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F 000 INITIAL COMMENTS F 000

 The following citations represent the findings of a 

Health Resurvey. The 2567 was electronically 

sent to the facility on 11/08/2021.  

The 2567 was amended and reissued on 

11/16/21

 

F 657 Care Plan Timing and Revision

CFR(s): 483.21(b)(2)(i)-(iii)

§483.21(b) Comprehensive Care Plans

§483.21(b)(2) A comprehensive care plan must 

be-

(i) Developed within 7 days after completion of 

the comprehensive assessment.

(ii) Prepared by an interdisciplinary team, that 

includes but is not limited to--

(A) The attending physician.

(B) A registered nurse with responsibility for the 

resident.

(C) A nurse aide with responsibility for the 

resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of 

the resident and the resident's representative(s). 

An explanation must be included in a resident's 

medical record if the participation of the resident 

and their resident representative is determined 

not practicable for the development of the 

resident's care plan.

(F) Other appropriate staff or professionals in 

disciplines as determined by the resident's needs 

or as requested by the resident.

(iii)Reviewed and revised by the interdisciplinary 

team after each assessment, including both the 

comprehensive and quarterly review 

assessments.

This REQUIREMENT  is not met as evidenced 

F 657

SS=D

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

11/08/2021

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 657 Continued From page 1 F 657

by:

 The facility identified a census of 83 residents. 

The sample included 18 residents. Based on 

observation, record review, and interviews, the 

facility failed to ensure the comprehensive care 

plan for Resident (R) 25 was updated to reflect 

her preferences for female only caregivers. This 

deficient practice placed R25 at increased risk for 

impaired dignity and well-being.

Findings included:

- R25's electronic medical record (EMR) from the 

"Diagnoses" tab documented diagnoses of 

diabetes mellitus (when the body cannot use 

glucose, not enough insulin made or the body 

cannot respond to the insulin), congestive heart 

failure (CHF-a condition with low heart output and 

the body becomes congested with fluid), and 

obesity (a condition of being grossly overweight).   

The "Annual Minimum Data Set" (MDS) dated 

02/19/21 documented a Brief Interview of Mental 

Status (BIMS) score of 15 which indicated intact 

cognition. The MDS documented that R25 

required extensive assistance of two staff 

members for ADL's. The MDS documented R25 

required physical help of one staff member for 

bathing during the look back period. 

The "Quarterly MDS" dated 08/13/21 documented 

a BIMS score of 15 which indicated intact 

cognition. The MDS documented R25 required 

extensive assistance of two staff members for 

ADL's. 

R25's " Mood State Care Area Assessment" 

(CAA) dated 03/03/21 documented R25's mood 

state would be care planned. 
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F 657 Continued From page 2 F 657

R25's "Care Plan" dated 03/09/21 documented 

she required extensive assistance of one staff 

member with bathing/showering.  The "Care 

Plan" did not list R25's personal bathing 

preferences or her desire for female-only 

caregivers.

Review of the EMR under "ID Notes" tab revealed 

a "Nurse Note" dated 02/18/21 at 04:33 PM which 

documented the physician had ordered "female 

attendant only."

Observation on 10/27/21 at 12:12 PM, R25 

propelled wheelchair from room to the dining 

room. Hair was combed but appeared oily. 

On 10/28/21 at 10:21 AM in an interview, R25 

stated she did not want a male staff member to 

provide care related to toileting, bathing and 

dressing.

On 10/28/21 at 12:55 PM in an interview, Certified 

Nurse's Aide (CNA) N stated that there was 

always a female staff member available to 

provide ADL's for the residents that did not want a 

male staff member. CNA N stated the staff just 

know which residents did not want a male staff 

member, but it was not documented anywhere.

On 10/28/21 at 01:23 PM in an interview, 

Licensed Nurse (LN) H stated if a resident 

wanted female-only staff to provide ADL care, it 

would be listed on the resident's care plan. 

On 10/28/21 at 02:29 PM in an interview, 

Administrative Nurse D stated that the preference 

of female staff should be on the resident's care 

plan. 
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F 657 Continued From page 3 F 657

The facility policy "Care Plans-Comprehensive 

Person-Centered" dated October 2021 recorded 

the care planning process would incorporate the 

resident's life history, personal and cultural 

preferences in developing the goals of care. It 

further recorded the comprehensive 

person-centered care plan would reflect the 

resident's expressed wishes regarding care and 

treatment goals. 

The facility failed to ensure R25's "Care Plan" 

was updated to reflect her personal bathing 

preferences.  This placed R25 at risk for impaired 

dignity and  well-being.

