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F 0550 Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or
her rights.

Level of Harm - Minimal harm

or potential for actual harm 43414

Residents Affected - Few Based on observation, interview, and record review, the facility failed to treat each resident with respect and

dignity by protecting and promoting the rights of one of one resident (Resident (R) 4) reviewed for resident
rights. R4's personal property was taken from his room without his knowledge or proper communication. This
deficient practice has the potential to affect R4's dignified existence.

Findings include:

On 02/19/25 at 12:55 PM, an interview and observation of R4 was done. R4 was lying down in his room on
his bed and complained that a friend brought him a bottle of TUMS yesterday morning and he does not know
what happened to them. R4 reported he wanted TUMS and even asked the facility to get him a bottle, but no
one helped him get it, so he asked his friend who was able to get him some and had put it in his drawer. R4
raised his voice and loudly stated .they took it from me. | don't know what happened .it's my personal
property! | got it, someone brought it for me, and it disappeared. Nobody can find it! Should | call the police?
It disappeared; they use it for themselves. I'm afraid, people | should be trusting .this is not doing me any
good. R4 continued to threaten to call the police because his personal property was stolen and expressed,
he did not understand why someone would take it from him. With R4's permission to search his room, TUMS
was not found in his room.

On 02/20/25 at 02:59 PM, concurrent record review and interview with Registered Nurse (RN) 5 and
Licensed Practical Nurse (LPN) 2 was done. Inquired with RN5 if she was aware a visitor brought TUMS for
R4, RNS5 reported she did not hear anything but can check the medication cart because she would be able to
identify if the medication was from the pharmacy or bought over-the-counter. RN5 and LPN2 was observed
to find a bottle of opened TUMS in the medication cart with R4's room and bed number written on top of the
lid. Concurrent review of R4's physician orders, RN5 confirmed R4 did not have an order for TUMS and the
bottle was R4's personal property. RN5 reported if a resident brings an over-the-counter medication, nursing
staff should be notified and check if there is an active order for the medication. Inquired if the resident should
be notified, explained, and educated about why he cannot keep the medication in his room prior to removing
it and documented in the Electronic Health Record (EHR), RN5 stated yes because it is considered his
personal item and confirmed the communication between the resident and the facility was not documented in
R4's EHR.

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 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43414

Residents Affected - Few Based on interviews and record reviews, the facility failed to develop and implement the comprehensive
person-centered care plan for two of 15 residents (Resident (R) 4 and R21) care plan reviewed. The facility
did not develop a dietary care plan for R4 and did not implement R21's care plan for edema. This deficient
practice has the potential to negatively affect R4 and R21's health and well-being.

Findings include:

R4 was admitted to the facility on [DATE] with diagnosis of, but not limited to, unspecified severe
protein-calorie malnutrition.

Review of R4's weight since admission found on 01/14/25, the resident weighed 175.6 pounds (Ibs.) and on
02/11/25, a month later, he weighed 166.2Ibs. which is a 5.35% weight loss.

Review of the initial interdisciplinary team (IDT) care plan meeting notes, dietary services documented PO
[by mouth] intake has been poor, eating 25% or less at meals. No c/o [complaints of] food or menu. Likes ice
cream and crispy bacon, however, currently on a minced diet. Wt [weight] 165.1# [pounds] is within IBW
[ideal body weight] (144-199#). Significant 10.5# wt loss (6.0%) noted since adm [admission], however, his
usually wt from ALF [assisted living facility] was 160-170# without edema. Ensure Plus was increased .[to] .
120mL [milliliters] TID [three times a day] on 1/28/25 .meets criteria for severe protein calorie malnutrition.
He doesn't not like chocolate flavor, only vanilla or strawberry flavored ensure. Will continue tohonor [to
honor] food preferences and monitor weekly wts.

On 02/21/25 at 08:44 AM, an interview and concurrent record review with Dietician was done. Dietician
stated she creates a care plan for residents within the week of admission. Dietician stated she is familiar with
R4 from the assistive living he resided in and reported he had a hard time adjusting to the facility. His
weights are within range but based on his usual weight was losing and so his plan of care was to honor food
preferences, include a protein shake but not chocolate flavor, offer alternative items, constantly encourage
him, and for nursing to ensure his pain was managed. Concurrent review of R4's care plan, found R4 did not
have a dietary section. Dietician confirmed there should have been a care plan for his nutritional needs.

