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Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or 
her rights.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of the clinical records, and observations for 4 of 5 (Resident #43, #72, #89 and #92) 
sampled residents reviewed for dining, the facility failed to ensure a dignified dining experience. The findings 
include: 1. Resident #43 was admitted to the facility in December of 2023 with diagnoses that included 
dementia, depression, and nutritional deficits. The quarterly Minimum Data Set assessment dated [DATE] 
identified Resident #43 was severely cognitively impaired and required maximum assist for activities of daily 
living, set up for meals, and no had active signs or symptom of swallowing disorders.Physician's orders 
dated 10/8/25 identified a low lactose, soft diet with small portions.The Resident Care Plan (RCP) dated 
10/8/25 identified Resident #43 was at risk aspiration/dysphagia with interventions that included ensure 
receives correct diet and resident's family and visitors are educated on diet, alternate solids and liquids, and 
sit upright for 30 minutes after meals, and encourage resident to take small bites. The RCP did not reflect 
Resident #43 ate breakfast in the hallway.Observation on 12/18/25 at 9:30 AM noted Resident #43 was 
eating in the hallway along with 3 other residents (#72, #89, and #92) lined up against the right side of the 
wall in the hallway. Observation on 12/19/25 at 9:00 AM noted Resident #43 was eating breakfast in the 
hallway along with another resident (#92).2. Resident #72 was admitted to the facility in October 2024 with 
diagnoses that included dementia, anxiety and dysphagia (difficulty swallowing).The annual Minimum Data 
Set assessment dated [DATE] identified Resident #72 was severely cognitively impaired and required 
maximum assistance with activities of daily living, set up for meals, and no active signs and symptoms of 
swallowing disorders.The Resident Care Plan (RCP) dated 11/19/25 identified Resident #72 was at risk 
aspiration/dysphagia with interventions that included ensure receives correct diet and resident's family and 
visitors are educated on diet, alternate solids and liquids, and sit upright for 30 minutes after meals, and 
encourage resident to take small bites. The RCP did not reflect Resident #72 ate breakfast in the hallway.
Physician's orders dated 11/22/25 identified a puree diet with extra gravy/sauce.Observation on 12/18/25 at 
9:30 AM Resident #72 was eating in the hallway along with 3 other residents (#43, #89, and #92). lined up 
against the right side of the wall in the hallway.Observation on 12/19/24 at 9:10 AM Resident #72 was in 
his/her room at breakfast and was still asleep.3. Resident #89 was admitted to the facility in May 2024 with 
diagnoses that included Alzheimer's disease, severe protein-calorie malnutrition, and generalized anxiety.
The quarterly Minimum Data Set assessment dated [DATE] identified Resident #89 had a short/long term 
memory problem and was dependent on staff for all activities of daily living including eating and had no 
active signs and symptoms of swallowing disorders. The Resident Care Plan dated 10/12/25 identified 
Resident #89 required to be fed, ensure correct diet was provided, alternate solids and liquids, small bites 
and encourage to sit upright for 30 minutes after meals. The RCP did not reflect that Resident #89 ate 
breakfast in the hallway when the responsible party was not available to feed Resident #89.Physician's 
orders dated 10/15/25 identified Resident #89 received a regular, soft diet with puree fruit. In addition, 
physician orders directed to not to leave the patient alone in the room and keep in high traffic areas. 
