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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Coordinate assessments with the pre-admission screening and resident review program; and referring for 
services as needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
failed to ensure that PASARR Level II is completed.Number of residents sampled: 1Number of residents 
cited: 1Based on facility documentation, staff interviews, and policy review, the facility failed to ensure one 
resident's (#2) Preadmission Screening and Resident Review (PASARR) level II was completed in a timely 
manner. The deficient practice could result in the resident not receiving the specialized services needed.
Findings include:Resident #2 was admitted to the facility on [DATE], with diagnoses that included bipolar 
disorder, current episode depressed, mild or moderate severity, unspecified.Review of the Minimum Data 
Set (MDS) dated [DATE], revealed a Brief Interview for Mental Status (BIMS) score of 14, indicating intact 
cognitive function. The MDS also revealed that Resident #2 was diagnosed with bipolar disorder.Review of 
the physician's order revealed the following order:Duloxetine HCl Oral Capsule Delayed Release Particles 60 
Milligram (Duloxetine HCl). Give 60 milligram by mouth in the morning, related to depression, unspecified.
Additionally, an antidepressant was ordered to monitor the side effects of the medication, such as dry eyes, 
dry mouth, constipation, urinary retention, and suicidal ideation.Review of the care plan revealed a problem 
focus initiated on April 10, 2025, which indicated that Resident #2 was receiving antidepressant medication 
related to his diagnosis of depression.An interview was conducted on July 24, 2025, at 2:15 PM with the 
Social Service (staff #98), who stated that eligibility for Pre-admission Screening and Resident Review 
(PASARR) level II depends on the severity of the diagnosis. The social service added that the PASARR 
evaluation should be done during the pre-admission process. The facility has 30 days to complete the 
PASARR II assessment. If the assessment for PASARR Level II is not completed on time, there is a risk that 
the resident will not receive the necessary mental health services. Additionally, the social service (staff #98) 
mentioned that the resident's PASARR level I screening was completed during pre-admission, but PASARR 
level II was not done at that time.On July 24, 2025, at 3:24 PM, the Regional Clinical Operations (staff #24) 
confirmed that the PASARR Level II assessment was not completed for resident #2.An interview was 
conducted on July 25, 2025, at 10:00 AM with the Regional clinical operations (staff #24), and the Director of 
nursing (staff #74), who stated that a preliminary assessment is conducted to identify potential conditions 
related to PASRR (Pre-admission Screening and Resident Review). If the Level I screening suggests that an 
individual may have a mental illness, intellectual disability, or developmental disability, a Level II evaluation 
will be initiated. The Level II evaluation is a comprehensive assessment for individuals flagged by the Level I 
screening as having, or potentially having, these diagnoses. This evaluation determines the need for nursing 
facility services and whether specialized services for these conditions are necessary.Review of the facility 
policy titled Pre-admission screening and resident review (PASRR) stated our facility will strive to verify that 
a Level I PASRR Screening has been conducted, in order to identify Serious Mental Illness (MI) and/or an 
Intellectual Disability (ID) prior to initial admission of individuals to the facility. A new PASRR Level I 
Screening is not required for readmission to the facility.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, staff interviews and policy review, the facility failed to ensure that medications were not left at 
the bedside for one resident (#92). The deficient practice could result in harm to the residents, and/or visitors 
who have access to medications.Findings Include:Resident #92 was admitted on [DATE] with diagnoses that 
included, unspecified fracture of left patella, hypertension, chronic obstructive pulmonary disease, muscle 
spasm, gastro-esophageal reflux disease, depression, atherosclerotic heart disease, and (osteo)arthritis. The 
Admissions Minimum Data Set (MDS) assessment dated [DATE] is in progress.Resident #92 care plan did 
not address that resident was able to self-administer medication. Review of the physician's orders revealed 
no orders to self-administer medications.Review of the assessments revealed not assessed to 
self-administer medications.Review of progress note revealed no interdisciplinary meeting for self-administer 
medication.Further review of the Physicians orders revealed an order for Calcium Carbonate Tablet 