F 677 ADL Care Provided for Dependent Residents

CFR(s): 483.24(a)(2)

§483.24(a)(2) A resident who is unable to carry 

out activities of daily living receives the necessary 

services to maintain good nutrition, grooming, and 

personal and oral hygiene;

This REQUIREMENT  is not met as evidenced 

by:

F 677

SS=D

 The facility identified a census of 83 residents. 

The sample included 18 residents with seven 

sample residents reviewed for activities of daily 

living (ADLs) cares. Based on observation, record 

review, and interview, the facility failed to ensure 

that bathing was provided for one resident who 

required partial or complete assistance from staff 

to complete the care. This deficient practice 

placed Resident (R) 3,at risk for potential skin 

breakdown and/or skin complications from not 

maintaining good personal hygiene and bathing 

practices.

Findings included:
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F 677 Continued From page 4 F 677

- The electronic medical record (EMR) for R3 

documented diagnoses of type 2 diabetes 

mellitus (DM-a condition that affects the way the 

body processes blood sugar), chronic kidney 

disease (a gradual loss of kidney function over 

time and cannot filter blood as well as they should 

resulting in excess fluid), and hypertension 

(HTN).

The "Annual Minimum Data Set" (MDS) dated 

10/01/21 documented R3 had a Brief Interview for 

Mental Status (BIMS) score of 12 which indicated 

moderate impairment. She required supervision 

to limited assistance for her ADLs.

The "ADLs Care Area Assessment" dated 

10/18/21 did not address bathing.

The "ADLs Care Plan" dated 11/13/19 

documented that R3 required limited assistance 

of one staff member with bathing/showering.

Upon review of the "Monthly Charting/Flow Sheet" 

in the EMR for the months of September 2021 

and October 2021, R3 did not receive a 

shower/bath between the dates of 09/11/21 to 

09/21/21, between the dates of 09/29/21 to 

10/07/21, and between 10/14/21 to 10/20/21 .

On 10/28/21 at 12:55 PM in an interview, Certified 

Nurse's Aide (CNA) N stated staff look at the 

bath/shower list at the beginning of each shift to 

find the daily bath list. CNA N stated every 

resident was assigned a shower at least two 

times a week

On 10/28/21 at 01:23 PM in an interview, 

Licensed Nurse (LN) H stated staff review the 
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F 677 Continued From page 5 F 677

bath/shower list at the start of every shift, staffing 

has never affected the residents getting their 

bath/shower.

On 10/28/21 at 02:29 PM in an interview, 

Administrative Nurse D stated resident's 

preferences for bathing are asked upon 

admission. Shower/bath days are put into the 

EMR as well as in the resident's care plan. The 

nurse aides chart when baths are given, if a 

resident refused a bath at scheduled time, the 

resident was offered a bath/shower by the next 

shift. A resident should not miss getting some 

type of bath each week, and if they do there 

should be documentation supporting why 

bathing/showering was missed.

The facility policy "Quality of Life-Self 

Determination and Participation" last revised 

December 2017 documented: Each resident 

chooses activities, schedules and health care that 

are consistent with his or her interests, values, 

assessments, and plans of care, including: daily 

routine, such as sleeping and walking, eating , 

exercising and bathing schedules.

The facility policy "PROCEDURE: Shower/Tub 

Bath" last revised December 2017 documented: 

The purpose of this procedure was to promote 

cleanliness, provide comfort to the resident and to 

observe the condition of the resident's skin.

The facility failed to ensure a shower/bath was 

provided for R3, who required limited assistance 

with bathing, which had the potential to cause 

skin breakdown and/or skin complications due to 

poor personal hygiene.

F 755 Pharmacy Srvcs/Procedures/Pharmacist/Records F 755

SS=D
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F 755 Continued From page 6 F 755

CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pharmacy Services

The facility must provide routine and emergency 

drugs and biologicals to its residents, or obtain 

them under an agreement described in 

§483.70(g).  The facility may permit unlicensed 

personnel to administer drugs if State law 

permits, but only under the general supervision of 

a licensed nurse.

§483.45(a) Procedures.  A facility must provide 

pharmaceutical services (including procedures 

that assure the accurate acquiring, receiving, 

dispensing, and administering of all drugs and 

biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation.  The facility 

must employ or obtain the services of a licensed 

pharmacist who-

§483.45(b)(1) Provides consultation on all 

aspects of the provision of pharmacy services in 

the facility.