Observation on 12/18/25 at 9:30 AM noted Resident #89 was being fed in the hallway outside of his/her 
room by the doorway. In addition, 3 other residents (#43, #72 and #92) were eating in the hallway lined up 
against the right side of the wall in the hallway.Observation on 12/19/25 at 9:00 AM noted Resident #89 was 
being fed in his/her room.4. Resident #92 was admitted to the facility in May 2022 with diagnoses that 
included dementia, nutritional deficiency, and dysphagia (difficulty swallowing). The quarterly Minimum Data 
Set assessment dated [DATE] identified Resident #92 was severely cognitively impaired and required 
maximum assistance with activities of daily living, set up for meals, and no active signs and symptoms of 
swallowing disorders. Physician's orders dated 12/4/25 directed a soft diet with solid foods for pleasure and 
prune juice with breakfast. The Resident Care Plan (RCP) dated 12/19/25 identified Resident #92 was at risk 
for aspiration/dysphagia with interventions that included ensure receives correct diet and resident's 
family/visitors were educated on diet. Additionally, the RCP identified to alternate solids and liquids, to sit 
upright for 30 minutes after meals, and encourage resident to take small bites. The RCP did not reflect 
Resident #92 ate breakfast in the hallway.Observation on 12/18/25 at 9:30 AM noted Resident #92 was 
eating in the hallway along with 3 other residents (#43, #89, and #92) lined up against the right side of the 
wall in the hallway. Observation on 12/19/25 at 9:00 AM noted Resident #92 was eating breakfast in the 
hallway along with another resident (#43).Interview with RN #6 on 12/19/25 at 9:10AM identified that she 
believed the residents were eating in the hallway because they were fall risks and that they were not in a 
dining room with an aide because an aide would need to have to leave the unit and there were not an 
enough staff in the morning to have the dining room open. Interview with NA #3 on 12/19/25 at 9:15AM 
stated she was unaware of why the residents were eating in the hallway.Interview with the DNS on 12/19/25 
at 10:00 AM identified that she was aware that some residents ate in the hallway but was not able to identify 
who ate in the hallway. She indicated that if a resident has fallen then they might eat in the hallway so they 
can be visible to staff. Furthermore, the DNS indicated that the dining room had not reopened for breakfast 
since for a few years since the beginning of COVID. The DNS indicated that if the dining room was opened 
then the nursing staff are responsible for ensuring residents are in the dining room. The DNS was unsure 
why Resident #92 was being fed in the hallway.Interview with the RN #9 (Care Plan Coordinator) on 
12/19/25 at 10:00 AM identified that she does not care plan for residents that eat in the hallway because she 
was unaware of who ate meals in the hallway although she was aware that there were some residents that 
ate meals in the hallway. Although requested, a policy on dining was not provided.
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Set up an ongoing quality assessment and assurance group to review quality deficiencies  and develop 
corrective plans of action.
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Based on facility documentation, staff/resident interviews and review of the facility Quality Assurance and 
Performance Improvement (QAPI), the facility failed to develop a plan, monitor for effectiveness, and attempt 
new interventions to ensure resident laundry was repeatedly not returned timely and not lost. The findings 
include: Review of the Missing Items log books identified from December 2024 to December 2025 there were 
53 Missing Items Report forms filled out for residents with missing laundry items that included clothing and/or 
blankets. The Missing Items Reports further identified 11 out of 53 residents had reported missing different 
clothing items 2 or more times.Review of the Missing Items Report forms from September 2025 to December 
2025 identified 12 out of 21 Missing Items Reports were related to missing laundry items.Review of the 
Missing Items Report forms identified 52 out of 53 times residents were offered reimbursement for missing 
laundry items that could not be found. 1 out of 53 times the missing items was found and returned to the 
resident. 36 out of 52 times the resident received reimbursement for missing laundry items.The Resident 
Council meeting held on 12/17/25 at 11:00 AM was attended by 13 residents. Residents identified there was 
a concern related to laundry. Residents identified that laundering of facility linens was outsourced to a linen 
company and that the facility had recently changed their linen company. Residents identified the facility only 
washed the resident's personal laundry (clothing/blankets). Residents identified that the laundry hamper was 
part of a 3 section cart with 1 section for personal clothing, 1 section for linens, and 1 section for garbage. 