Chewable 500mg with start day July 22, 2025.An observation was conducted on July 22, 2025 at 10:44 AM 
in Resident #92's room which revealed that the resident was lying in his bed, table beside her bed which had 
a water and small white clear cup with small round pink tablet in the cup. Resident #92 stated that this was 
his calcium tablet that he takes, but it is too hard to swallow because it was, so big. He stated that if, I 
swallow this tablet he could chock to death. Resident #92 also stated that he had to, fight staff for it to be 
crushed or put into the apple sauce so he can take it. He said that they usually leave it on table. An interview 
was conducted on July 22, 2025 at 10:47 AM with Certified Nurse Assistance (CNA/staff #23), who stated 
that he did not know what was in the cup and was unable to identify what it was because it is not in his job 
description. Staff #23 called the nurse.An interview was conducted on July 22, 2025 at 10:50 AM with the 
Licensed Practical Nurse (LPN/staff #9), who identified it as a calcium pill and stated that it should not have 
been left at bedside. She stated that Dementia residents could come into room and take it. She stated that it 
would not hurt the resident because it is vitamin, but if it was different medication it would hurt them.An 
interview was conducted on June 24, 2025 at 03:04PM with Director of Nursing (DON/ Staff #74), who stated 
that no one is allowed to have any medication or prescribed vitamins left on bedside unless resident has 
self-administration orders. She also stated currently no residents have self-administration orders to take 
medication by themselves. She stated the risk of having medication or vitamins left on beside could cause 
anyone to have access or it might not be taken during the time frame prescribed. Having medication left on 
beside would not meet expectation of facility's policy.Reviewed the policy titled F003: Medication: 
Self-Administration of Medication Revised date January 1, 2024 revealed residents may self-administer their 
own medications only if the attending physician, in conjunction with the interdisciplinary care planning team, 
has determined that they have the decision-making capacity to do so safely.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide each resident with a nourishing, palatable, well-balanced diet that meets his or her daily nutritional 
and special dietary needs.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, representative and staff interviews, and policy review, the facility failed to assess and 
monitor one resident's (#77) nutritional needs. The deficient practice could result in residents' nutritional 
needs not being met.Findings include:Resident #77 was admitted to the facility on [DATE] with diagnoses 
that included pulmonary embolism without acute cor pulmonale, diverticulitis of intestine, and dementia.
Review of the Minimum Data Set (MDS) dated [DATE] revealed a Brief Interview for Mental Status (BIMS) 
score of 05, indicating severe cognitive impairment. The MDS also indicated that the resident had no 
swallowing impairments, but was noted to have had a weight loss of 5% or more in the last month or a loss 
of 10% or more in the last 6 months, while not on a physician-prescribed weight-loss regimen.Review of 
Resident #77's care plan revealed a problem focus, initiated on November 6, 2023, which indicated that 
Resident #77 had a nutritional problem, related to a hip fracture and advanced age of 94 with a history of 
dementia. The goals in place were that the resident would comply with the recommended diet through the 
review date, and that the resident will have no significant weight change. Interventions in place included for a 
Registered Dietician to evaluate and make diet change recommendations as needed, and to provide and 
serve the diet as ordered.Review of Resident #77's Plan of Treatment for Rehabilitation, signed November 
14, 2023, revealed that Resident #77's prior level of function indicated no swallowing impairments, and the 
resident previously tolerated a regular diet with thin liquids. The treatment plan did not indicate that the 
current level of function for swallowing or meals was evaluated. There was no evidence found that Resident 
#77 received any additional swallow evaluations during her stay.Review of Resident #77's documented 
weights revealed a severe weight loss during her stay from November 6, 2023 to Feburary 4, 2024. Based 
on the recorded weights, the resident experienced a severe weight loss, from 133.0 pounds to 90.0 pounds, 
indicating a 32.33% weight loss in three months while at the facility. The review of the documented weights 
revealed inconsistencies in the weights recorded on the day of admission to the facility and the day after. 