§483.45(b)(2) Establishes a system of records of 

receipt and disposition of all controlled drugs in 

sufficient detail to enable an accurate 

reconciliation; and

§483.45(b)(3) Determines that drug records are in 

order and that an account of all controlled drugs 

is maintained and periodically reconciled.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 83 residents. 

The sample included 18 residents, with six 

residents reviewed for unnecessary medications. 

Based on observation, record review, and 
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F 755 Continued From page 7 F 755

interviews, the facility failed to provide routine 

medication for Resident (R) 78 as ordered. This 

placed R78 at risk for complications due to 

ineffective medication regimen.

Findings included:

- R78's electronic medical record (EMR) from the 

"Diagnoses" tab documented diagnoses of 

hypothyroidism (condition characterized by 

decreased activity of the thyroid gland), dementia 

(progressive mental disorder characterized by 

failing memory, confusion), and hypertension 

(elevated blood pressure).  

The "Significant Change Minimum Data Set" 

(MDS) dated 06/25/21 documented a Brief 

Interview of Mental Status (BIMS) score of five 

which indicated severely impaired cognition. The 

MDS documented R78 required extensive 

assistance of two staff members for activities of 

daily living (ADL's). The MDS documented R78 

had received antipsychotic (class of medications 

used to treat psychosis (any major mental 

disorder characterized by a gross impairment in 

reality testing) and other mental emotional 

conditions) medication, and diuretic (medication 

to promote the formation and excretion of urine) 

medication for seven days, and antidepressant 

(class of medications used to treat mood 

disorders and relieve symptoms of depression 

(abnormal emotional state characterized by 

exaggerated feelings of sadness, worthlessness 

and emptiness) medications for six days during 

the look back period.  

The "Quarterly MDS" dated 09/10/21 documented 

a BIMS score of five which indicated severely 

impaired cognition.  The MDS documented that 
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F 755 Continued From page 8 F 755

R78 required extensive assistance of one staff 

member for ADL's. The MDS documented R78 

received antipsychotic medication, diuretic 

medication, and antidepressant medications for 

seven days during the look back period.  

R78's "Cognitive Loss Care Area Assessment" 

(CAA) dated 07/09/21 documented he had 

demonstrated an altered level of cognition related 

to his dementia. The staff would explain tasks in 

plain simple terms and keep his daily routine as 

consistent as possible.

R78's "Care Plan" dated 04/03/21 documented he 

received levothyroxine (hormone medication used 

to treat hypothyroidism) medication that had a 

"Black Box Warning" (BBWs-the most serious 

medication warning put in the labeling of 

prescription medications by the U.S. Food and 

Drug Administration when there is reasonable 

evidence of an association of a serious hazard 

with the drug). 

Review of the EMR under the "Orders" tab 

revealed a physician order:

Levothyroxine 75 micrograms (mcg) by mouth 

every day for hypothyroidism dated 03/24/21.

Review of the "Medication Administration Record" 

(MAR) for September 2021 revealed R78 had not 

received the levothyroxine for seven times out of 

30 opportunities. The September 2021 MAR 

documented on 09/03/21 R78 was "too sleepy" to 

take medication. 09/16/21 administration was 

blank.  09/17/21 and 09/18/21 recorded the 

medication was not available and refill was 

requested. 09/25/21 and 09/27/21 lacked 

documentation of a reason the medication was 
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F 755 Continued From page 9 F 755

not administered. 09/30/21 documented the 

medication not available.

The October 2021 MAR, reviewed from 10/01/21 

to 10/28/21, documented R78 had not received 

the levothyroxine 20 times out of 28 opportunities. 

The MAR documented the medication was not 

available six times, two opportunities were left 

blank, and 12 opportunities lacked documentation 

of a reason why the medication was not 

administered. 

Observation on 10/27/21 at 12:10 PM, R78 laid 

on his right side in bed, with his spouse at the 

bedside. R78's spouse reported R78 was too 

tired to eat lunch.

On 10/28/21 at 01:43 PM in an interview, 

Licensed Nurse (LN) G stated medications are 

always available to be given if ordered by the 

physician. LN G stated a resident refusal should 

be the only reason a medication was not 

administered. 

On 10/28/21 at 02:29 PM in an interview, 

Administrative Nurse D stated a resident should 

not go without a physician ordered medication 

more than 72 hours. Administrative Nurse D 

stated she was unaware that R78 did not have his 

medication available to be administered as 

ordered.  The Consultant Pharmacist (CP) to be 

alert to medication with potentially significant 

medication related adverse consequences and to 

actual signs and symptoms that could represent 

adverse consequences.  