Residents identified that if a staff member mixed clothes in with linens they would go out to the linen 
company and might not come back. Residents identified that the laundry attendants would sometimes put 
laundry into the wrong room/closet which would delay the return of laundry to the correct resident. Residents 
identified that the laundry department says laundry should be returned within a few days, but sometimes it 
takes over a week and even more than 11 days to get items back. Residents identified there were 2 laundry 
attendants, and that both laundry attendants had a different way of managing the laundry.Review of the 
Missing Items Reports and interviews with residents in attendance at the Resident Council meeting identified 
5 out of 13 residents in attendance had laundry items go missing in the past year. Interview with the 
Administrator on 12/19/25 at 10:10 AM identified he was aware of multiple missing resident laundry items but 
there was not a formal project initiated related to determining the root cause of missing laundry, a plan to 
resolve the issue of missing resident laundry and how the facility would monitor their measures instituted for 
effectiveness. The Administrator identified that the facility had recently changed linen companies, and the 
new linen company was more up-to-date with their management of laundry. The Administrator identified 
education had recently been done with the staff related to laundry, that there were signs on the laundry bins 
to direct the staff where to place laundry, and that staff received education on the laundry in orientation, 
(however residents continued to complain of missed laundry items).Interview with the Maintenance Director 
on 12/19/25 at 11:17 AM identified he was responsible for the laundry department. The Maintenance Director 
identified the linen vendor was changed around the end of October and it had been an initiative from the 
facility's management company. (Although the linen vendor had changed there continued to be Missing 
Items Reports filed by residents)Review of the Quality Assessment and Assurance (QAA) Committee 
members identified the Maintenance Director, Social Worker #2, Administrator, and the Quality Improvement 
Manager were among the 14 members of the QAA Committee.Review of the QAA Committee Meeting 
minutes dated June 24, 2025 failed to identify that Missing Items Reports were reviewed with the Grievances 
during the meeting. The minutes identified there was only 1 Grievance for May related to a broken vase. The 
minutes failed to identify 4 Missing Items Reports for residents related to missing personal laundry items.
Review of the QAA Committee Meeting minutes dated July 29, 2025 failed to identify that Missing Items 
Reports were reviewed with the Grievances during the meeting. The minutes identified there were no 
Grievances for June. The minutes failed to identify 8 Missing Items Reports for residents related to missing 
personal laundry items.Minutes were not provided for the August QAA Committee meeting.Review of the 
QAA Committee Meeting minutes dated September 30, 2025 failed to identify that Missing Items Reports 
were reviewed with the Grievances during the meeting. The minutes identified there was 1 Grievance for 
August related to meal service and a motorized wheelchair. The minutes failed to identify 6 Missing Items 
Reports for residents related to missing personal laundry items.Review of the QAA Committee Meeting 
minutes dated October 28, 2025 failed to identify that Missing Items Reports were reviewed with the 
Grievances during the meeting. The minutes identified there were 2 allegations of abuse/Grievances for 
September. The minutes failed to identify 4 Missing Items Reports for residents related to missing personal 
laundry items.Review of the QAA Committee Meeting minutes dated November 25, 2025 identified the 
Resident Council was notified that a new linen service would begin in November. The minutes failed to 
identify that Missing Items Reports were reviewed with the Grievances during the meeting. The minutes 
identified there were no Grievances for October. The minutes failed to identify 3 Missing Items Reports for 
residents related to missing personal laundry items.Review of the Quality Assurance Performance 
Improvement (QAPI) Plan directed, in part, the QAPI program addressed all systems of care. The plan 
directed the QAPI program identified and prioritized problems and opportunities that reflected the 
organizational functions and services provided to residents with corrective actions to address gaps in the 
system. The plan directed that the QAA Committee met at least quarterly and reported on data collected 
within the areas of input from caregivers, families, and residents, accidents and incidents, performance 
indicators, and complaints. The plan directed methods for data collection included grievance logs. The plan 
directed that root cause analysis was used to correct errors and/or system weaknesses. The plan failed to 
identify if the Missing Items Log was considered and aspect of Grievances.
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