Despite inconsistent documentation, the resident still experienced a notably severe weight loss during her 
stay.Review of the physician orders revealed the following diet orders:- Regular diet Regular texture, Thin 
Liquids consistency- 11/06/2023- Regular diet Mechanical Soft with ground meat texture, Thin Liquids 
consistency- 12/29/2023- Regular diet Pureed texture, Thin Liquids consistency, for no dentures in place at 
this time, unable to masticate. related to UNSPECIFIED PROTEINCALORIE MALNUTRITION (E46) - 
02/06/2024Review of the progress notes revealed evidence that Resident #77 was having difficulties 
swallowing food and medications. Daily skilled notes on December 26, 27, and 28, of 2023 indicated that the 
resident was having swallowing difficulties and was noted to be holding food in the mouth/cheeks or having 
residual food in the mouth after meals. There was no evidence found that the resident's swallowing was 
assessed or that the provider was notified of these difficulties. Daily skilled evaluations on January 28, 2024 
and February 3, 2024 again noted that the resident had swallowing difficulties, requiring medications to be 
crushed in applesauce.A review of grievances revealed a grievance form, dated December 28, 2023, filed by 
family on behalf of Resident #77, indicating that Resident #77 was missing her dentures. The grievance form 
indicated that the family was given a pair of dentures, but they were unsure if they belonged to Resident #77 
or not. The form indicated that Resident #77 was satisfied, as she believed these were her dentures.Review 
of the progress notes revealed a Social Services note, back-dated to January 5, 2024, which indicated that 
Resident #77 was missing her bottom denture, so the family and staff agreed to place the resident onto a 
mechanical soft diet. The note indicated that a puree diet was decided against, as it would not be appetizing 
to the resident. Further review of the progress notes revealed no evidence that the resident's weight loss was 
addressed or documented by staff or a dietician prior to February 5, 2024, which was the day prior to the 
resident being sent out to the hospital per family request for potential aspiration. There was also no evidence 
found that Resident #77's swallowing difficulties had been reported to or addressed by the physician.Review 
of the Speech Therapy (ST) Discharge summary, dated [DATE]-18, 2024, revealed that Resident #77 was 
being discharged from ST services, as she was unwilling to participate in therapy, and only wanted to receive 
physical and occupational therapy. Additionally, this document revealed a daily note, dated January 17, 
2024, which indicated that Resident #77 reported pain in her oral cavity where her bottom dentures are. 
However, the Speech Language Pathologist (SLP) noted that Resident #77 did not have bottom dentures.
Review of Resident #77's personal property inventory sheet revealed that Resident #77 admitted with upper 
and lower dentures in her possessions.A review of the Medication Administration Note dated February 6, 
2024 at 2:27PM revealed that Resident #77 was ordered a chest x-ray to rule out aspiration, but this was 
cancelled as the family chose to send the resident to the hospital.Additional review of the physician orders 
revealed an order, dated February 6, 2024, indicating it was okay to send Resident #77 to the hospital for 
possible aspiration.Further review of the progress notes revealed a plan of care note, dated February 6, 
2024 at 2:27PM, which indicated that Resident #77's family spoke with staff about the resident's lower 
dentures that were missing back in December. The note indicated that staff let the family know that they 
would put an alert out to find the dentures. However, the note also indicated that the resident's lower 
dentures were found on January 5, 2024. The note also indicated that staff discussed with the family about 
different diet orders and let the family know that puree food was less palatable. The note indicated that the 
resident's family chose to place the resident on the mechanical soft diet, which they noted was possibly 
causing weight loss.An additional progress note dated February 6, 2024 at 2:30PM revealed that the Director 
of Nursing (DON) spoke with Resident #7's family after family requested to a floor nurse to speak with a 
manager. The note indicated that the family claimed the resident was choking on food when they entered the 
resident's room, and food was stuck in the resident's mouth. The note indicated that the provider was notified 
of this, and a Certified Nursing Assistant (CNA) was instructed to clean food or contents in the resident's 
mouth.A follow-up IDT progress note on February 6, 2024 at 2:37PM indicated that Resident #77's nurse 
and CNA stated that Resident #77 had been refusing meals and fluids. The note did not indicate if this was 
reported to the provider or management prior.A progress note date February 6, 2024 at 2:40PM revealed 
that the DON was called back into Resident #77's room and family was upset, claiming the CNA was 
neglectful. The family claimed that the CNA gave up attempting to clean Resident #77's mouth. The note 
indicated that Resident #77 did not appear to be in distress at this time. The note indicated that family stated 
that Resident #77 cannot eat her prescribed diet and needed puree food instead. The family also expressed 
concern over the resident's weight loss. This note also described that the CNA reported she was cleaning 
the resident's mouth when the resident would gag, so the CNA would pause cleaning. The CNA reported that 
the family in the room was verbally degrading toward the CNA during this, so the CNA stated she left the 
room and did not provide further care to the resident.The progress note dated February 6, 2024 at 2:45PM 
revealed that at this time, the DON discussed with Resident #77's family about Resident #77 refusing food 
and drink, despite staff encouragement and education. The note indicated that family requested the resident 
be sent to the hospital instead of waiting to complete interventions at the facility.Review of the discharge 
summary on February 6, 2024 at 2:53PM revealed that Resident #77 was transported to the hospital via 
ambulance. The summary also indicated that the resident's family had observed the resident choking and 