48351
2) R21 is an [AGE] year-old male admitted to the facility on [DATE]. A review of R21's Electronic Health
Record (EHR) noted that R21 had an order for an diuretic medication since 12/31/24 for congestive heart

failure and edema (swelling caused by too much fluid trapped in the body's tissue).

(continued on next page)
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F 0656 Concurrent interview and record review were conducted with the Director of Nursing (DON) on 02/21/25 at
07:29 AM in his office. State Agency (SA) reviewed with the DON R21's current care plan which noted a
Level of Harm - Minimal harm or focus that R21 has the potential for fluid imbalance and activity intolerance related to congestive heart
potential for actual harm failure. One of the interventions listed on the care plan noted, Medication as ordered-Lasix .
Monitor/document/report PRN any s/sx of hypokalemia in residents receiving diuretic therapy: Fatigue,
Residents Affected - Few muscle, weakness, diminished appetite, nausea and vomiting and dysrhythmias, Monitor potassium levels .

DON then searched in R21's EHR and confirmed that R21 did not have any laboratory testing done for
potassium level. DON also confirmed that monitoring R21's potassium level should have been implemented,
since it is listed in R21's plan of care.

A review of the facility policy titted, Comprehensive Assessment and Care Delivery Process, with a reviewed
date of 01/21/25 was conducted. The policy noted, Comprehensive assessments, care planning, and the
care delivery process involve collecting and analyzing information, choosing, and initiating interventions, and
then monitoring results and adjusting interventions.
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F 0688 Provide appropriate care for a resident to maintain and/or improve range of motion (ROM), limited ROM
and/or mobility, unless a decline is for a medical reason.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43414

Residents Affected - Few Based on observations, record reviews, and interviews the facility failed to ensure one of two residents
(Resident (R) 3) sampled for limited range of motion received appropriate treatment for left foot contracture.
This deficient practice put R3 at risk of further decrease in range of motion.

Findings include:

R3 was admitted to the facility on [DATE] with diagnoses of dementia, hemarthrosis to right knee, hemiplegia
and hemiparesis following cerebral infarction affecting left non-dominate side, cognitive communication
deficit, vitamin D deficiency, and osteoarthritis.

Review of R3's care plan documented R3 has limited physical mobility related to contractures to left foot.
Interventions included Splint as ordered.

Review of R3's physician orders for splint one time a day for left foot contracture Apply left foot splint on 4
hours/day; ON at 1200 and OFF at 1600 as tolerated and remove per schedule.

On 02/18/25 at 12:37 PM, observed splint for left foot on the chair in R3's room, not being used. At 02:26
PM, R3 was observed sleeping in bed, splint for left foot was on the chair next to her.

On 02/19/25 at 12:46 PM, observed splint for left foot in R3's room, on the floor next to her wardrobe. R3
was observed in the activity room with no splint on left foot.

On 02/19/25 at 02:07 PM, observation and interview with Certified Nurse Aide (CNA) 5 was done. CNA5 was
observed to be in R3's room and R3 was observed sleeping in bed. CNA5 reported R3 has only one splint
for left foot and the medication nurse puts it on and takes it off the resident, which was observed to be on
R3's wheelchair. CNA5 explained R3 had just taken a shower and had taken the splint off. Inquired what
time the resident is supposed to wear the splint, CNA5 stated she did not know and then was observed to
put the splint on R3.

On 02/20/25 at 12:36 PM, observed splint for left foot in R3's room. R3 was observed in the dining room
eating lunch with no splint on left foot.

On 02/21/25 at 09:18 AM, an interview with Licensed Practical Nurse (LPN) 1 was done. LPN1 confirmed R3
has a splint for her left foot due to her foot dropping and the assigned medication nurse puts it on at 12:00
PM and takes it off at 04:00 PM. Usually, the CNAs will call the medication nurse to put the splint back on if
they need to take it off to provide care. Inquired if R3 ever refuses to put the splint on, LPN1 stated R3 never
refuses.
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F 0697 Provide safe, appropriate pain management for a resident who requires such services.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43414
potential for actual harm
Based on observations, interviews, and record review, the facility failed to ensure one of three residents
Residents Affected - Few (Resident (R) 84) sampled for pain management was consistent with professional standards of practice.
R84's pain management was ineffective and not followed up on which has the potential result of discomfort
and continued pain.

Findings include:

R84 was admitted to the facility on [DATE] with diagnoses of, but not limited to, insomnia, encounter for
surgical aftercare following surgery on the nervous system, and chronic pain syndrome.