The facility "Medication Regimen Reviews "policy 

with revision date July 2020 documented the CP 

would identify medication errors, including those 
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related to decantation (process for separation of 

mixtures of a liquid and a solid mixture) or order 

transcription. The facility did not provide a policy 

for ordering and/or availability for medication.

The facility failed to ensure medication was 

available to be administered as ordered by the 

physician for R78. This deficient practice placed 

R78 at risk for adverse consequences of medical 

complications.

F 756 Drug Regimen Review, Report Irregular, Act On

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

§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, 

F 756
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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.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 83 residents. 

The sample included 18 residents including six 

residents sampled for medication review. Based 

on observation, record review, and interview, the 

facility failed to ensure the Consultant Pharmacist 

(CP) identified irregularities for the following 

residents: Resident (R) 3's blood glucose was not 

obtained and insulin (hormone which regulates 

blood sugar) was not given as ordered; R78's 

medication levothyroxine (a hormone medication 

used to treat thyroid disorders) was unavailable 

and not given. This deficient practice placed the 

residents at risk for unnecessary medication 

administration and unwarranted side effects.

Findings included: 

- The electronic medical record (EMR) for R3 

documented diagnoses of type 2 diabetes 

mellitus (DM-a condition that affects the way the 

body processes blood sugar), chronic kidney 

disease (a gradual loss of kidney function over 

time and cannot filter blood as well as they should 

resulting in excess fluid), and hypertension 

(HTN).
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The "Annual Minimum Data Set" (MDS) dated 

10/01/21 documented R3 had a Brief Interview for 

Mental Status (BIMS) score of 12 which indicated 

moderate impairment. She required supervision 

for her activities of daily living (ADLs). She 

received insulin injections seven of seven days 

during the look back period, and a diuretic (a 

medication to promote the formation and 

excretion of urine) seven of seven days during 

the look back period.

The "Diabetes Care Plan" dated 10/31/19 

directed staff to perform fingerstick blood sugars 

(FSBS) per physician orders and to administer 

medications per physician orders and monitor for 

side effects and notify physician as needed.

A "Physician's Order" dated 03/05/21 for R3 

documented Novolog U-100 Insulin 100 units per 

milliliter (ml) subcutaneous (under the skin) four 

times a day for type 2 DM. If fasting blood sugar 

(FSBS) 150-200 give two units; 201-250 give four 

units; 251-300 give six units; 301-350 give eight 

units; 351-400 give 10 units; Call physician for 

FSBS greater than 400 or less than 80.

The June 2021 "Medication Administration 

Record" (MAR)/ "Treatment Administration 

Record" (TAR) documented that R3's blood sugar 

was not obtained and her Novolog was not 

administered as ordered on 06/05/21, 06/09/21, 

06/10/21, and 06/16/21 at the 04:30 PM time.

The July 2021 MAR/TAR for R3 recorded R3's 

blood sugar was not obtained and her Novolog 

was not administered on 07/01/21, 07/27/21, and 

07/28/21 at the 04:30 PM time.
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The Medication Regimen Review (MRR) 

completed by the CP for the months of May 

through October 2021 noted no irregularities for 

the Novolog.

On 10/28/21 at 07:50 AM, R3 sat comfortably in a 

chair in her room with the bedside table in front of 

her while watching tv and eating her breakfast, no 

signs of distress noted.

In an interview on 10/28/21 at 01:18 PM, 

Licensed Nurse (LN) G stated blood sugars 

should be obtained any time before a resident is 

given insulin, and the nurses were responsible to 

obtain the blood sugars and give the insulin. If a 

FSBS was not obtained and insulin not given 

there should be a note in the MAR/TAR giving a 

reason why it was not done.

In an interview on 10/28/21 at 02:29 PM, 

Administrative Nurse D stated a medication would 

never be held unless the physician was called 

first. For FSBS, she expected her staff to obtain 

them prior to insulin being administered, if not 

obtained or given there should be documentation 

giving a reason why it was not done.

CP GG was unavailable for interview on 11/01/21.

Review of Medication Regimen Reviews policy, 

revised July 2022, indicates the pharmacist will 

complete MRR reviews for every resident in the 

community at least monthly. The MRR includes a 

review of the resident's medical records in order 

to prevent, identify, report, and resolve 

medication-related concerns, medication errors, 

or other irregularities. The consultant will 

document his/her findings and recommendations 

on the monthly drug/medications MRR. 
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The facility failed to ensure that the CP identified 

irregularities in R3's medication administration 

when R3's FSBS was not obtained and Novolog 

insulin given as ordered, which had the potential 

for unnecessary medication administration and 

unwarranted side effects.