removed a piece of food from the resident's mouth and photographed it and then showed the nurse. The 
nurse then assessed the resident and noted no apparent distress. The family then requested the hospital 
transport.Interview was conducted on July 24, 2025 at 10:01AM with a Certified Nursing Assistant (CNA/Staff 
#56) who stated that CNAs obtain resident weights, which are reported to the nurse. The CNA indicated that 
if the nurses noticed a change in the weights, the staff would re-weigh the resident.Interview was conducted 
on July 24, 2025 at 10:08AM with a Registered Nurse (RN/Staff #105), who confirmed that CNAs obtain 
weights for residents. She stated that the charge nurse would monitor for any weight loss or gain. The RN 
stated that if a weight loss trend is noticed, the staff would talk to the charge nurse, who would then consult 
with the dietician.Interview was conducted on July 25, 2025 at 7:49AM with Resident #77's family member 
(Family #1), who confirmed that on February 6, 2024, family had entered Resident #77's room and found that 
she was in bed, appearing to be choking. Family #1 explained that Resident #77 appeared to be trying to say 
something but could not form the words. He explained that another family member noticed that Resident #77 
had something in her mouth. Family #1 recalled that a nurse had then asked a CNA to clean the resident's 
mouth with a mouth swab. He explained that the CNA removed pieces of food, which looked like mashed 
beef, from the resident's mouth. Family #1 explained that the CNA began to clean the mouth but then threw 
the swab, telling the family to do it instead. Family #1 stated that the family then called emergency services 
to transport the resident for further care. Family #1 explained that Resident #77 had previously lost her 
dentures, and therefore had difficulty chewing. Family #1 stated that the dentures were missing at the time of 
this event, and that the facility had been aware that they were missing since December. Family #1 stated that 
this was previously an issue, as the facility would serve Resident #77 large pieces of food, which she would 
struggle to eat without dentures. He stated that Resident #77 had at times told the family that she felt upset, 
asking how she was supposed to eat the food she was served. Family #1 confirmed that Resident #77's top 
dentures were eventually located, but the lower dentures were not found. Family #1 stated that he felt 
Resident #77 obviously needed a puree diet, which was not being served to the resident. When asked if the 
facility ever offered to change Resident #77's diet prior to the choking event, Family #1 stated that the facility 
never had that conversation with him, and he would have agreed to placing Resident #77 on a puree diet if 
asked. Family #1 also stated that he felt that this was neglectful of the facility, as they knew she had been 
missing her bottom dentures and did not change her diet to a form she could eat. Family #1 felt this was the 
reason Resident #77 had lost a lot of weight at the facility. He also felt that it was neglectful that facility staff 
had not ensured that Resident #77 had swallowed all of her lunch, which he felt led to the choking.Interview 
was conducted on July 25, 2025 at 8:00AM with another family member of the resident (Family #2). Family 
#2 confirmed that she and other family had entered Resident #77's room on February 6, 2024, at 
approximately 1:00PM. Family #2 stated that upon entering, they noticed that the resident was making odd 
noises and pointed to her mouth. Family #2 indicated that inspection of the resident's mouth revealed ground 
meat coated on the resident's tongue and the roof of her mouth. Family #2 stated that a CNA was sent to 
clean the meat out of Resident #77's mouth, but the CNA had a bad attitude and refused to finish cleaning 
the mouth. The family then took over removing the food from the mouth. Family #2 revealed that Resident 
#77 was then transported to the hospital, and she was also found to be severely dehydrated. Family #2 also 
stated that this day, a nurse had stated that the resident was weighed and had lost forty pounds since 
arriving to the facility. Family #2 also blamed this weight loss on the fact that Resident #77's dentures had 
gone missing in the facility, and they had been missing for about three months. Family #2 was upset, stating 
that she had to request a care conference with the facility to address these concerns, as she was not invited 
to a conference prior. She stated that in this care conference on January 5, 2024, she requested that the 
facility assist the resident with eating meals and requested a softer diet for the resident, to which the facility 
placed the resident on a mechanical soft diet. She also stated that the missing dentures were discussed 
again in this care conference. The family stated that the staff stated they would continue to look for the 
missing dentures until new dentures could be purchased, with an estimated date of approval for the new 
dentures of February 4, 2024. Family #2 stated that the facility never suggested or wanted a puree diet for 
Resident #77, despite knowing that she was missing her dentures.Interview was conducted on July 25, 2025 
at 8:42AM with a Registered Nurse (RN/Staff #6), who stated that CNAs should assist residents in the dining 
room who may need assistance eating. The RN stated that while assisting a resident to eat, they should 
assess for pocketing of food. She also stated that they should ensure the resident is swallowing and offer 
drinks in between. The RN also stated that if a resident was missing dentures, then this could affect their 
eating, and they should be placed on soft foods.Interview was conducted on July 25, 2025 at 9:34AM with 
the Director of Nursing (DON/Staff #74), who stated that diet consistency orders are first received from the 
hospital when a resident admits to the facility. She stated that if a resident appeared to have swallowing or 
chewing problems, a speech evaluation and swallow evaluation would be ordered. When asked about 
Resident #77's missing dentures, the DON stated that the dentures were located on January 5, 2024, 
referencing the grievance form and progress notes. She denied that the bottom dentures were missing past 
this date, despite the speech therapy notes indicating Resident #77 did not have her bottom dentures. 