On 02/19/24 at 08:59 AM interviewed R84 in his room. R84 reported he has constant pain and discomfort on
his left shoulder. He requests for oxycodone about every four hours, and it helps the pain go froma9toa 7
in the pain index scale (a 0-10 scale where 0 represents no pain and 10 represents the worst possible pain).
Nursing staff check on him and ask if the medication is effective and he informs them he is at a pain level of
7. Inquired if nursing staff follow up with other interventions or medications to help relieve his pain further,
R84 stated no but he had recently asked the physician to increase his oxycodone dosage from 5 milligrams
(mg.) to 7.5 mg., the increase helped a little, resulting in the 7-pain level after taking the medication.

Review of R84's physician orders for pain include acetaminophen tablet 325 mg. give two tablets by mouth
every four hours as needed for mild pain (1-3), oxycodone hcl oral tablet 5 mg. give 5 mg. by mouth every 4
hours as needed for moderate pain 4-6/10), and oxycodone hcl oral tablet 5 mg. give 7.5 mg. by mouth every
four hours as needed for severe pain (7-10/10).

On 02/19/25, review of R84's Medication Administration Record (MAR) found on 02/14/25 at 03:20 PM and
02/17/25 at 10:52 AM oxycodone 7.5 mg. was administered and documented as ineffective, and on 02/17/25
at 05:43 AM oxycodone 5 mg. was administered and documented as ineffective.

R84's most recent pain management medication (oxycodone 7.5 mg.) was administered on 02/19/25 at
11:23 AM with reported initial pain level of 9 and documented after medication was administered, effective.
Follow-up codes in the MAR include ineffective (1), effective (E), unknown (U), and on hold by physician (H).

On 02/19/25 at 02:10 PM, a second interview with R84 was done. Inquired if he was administered
oxycodone 7.5 mg. at approximately 11:30 AM, he stated he was, and his pain level went down to a 7. R84
reported the medication nurse came in and followed up and told them it went down to a 7. R84 further
reported the medication nurse did not offer anything else after reporting his current pain level,
post-medication.

(continued on next page)
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F 0697 On 02/20/25 at 12:29 PM, an interview with Licensed Practical Nurse (LPN) 2, medication nurse, was done.
LPN2 reported when a resident is in pain she will assess where the location is, provide non-pharmacological
Level of Harm - Minimal harm or interventions, such as repositioning, ask for the pain level, and offer pain medication. After the medication is
potential for actual harm given, she will follow-up by asking what the pain level is and if it is ineffective offer a stronger medication
than the first one given if available. Inquired if the pain level started at a 9 and after the medication was given
Residents Affected - Few the pain reduced to a 7 would that be considered effective, LPN2 reported no, a 7 is still considered severe

pain, the MAR should be charted as ineffective, and the charge nurse should be notified to inform the doctor.

On 02/20/25 at 02:32 PM, a concurrent record review and interview with Registered Nurse (RN) 5, a charge
nurse, was done. RN5 reported if pain medication is given the medication nurse needs to follow up within an
hour of administration, if the medication is ineffective, the provider should be notified. Inquired if the pain
level started at a 9 and after the medication was given the pain reduced to a 7 would that be considered
effective, RN5 stated that would be ineffective. Concurrent record review of R84's MAR for oxycodone 7.5
mg. on 02/14/25 at 03:20 PM and 02/17/25 at 10:52 AM, RN5 confirmed it was documented as ineffective.
RNS5 further reviewed R84's record for a nursing note and was not able to find any documentation on what
happened or what was done further for R84's pain on 02/14/25 and 02/17/25. RN5 reviewed R84's care plan
and found no other documentation on R84's pain management that would explain not getting any further
treatment if the oxycodone 7.5 mg is ineffective.
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F 0803 Ensure menus must meet the nutritional needs of residents, be prepared in advance, be followed, be
updated, be reviewed by dietician, and meet the needs of the resident.

Level of Harm - Minimal harm or
potential for actual harm 43414

Residents Affected - Few Based on observations, interviews, and record review, the facility failed to ensure resident menus were
followed for one of one resident (Resident (R)10) sampled for food and two of 10 residents (R135 and R28)
food trays and menus sampled in the kitchenette during food tray line. This deficient practice has the
potential to put R10 and R135 at risk of not maintaining their weight and R28 at risk of low sodium with
history of hospitalization .