- R78's electronic medical record (EMR) from the 

"Diagnoses" tab documented diagnoses of 

hypothyroidism (condition characterized by 

decreased activity of the thyroid gland), dementia 

(progressive mental disorder characterized by 

failing memory, confusion), and hypertension 

(elevated blood pressure).  

The "Significant Change Minimum Data Set" 

(MDS) dated 06/25/21 documented a Brief 

Interview of Mental Status (BIMS) score of five 

which indicated severely impaired cognition. The 

MDS documented R78 required extensive 

assistance of two staff members for activities of 

daily living (ADL's). The MDS documented R78 

had received antipsychotic (class of medications 

used to treat psychosis (any major mental 

disorder characterized by a gross impairment in 

reality testing) and other mental emotional 

conditions) medication, and diuretic (medication 

to promote the formation and excretion of urine) 

medication for seven days, and antidepressant 

(class of medications used to treat mood 

disorders and relieve symptoms of depression 

(abnormal emotional state characterized by 

exaggerated feelings of sadness, worthlessness 

and emptiness) medications for six days during 

the look back period.  

The "Quarterly MDS" dated 09/10/21 documented 

a BIMS score of five which indicated severely 
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impaired cognition.  The MDS documented that 

R78 required extensive assistance of one staff 

member for ADL's. The MDS documented R78 

received antipsychotic medication, diuretic 

medication, and antidepressant medications for 

seven days during the look back period.  

R78's "Cognitive Loss Care Area Assessment" 

(CAA) dated 07/09/21 documented he had 

demonstrated an altered level of cognition related 

to his dementia. The staff would explain tasks in 

plain simple terms and keep his daily routine as 

consistent as possible.

R78's "Care Plan" dated 04/03/21 documented he 

received levothyroxine (hormone medication used 

to treat hypothyroidism) medication that had a 

"Black Box Warning" (BBWs-the most serious 

medication warning put in the labeling of 

prescription medications by the U.S. Food and 

Drug Administration when there is reasonable 

evidence of an association of a serious hazard 

with the drug). 

Review of the EMR under the "Orders" tab 

revealed a physician order:

Levothyroxine 75 micrograms (mcg) by mouth 

every day for hypothyroidism dated 03/24/21.

Review of the "Medication Administration Record" 

(MAR) for September 2021 revealed R78 had not 

received the levothyroxine for seven times out of 

30 opportunities. The September 2021 MAR 

documented on 09/03/21 R78 was "too sleepy" to 

take medication. 09/16/21 administration was 

blank.  09/17/21 and 09/18/21 recorded the 

medication was not available and refill was 

requested. 09/25/21 and 09/27/21 lacked 
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documentation of a reason the medication was 

not administered. 09/30/21 documented the 

medication not available.

The October 2021 MAR, reviewed from 10/01/21 

to 10/28/21, documented R78 had not received 

the levothyroxine 20 times out of 28 opportunities. 

The MAR documented the medication was not 

available six times, two opportunities were left 

blank, and 12 opportunities lacked documentation 

of a reason why the medication was not 

administered. 

Review of R78 EMR for September and October 

2021 revealed pharmacy consultant documented 

medication were reviewed showed no new 

irregularities and failed to identify the dosages not 

given during the specified months and possible 

adverse effects.

Observation on 10/27/21 at 12:10 PM, R78 laid 

on his right side in bed, with his spouse at the 

bedside. R78's spouse reported R78 was too 

tired to eat lunch.

On 10/28/21 at 01:43 PM in an interview, 

Licensed Nurse (LN) G stated medications are 

always available to be given if ordered by the 

physician. LN G stated that a resident refusal 

should be the only reason a medication was not 

administered. 

On 10/28/21 at 02:29 PM in an interview, 

Administrative Nurse D stated a resident should 

not go without a physician ordered medication 

more than 72 hours. Administrative Nurse D 

stated she was unaware that R78 did not have his 

medication available to be administered as 

ordered.  The Consultant Pharmacist (CP) to be 
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alert to medication with potentially significant 

medication related adverse consequences and to 

actual signs and symptoms that could represent 

adverse consequences.  

On 11/01/21 at 01:40 PM, CP GG was 

unavailable for interview. 