Additionally, when asked about the resident's swallowing abilities, the DON referenced the Plan of Treatment 
for Rehabilitation from November 14, 2023, which had indicated the resident's prior level of function. The 
DON indicated that this evaluation did not suggest new recommendations. When asked about the progress 
notes indicating that Resident #77 required crushed medications, the DON commented that it was possible 
for a resident to have difficulties swallowing pills but not food. When asked about the notes detailing the 
resident retaining food in her cheeks, the DON stated she would have to interview the nurses to get more 
detail about the situation. The DON stated that the resident was not a choking risk based on her previous 
assessments. She also stated that a puree diet was offered to family and was declined, based on the note 
dated to January 5, 2024.Review of the facility policy titled, Nutrition/Hydration: Weight Assessment and 
Intervention revealed that individualized care plans shall address, to the extent possible: the identified 
causes of weight loss; goals and benchmarks for improvement; and time frames and parameters for 
monitoring and reassessment. The policy also described that interventions for undesirable weight loss are 
based on careful consideration of chewing and swallowing abnormalities and the need for diet 
modificationsReview of the facility policy titled, Food Services: Food and Nutrition Services, revealed that 
staff should assess each resident's nutritional needs, food likes, dislikes and eating habits, as well as 
physical, functional, and psychosocial factors that affect eating and nutritional intake and utilization. The 
policy indicated that a resident-centered diet and nutrition plan would be based on this assessment.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

Based on observations, staff interviews, facility documentation, policies and procedures assessment, the 
facility failed to ensure that food items in the dry storage room and the freezer were properly labeled and 
dated. The deficient practice could result in food contamination which could cause sickness and potential 
food poisoning among the residents.Findings Include:On July 22, 2025 at 9:40 a.m during an initial 
walk-through visit with [NAME] #106 on behalf of the kitchen manager, staff #77 who was on leave that day 
at the storage room, one half-full bag of macaroni noodles was observed sitting on the shelf with no label or 
date. Also, two other opened bags- one of chicken tenders and one of French fries-in the freezer that were 
not labeled or dated. Furthermore, these bags were not stored in sealed containers or zipper bags, as 
required. The [NAME] stated that opened bags of food items should be dated to the date it was opened and 
stored in a closed container or a zipper bag. An interview was immediately conducted on July 22, 2025 at 
10:00 a.m with the [NAME] #106 confirmed what was found. The [NAME] acknowledged that any opened 
food should be labeled with the date it was opened and stored in a sealed container or a zipper bag. The 
[NAME] also understood that using food without proper labeling could put residents at risk for food poisoning 
and other food-borne diseases.An interview with the kitchen manager, staff #77 on July 24, 2025 at 1:30 p.m 
who stated that all opened food items must be labeled with the date it was opened and must be stored in a 
sealed container or zip bag. The kitchen manager also confirmed that the kitchen staff are required to check 
the storage area at the end of every shift to ensure that all food items are labeled and properly stored. The 
kitchen manager also agreed that not following these steps can lead to serious health risks for the residents 
and goes against the facility's standards.The facility's policy titled Food Storage stated that any opened 
products should be placed in seamless plastic or glass containers with tight-fitting lids, labeled and dated. A 
label may not be needed if in original packaging and product is identified on the package. However, the 
policy indicated that all containers must be legible and accurately labeled, if the product is not easily 
identifiable. The policy also specified that food items must be dated as it is placed on the shelves in the food 
storage room.
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