), start date
12/12/25.

R70’'s EMR lacked a 14-day stop date for Lorazepam or a
physician’s rationale for extended use.

On 01/22/26 at 10:24 AM, R70 sat in her wheelchair at
an activity with peers. R70s head was down, and eyes
were shut.
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On 01/22/26 at 08:21 AM, License Nurse (LN) H stated
the physician handled all the 14-day stops on

antianxiety medication. LN H stated upon admission,
orders were placed in the charts, the night nurse
completed a chart check, and the next day, the

facility’s quality management performed a chart check.

LN H stated she was unsure who double-checked hospice
orders and monitored the orders for accuracy.

On 01/22/26 at 10:58 AM, Administrative Nurse D stated
the facility’s policy was to follow regulation for

as-needed psychotropic medication. She stated that
psychotropic medications should have a 14-day stop date
or a physician’s rationale for extended use. She stated
the interdisciplinary team met daily and reviewed new
orders and new admissions.

The facility’s “Psychotropic Drug Management Policy,”
revised 10/2025, documented non-drug interventions
should be implemented to the extent possible to assist
the resident attain a satisfactory quality of life. The
policy documented to provide a therapeutic environment
and use only those medications with a therapeutic
benefit to the individual resident. Unnecessary drugs
should be avoided. An unnecessary drug was any drug
when used in excessive dose including duplicate drug
therapy, for excessive duration without adequate
monitoring, without adequate indication for its
reduction or discontinuation.

Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

8§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains as free

of accident hazards as is possible; and

8483.25(d)(2)Each resident receives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:

The facility had a census of 77 residents. The sample
included 18 residents, with two reviewed for accidents.
Based on observation, record review, and interview, the
facility failed to secure a blanket warming equipment
and pressurized supplemental oxygen tanks in a safe,

FO605
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locked area and out of reach of the eight cognitively
impaired, independently mobile residents.

Findings Included:

- On 01/19/26 at 07:04 AM, a walkthrough of the
facility revealed an unsecured storage closet next to
the nurse’s station on the 400 hallway.

An inspection of the unsecured closet revealed 25 (full
size) and six (small) fully pressurized cylindrical
oxygen containers in the oxygen racks.

An inspection of the unsecured closet also revealed an
“Enthermics EC2060” blanket warming unit. The unit was
warm to touch and set to 200 degrees Fahrenheit.

On 01/19/26 at 07:10 AM, Licensed Nurse (LN) G verified
the room was unsecured and stated staff were expected
to ensure the door was fully closed before exiting the
room. She stated the room was to always remain locked.

On 01/22/26 at 11:20 AM, Administrative Nurse D stated
the storage closet and oxygen areas were to remain
locked. She stated the residents were not allowed to
access those areas.

A review of the “Enthermics EC2060” blanket warming
unit operator’s manual revealed the risk of exposure to
burns and chemicals.

A review of the facility’s “Oxygen” policy, revised
08/2023, indicated oxygen cylinders would be stored in
a locked, well-ventilated room separated from
electrical appliances.

A review of the facility’s “Environment” policy,

revised 08/2023, indicated the facility would provide a
safe, functional, sanitary, and comfortable environment
for the residents.

Hospice Services

CFR(s): 483.70(n)(1)-(4)

§483.70(n) Hospice services.

8483.70(n)(1) A long-term care (LTC) facility may do
either of the following:

(i) Arrange for the provision of hospice services
through an agreement with one or more
Medicare-certified hospices.

FO0689
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at the facility through an agreement with a
Medicare-certified hospice and assist the resident in
transferring to a facility that will arrange for the
provision of hospice services when a resident requests
a transfer.

8483.70(n)(2) If hospice care is furnished in an LTC
facility through an agreement as specified in paragraph
(0)(1)(i) of this section with a hospice, the LTC

facility must meet the following requirements:

(i) Ensure that the hospice services meet professional
standards and principles that apply to individuals
providing services in the facility, and to the

timeliness of the services.

(ii) Have a written agreement with the hospice that is
signed by an authorized representative of the hospice
and an authorized representative of the LTC facility
before hospice care is furnished to any resident. The
written agreement must set out at least the following:

(A) The services the hospice will provide.

(B) The hospice's responsibilities for determining the
appropriate hospice plan of care as specified in
8418.112 (d) of this chapter.

(C) The services the LTC facility will continue to
provide based on each resident's plan of care.

(D) A communication process, including how the
communication will be documented between the LTC
facility and the hospice provider, to ensure that the
needs of the resident are addressed and met 24 hours
per day.

(E) A provision that the LTC facility immediately
notifies the hospice about the following:

(1) A significant change in the resident's physical,
mental, social, or emotional status.

(2) Clinical complications that suggest a need to alter
the plan of care.

(3) A need to transfer the resident from the facility
for any condition.

(4) The resident's death.

(F) A provision stating that the hospice assumes
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SS=D responsibility for determining the appropriate course
of hospice care, including the determination to change
the level of services provided.

(G) An agreement that it is the LTC facility's
responsibility to furnish 24-hour room and board care,
meet the resident's personal care and nursing needs in
coordination with the hospice representative, and
ensure that the level of care provided is appropriately
based on the individual resident's needs.

(H) A delineation of the hospice's responsibilities,
including but not limited to, providing medical

direction and management of the patient; nursing;
counseling (including spiritual, dietary, and
bereavement); social work; providing medical supplies,
durable medical equipment, and drugs necessary for the
palliation of pain and symptoms associated with the
terminal illness and related conditions; and all other
hospice services that are necessary for the care of the
resident's terminal illness and related conditions.