Review of Medication Regimen Reviews policy, 

revised July 2022, indicates the pharmacist will 

complete MRR reviews for every resident in the 

community at least monthly. The MRR includes a 

review of the resident's medical records in order 

to prevent, identify, report, and resolve 

medication-related concerns, medication errors, 

or other irregularities. The consultant will 

document his/her findings and recommendations 

on the monthly drug/medications MRR.  

The facility failed to ensure the CP identified and 

reported the inconsistent administration of R78's 

levothyroxine, which placed the resident at 

increased risk for ineffective medication regimen.

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

F 757
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§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:

 The facility identified a census of 83 residents. 

The sample included 18 residents including six 

residents sampled for medication review. Based 

on observation, record review, and interview, the 

facility failed to ensure Resident (R) 3's blood 

glucose was obtained and insulin (hormone which 

regulates blood sugar) was given as ordered and 

R78's medication levothyroxine (a hormone 

medication used to treat thyroid disorders) was 

available and administered. This deficient 

practice placed the residents at risk for 

unnecessary medication administration and 

unwarranted side effects.

Findings included: 

- The electronic medical record (EMR) for R3 

documented diagnoses of type 2 diabetes 

mellitus (DM-a condition that affects the way the 

body processes blood sugar).

The "Annual Minimum Data Set" (MDS) dated 

10/01/21 documented R3 had a Brief Interview for 

Mental Status (BIMS) score of 12 which indicated 

moderate impairment. She required supervision 

for her activities of daily living (ADLs). She 

received insulin injections seven of seven days 
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during the look back period.

The "Diabetes Care Plan" dated 10/31/19 

directed staff to perform fingerstick blood sugars 

(FSBS) per physician orders and to administer 

medications per physician orders and monitor for 

side effects and notify physician as needed.

A "Physician's Order" dated 03/05/21 for R3 

documented Novolog U-100 Insulin 100 units per 

milliliter (ml) subcutaneous (under the skin) four 

times a day for type 2 DM. If fasting blood sugar 

(FSBS) 150-200 give two units; 201-250 give four 

units; 251-300 give six units; 301-350 give eight 

units; 351-400 give 10 units; Call physician for 

FSBS greater than 400 or less than 80.

The June 2021 'Medication Administration 

Record" (MAR)/ "Treatment Administration 

Record" (TAR) documented that R3's blood sugar 

was not obtained and her Novolog was not 

administered as ordered on 06/05/21, 06/09/21, 

06/10/21, and 06/16/21 at the 04:30 PM time.

The July 2021 MAR/TAR for R3 recorded R3's 

blood sugar was not obtained and her Novolog 

was not given on 07/01/21, 07/27/21, and 

07/28/21 at the 04:30 PM time.

On 10/28/21 at 7:50 AM, R3 sat comfortably in a 

chair in her room with the bedside table in front of 

her while watching tv and eating her breakfast, no 

signs of distress noted.

In an interview on 10/28/21 at 01:18 PM, 

Licensed Nurse (LN) G stated blood sugars 

should be obtained any time before a resident is 

given insulin, and the nurses were responsible to 

obtain the blood sugars and give the insulin. If a 
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FSBS was not obtained and insulin not given 

there should be a note in the MAR/TAR giving a 

reason why it was not done.

In an interview on 10/28/21 at 02:29 PM, 

Administrative Nurse D stated a medication would 

never be held unless the physician was called 

first. For FSBS, she expected her staff to obtain 

them prior to insulin being given, if not obtained 

or given there should be documentation giving a 

reason why it was not done.

The facility failed to provide a policy for 

medication administration.

The facility failed to ensure that R3's FSBS was 

obtained and Novolog insulin given as ordered, 

which had the potential for unnecessary 

medication administration and unwarranted side 

effects.

- R78's electronic medical record (EMR) from the 

"Diagnoses" tab documented diagnoses of 

hypothyroidism (condition characterized by 

decreased activity of the thyroid gland), dementia 

(progressive mental disorder characterized by 

failing memory, confusion), and hypertension 

(elevated blood pressure).  