Findings include:

On 02/18/25 at 12:31 PM, an observation of R10 and interview with resident representative (RR) 1 was
done. R10 was observed to eat lunch (fresh cantaloup, fish, steamed cauliflower, and mashed potatoes with
gravy) with assistance from RR1. RR1 reported R10 is supposed to get half the amount of starch on her
plate but depending on who plates the food R10 will get the full amount. RR1 stated today the mashed
potato was not half the amount but the full amount. RR1 pointed to the mashed potatoes on her plate and the
menu which indicated the mashed potatoes were supposed to be half the amount.

On 02/20/25 at 08:09 AM, observed R10 eating breakfast with staff members assistance. The staff member
reported R10 was eating mashed potatoes, breakfast sausage and papaya. R10's breakfast menu indicated
half the amount for the mashed potatoes written on it. Observed a full scoop of mashed potatoes on her
plate.

On 02/20/25 at 11:05 AM, during observation of the food tray line for lunch in the kitchenette, observed
Dining Room Server (DRS) 3 scoop a full amount of mashed potatoes on R135's plate. R135's menu had
half the amount handwritten on the menu. DRSS finished putting all items from the menu on R135's tray and
gave it to another staff member to distribute to the resident. Inquired about the menu and what was written,
DRS3 confirmed she was supposed to give R135 half a scoop of mashed potatoes and what she put on the
plate was the full scoop. DRS3 was observed to take the tray back and correct the scoop amount to half.

Further observed during observations of the food tray line, R28's menu which indicated she was on fluid
restrictions of 1500 milliliters (mL.). The menu specified soup to be 60mL Observed DRS3 scoop a full scoop
into a bowl and plate it on R28's tray. DRS3 stated the bowl is 120mL. and after reviewing the menu took the
bowl back and scooped out half the amount of soup.

On 02/21/25 at 08:56 AM, an interview with Dietician was done. Dietician reported that residents with half the
amount of starch is usually due to preference or weight control and for R10 and R135 it is for weight control,
they are on a controlled carbohydrate diet. Dietician further reported R28 is on fluid restriction of 1500
because of her sodium levels. R28 was hospitalized due to hyponatremia (a condition where the sodium
level in the blood is lower than normal) and it is important to keep her on fluid restriction or her sodium level
may drop even more. Dietician confirmed the resident menus should be followed.
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F 0812

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.

43414

Based on observations, interviews, and record review, the facility failed to ensure opened food was
discarded by the use by date for one of five food items sampled in the walk-in refrigerator. Failure to
appropriately label stored food has the potential to affect residents that receive food from the kitchen, and
visitors and staff who have meals served by the facility, placing them at risk for serious complications from
foodborne illness.

Findings include:

During the initial tour of the main kitchen at 02/18/25 at 08:03 AM observed contracted facility [NAME] (C) 1
in the walk-in refrigerator gathering food items. C1 stated she is the designated cook for the facility and was
gathering food items to make a salad from the top two shelves on the back left of the refrigerator with a little
sign HCC. C1 confirmed those two shelves are food items for the facility, as well as a rolling food tray rack to
the right. As C1 exited the walk-in refrigerator, this surveyor (Surveyor (S) 1) and S2 found a small metal
container of food, covered with saran wrap, labeled Olive HCC S1 and S2 observed the dates on the label to
read TODAY'S DATE 2/8 and was not able to distinguish the USE BY date but concurred it read either 2/15
or 2/16. When Dietary Manager (DM) arrived in the walk-in refrigerator inquired what the observed dates for
the olives were, DM stated the TODAY'S DATE was 2 .18 and the use by date was 3 .16. DM stated the
cook forgot to put a slash between the numbers. DM confirmed the dates should be written clearly and the
dates on the label for the olives were not written clearly. Compared other labels with dates and all of them
included a dash or slash between the month and day. Inquired if the use by date read 2/15 or 2/16 should it
had been discarded, DM stated it should have been discarded.

At 08:18 AM observed C1 come out of the walk-in refrigerator with a tray of food items for salad and found
the same container of olives on the tray. Inquired what the dates on the label read, C1 confirmed TODAY'S
DATE 2/8 and was observed counting forward and stated the use by date was 2/15 (seven days after the
opened date) and stated she was going to dump the olives.

On 02/20/25 at 09:55 AM, an interview with Dietary Supervisor (DS) was done. DS stated the facility has one
cook and she prepares and cooks the food in the main kitchen then brings it up to the facility kitchenette. DS
reported opened food items are discarded seven days after opening.
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