(1) A provision that when the LTC facility personnel
are responsible for the administration of prescribed
therapies, including those therapies determined
appropriate by the hospice and delineated in the
hospice plan of care, the LTC facility personnel may
administer the therapies where permitted by State law
and as specified by the LTC facility.

(J) A provision stating that the LTC facility must

report all alleged violations involving mistreatment,
neglect, or verbal, mental, sexual, and physical abuse,
including injuries of unknown source, and
misappropriation of patient property by hospice
personnel, to the hospice administrator immediately
when the LTC facility becomes aware of the alleged
violation.

(K) A delineation of the responsibilities of the
hospice and the LTC facility to provide bereavement
services to LTC facility staff.

8483.70(n)(3) Each LTC facility arranging for the
provision of hospice care under a written agreement
must designate a member of the facility's
interdisciplinary team who is responsible for working
with hospice representatives to coordinate care to the
resident provided by the LTC facility staff and hospice
staff. The interdisciplinary team member must have a
clinical background, function within their State scope
of practice act, and have the ability to assess the
resident or have access to someone that has the skills
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and capabilities to assess the resident.

The designated interdisciplinary team member is
responsible for the following:

(i) Collaborating with hospice representatives and
coordinating LTC facility staff participation in the
hospice care planning process for those residents
receiving these services.

(i) Communicating with hospice representatives and
other healthcare providers participating in the
provision of care for the terminal iliness, related
conditions, and other conditions, to ensure quality of
care for the patient and family.

(iii) Ensuring that the LTC facility communicates with
the hospice medical director, the patient's attending
physician, and other practitioners participating in the
provision of care to the patient as needed to
coordinate the hospice care with the medical care
provided by other physicians.

(iv) Obtaining the following information from the
hospice:

(A) The most recent hospice plan of care specific to
each patient.

(B) Hospice election form.

(C) Physician certification and recertification of the
terminal iliness specific to each patient.

(D) Names and contact information for hospice personnel
involved in hospice care of each patient.

(E) Instructions on how to access the hospice's 24-hour
on-call system.

(F) Hospice medication information specific to each
patient.

(G) Hospice physician and attending physician (if any)
orders specific to each patient.

(v) Ensuring that the LTC facility staff provides
orientation in the policies and procedures of the
facility, including patient rights, appropriate forms,
and record keeping requirements, to hospice staff
furnishing care to LTC residents.

8483.70(n)(4) Each LTC facility providing hospice care

F0849
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resident's written plan of care includes both the most
recent hospice plan of care and a description of the
services furnished by the LTC facility to attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being, as required at
§483.24.

This REQUIREMENT is NOT MET as evidenced by:

The facility identified a census of 77 residents. The
sample included 18 residents, with one resident
reviewed for hospice services. Based on interviews,
observation, and record review, the facility failed to
provide a description of the medication, services, and
equipment provided to Resident (R) 51 by hospice.

Findings included:

- R51's Electronic Medical Record (EMR) from the
"Diagnosis" tab documented diagnoses of Alzheimer’s
disease (progressive mental deterioration characterized
by confusion and memory failure), Lewy body dementia (a
type of progressive brain disorder that leads to a

decline in thinking, reasoning, and independent

function), and major depressive disorder (major mood
disorder that causes persistent feelings of sadness).

The “Significant Change Minimum Data Set (MDS)” dated
09/10/25 documented a Brief Interview for Mental Status
(BIMS) score of zero, which indicated severely impaired
cognition, and no staff interview was completed. The

MDS documented R51 received hospice services during the
observation period.

R51's "Cognitive Loss/Dementia Care Area Assessment
(CAA)” dated 09/16/25 documented she was admitted onto
hospice services on 09/03/25.

R51's “Care Plan” documented the following:

09/03/25- Staff would provide assistance at meals as
needed, assistance with transfers as needed, provide
incontinence care as needed, and assist R51 with
turning and positioning as needed.

09/04/25- Staff would assist R51 with dressing and
grooming as needed.

09/04/25- Staff would coordinate care with the hospice
nurse and aides.

09/04/25- Staff would notify hospice nurse of changes
in condition as needed, give medication(s) as ordered,
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hospice.

physician orders:

arm of the chair.

the care plan.

services.

conditions.

physician and hospice if relief was not obtained, and
monitor R51 for pain and/or discomfort.

The care plan lacked direction for the staff regarding
the medications, equipment, and services provided by

R51‘'s EMR under the “Orders” tab revealed the following

Admit to hospice with a diagnosis of Alzheimer's
disease, early onset, dated 09/03/25.

On 01/21/26 at 08:20 AM, R51 was asleep on a chair in
the common area. She was seated with her legs over the

On 01/22/26 at 08:37 AM, Certified Medication Aide
(CMA) R stated what equipment, supplies, and services
provided by hospice should be on the care plan.

On 01/22/26 at 08:44 AM, Licensed Nurse (LN) | stated
the frequency of hospice staff visits, the equipment,
and supplies provided by hospice should be listed on

On 01/22/26 at 10:56 AM, Administrative Nurse D stated
the services, equipment, and medications provided by
hospice should be placed on the residents’ care plan.
Administrative Nurse D stated the unit manager was
responsible for ensuring the resident's care plan was
updated when a resident was admitted onto hospice

The facility’s “Hospice Care” policy, revised 12/2025,
documented hospice care may be provided when ordered by
the health care provider and agreed to by the resident

and or representative. The selected hospice would have

a current contract with the community which followed

federal requirements. The purpose of this policy was to
provide hospice care for residents who elected hospice
services who have known terminal illnesses or end-stage
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