The "Significant Change Minimum Data Set" 

(MDS) dated 06/25/21 documented a Brief 

Interview of Mental Status (BIMS) score of five 

which indicated severely impaired cognition. The 

MDS documented R78 required extensive 

assistance of two staff members for activities of 

daily living (ADL's). The MDS documented R78 

had received antipsychotic (class of medications 

used to treat psychosis (any major mental 

disorder characterized by a gross impairment in 

FORM CMS-2567(02-99) Previous Versions Obsolete 2GWP11Event ID: Facility ID: N081001 If continuation sheet Page  21 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/16/2021
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175100 10/28/2021
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2800 WILLOW GROVE ROAD
VIA CHRISTI VILLAGE MANHATTAN, INC

MANHATTAN, KS  66502

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 757 Continued From page 21 F 757

reality testing) and other mental emotional 

conditions) medication, and diuretic (medication 

to promote the formation and excretion of urine) 

medication for seven days, and antidepressant 

(class of medications used to treat mood 

disorders and relieve symptoms of depression 

(abnormal emotional state characterized by 

exaggerated feelings of sadness, worthlessness 

and emptiness) medications for six days during 

the look back period.  

The "Quarterly MDS" dated 09/10/21 documented 

a BIMS score of five which indicated severely 

impaired cognition.  The MDS documented that 

R78 required extensive assistance of one staff 

member for ADL's. The MDS documented R78 

received antipsychotic medication, diuretic 

medication, and antidepressant medications for 

seven days during the look back period.  

R78's "Cognitive Loss Care Area Assessment" 

(CAA) dated 07/09/21 documented he had 

demonstrated an altered level of cognition related 

to his dementia. The staff would explain tasks in 

plain simple terms and keep his daily routine as 

consistent as possible.

R78's "Care Plan" dated 04/03/21 documented he 

received levothyroxine (hormone medication used 

to treat hypothyroidism) medication that had a 

"Black Box Warning" (BBWs-the most serious 

medication warning put in the labeling of 

prescription medications by the U.S. Food and 

Drug Administration when there is reasonable 

evidence of an association of a serious hazard 

with the drug). 

Review of the EMR under the "Orders" tab 

revealed a physician order:
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Levothyroxine 75 micrograms (mcg) by mouth 

every day for hypothyroidism dated 03/24/21.

Review of the "Medication Administration Record" 

(MAR) for September 2021 revealed R78 had not 

received the levothyroxine for seven times out of 

30 opportunities. The September 2021 MAR 

documented on 09/03/21 R78 was "too sleepy" to 

take medication. 09/16/21 administration was 

blank.  09/17/21 and 09/18/21 recorded the 

medication was not available and refill was 

requested. 09/25/21 and 09/27/21 lacked 

documentation of a reason the medication was 

not administered. 09/30/21 documented the 

medication not available.

The October 2021 MAR, reviewed from 10/01/21 

to 10/28/21, documented R78 had not received 

the levothyroxine 20 times out of 28 opportunities. 

The MAR documented the medication was not 

available six times, two opportunities were left 

blank, and 12 opportunities lacked documentation 

of a reason why the medication was not 

administered. 

Observation on 10/27/21 at 12:10 PM, R78 laid 

on his right side in bed, with his spouse at the 

bedside. R78's spouse reported R78 was too 

tired to eat lunch.

On 10/28/21 at 01:43 PM in an interview, 

Licensed Nurse (LN) G stated medications are 

always available to be given if ordered by the 

physician. LN G stated that if a resident refusal 

should be the only reason a medication was not 

administered. 

On 10/28/21 at 02:29 PM in an interview, 

FORM CMS-2567(02-99) Previous Versions Obsolete 2GWP11Event ID: Facility ID: N081001 If continuation sheet Page  23 of 28



A. BUILDING ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED:  11/16/2021
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

175100 10/28/2021
STREET ADDRESS, CITY, STATE, ZIP CODENAME OF PROVIDER OR SUPPLIER

2800 WILLOW GROVE ROAD
VIA CHRISTI VILLAGE MANHATTAN, INC

MANHATTAN, KS  66502

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETION

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

F 757 Continued From page 23 F 757

Administrative Nurse D stated a resident should 

not go without a physician ordered medication 

more than 72 hours. Administrative Nurse D 

stated she was unaware that R 78 did not have 

his medication available to be administered as 

ordered.  The CP to be alert to medication with 

potentially significant medication related adverse 

consequences and to actual signs and symptoms 

that could represent adverse consequences.  

The facility failed to provide a policy for 

medication administration.

The facility failed to ensure the consistent 

administration of R78's levothyroxine, which 

placed the resident at increased risk for 

ineffective medication regimen.

F 880 Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an 

infection prevention and control program 

designed to provide a safe, sanitary and 

comfortable environment and to help prevent the 

development and transmission of communicable 

diseases and infections.

§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)(1) A system for preventing, identifying, 

reporting, investigating, and controlling infections 

and communicable diseases for all residents, 

staff, volunteers, visitors, and other individuals 

F 880

SS=E
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providing services under a contractual 

arrangement based upon the facility assessment 

conducted according to §483.70(e) and following 

accepted national standards;

§483.80(a)(2) Written standards, policies, and 

procedures for the program, which must include, 

but are not limited to:

(i) A system of surveillance designed to identify 

possible communicable diseases or 

infections before they can spread to other 

persons in the facility;

(ii) When and to whom possible incidents of 

communicable disease or infections should be 

reported;

(iii) Standard and transmission-based precautions 

to be followed to prevent spread of infections;

(iv)When and how isolation should be used for a 

resident; including but not limited to:

(A) The type and duration of the isolation, 

depending upon the infectious agent or organism 

involved, and 

(B) A requirement that the isolation should be the 

least restrictive possible for the resident under the 

circumstances.  

(v) The circumstances under which the facility 

must prohibit employees with a communicable 

disease or infected skin lesions from direct 

contact with residents or their food, if direct 

contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed 

by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents 

identified under the facility's IPCP and the 

corrective actions taken by the facility. 

§483.80(e) Linens.  
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Personnel must handle, store, process, and 

transport linens so as to prevent the spread of 

infection.  

§483.80(f) Annual review.  

The facility will conduct an annual review of its 

IPCP and update their program, as necessary.

This REQUIREMENT  is not met as evidenced 

by:

 The facility identified a census of 83 residents. 

Based on observations, record reviews, and 

interviews, the facility failed to ensure appropriate 

hand hygiene during meal pass. This deficient 

practice increased the risk of illness and infection 

to the residents. 

Findings included: 

-  On 10/26/2021 at 12:00 PM, Certified Nurse 

Aide (CNA) P assisted residents in preparation 

for lunch (mealtime). CNA P assisted several 

residents to the dining area. While escorting a 

male resident to his seat; CNA P touched the 

resident, the tabletop, and the resident's chair 

without performing hand hygiene. She then 

adjusted her mask and put a hair net on. She left 

the dining area to check on other residents. She 

entered and exited two resident's rooms without 

completing hand hygiene. She returned to the 

dining area and touched her hair on two separate 

occasions. She then removed her hair net, 

untangled it, and placed it back on her head 

without completing hand hygiene afterwards. She 

walked around the dining area checking on 

residents seated at the tables. She put her hand 

on several resident's shoulders; touched the 

dining room tabletop's, sub-kitchen counters, and 

repeatedly placed her hands in her pockets. CNA 

P did not complete hygiene during these events. 
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CNA P then sat down at the staff computer to 

complete documentation. She then completed 

hand hygiene using hand sanitizer after 

approximately 30 minutes of observation but did 

not reapply hand sanitizer after retouching the 

staff computer. CNA P donned gloves (put on), 

cleaned up a food spill, and doffed (took off) her 

gloves. She walked back to the computer, 

touched her hair, mask, and staff computer 

without performing hand hygiene. 

On 10/27/2021 at 02:20 PM, CNA A stated hand 

hygiene should be completed when touching 

residents, assisting them with meals, toileting, 

and when soiled. 

On 10/27/2021 at 02:30 PM, Licensed Nurse (LN) 

R stated that hand hygiene must be performed 

before/after contact with patient, the environment, 

and with medication pass. 

On 10/28/2021 at 03:30 PM, Administrative Nurse 

B stated that hand hygiene must be performed 

before, during, and after contact with patients, 

during meal/medication passes, and when visibly 

soiled. 

The facility's "Hand Hygiene" policy, last revised 

March 2021, Section E directs that hand hygiene 

be completed with soap and water before and 

after handling food. Section F indicates hand 

hygiene be performed before and after assisting 

resident's with meals, direct contact with 

residents, and contact with objects within the 

immediate vicinity of the resident. Per Section F 

alcohol-based hand rub may be used alternately 

to soap and water for these events. Section F 

indicates that hand hygiene be completed after 

personal use of toilet or while conducting 
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personal hygiene. Section H directs that the use 

of gloves does not replace hand washing/hand 

hygiene. Integration of glove use along with 

routine hand hygiene is recognized as the best 

practice for preventing healthcare-associated 

infections. . 

The facility failed to ensure appropriate hand 

hygiene during meal service. This deficient 

practice has the risk to spread illness and 

infection to the residents.

FORM CMS-2567(02-99) Previous Versions Obsolete 2GWP11Event ID: Facility ID: N081001 If continuation sheet Page  28 of 28


