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F 0558 Reasonably accommodate the needs and preferences of each resident.
Level of Harm - Minimal harm 25054

or potential for actual harm
Based on observation, interview and record review the facility failed to provide fresh fluids and keep fluids
Residents Affected - Few within reach for 3 of 3 residents reviewed for hydration (Resident 54, Resident 18 and Resident 1).

Findings include:

1. During an observation, on 7/24/24 at 11:36 a.m., Resident 54 was lying in bed, the resident had a 1/4 a
cup of juice on the bedside table, the table was across the room out of reach of the resident, and the resident
did not have any water in his room.

During an observation, on 7/25/24 at 10:54 a.m., Resident 54 was lying in bed, the resident had no water or
any type of fluids in his room.

During an observation, on 7/25/24 at 12:53 p.m., Resident 54 was lying in bed, the resident had no water or
any type of fluids in his room.

During an observation, on 7/26/24 at 11:47 a.m., Resident 54 was lying in bed, the resident had a Styrofoam
cup with ice water in it on the bedside table, the table was across the room and out of the resident's reach.

Review of the record of Resident 54, on 7/29/24 at 11:28 a.m., indicated the diagnoses included, but were
not limited to, Alzheimer's disease, dementia, seizure disorder, anxiety disorder and hypokalemia.

The July 2024 physician recapitulation for Resident 54 indicated the resident was ordered thin liquids.

The plan of care for Resident 54, dated 3/15/22, indicated the resident had a history of urinary tract
infections. The interventions included, but were not limited to, encourage fluids.

2. During an observation, on 7/23/24 at 12:40 p.m., Resident 18 did not have any fluids available in his room.
During an observation, on 7/24/24 at 11:40 a.m., Resident 18 did not have any fluids available in his room.

(continued on next page)
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(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0558

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an observation, on 7/25/24 at 10:52 a.m., Resident 18 did not have any fluids available in his room.
During an observation, on 7/26/24 at 11:44 a.m., Resident 18 had a Styrofoam cup of ice water in his room.

Review of the record of Resident 18, on 7/29/24 at 10:38 a.m., indicated the resident's diagnoses included,
but were not limited to, schizophrenia, hypertension, major depressive disorder, Alzheimer's disease,
dementia and moderate intellectual disabilities.

The July 2024 physician recapitulation for Resident 18 indicated the resident was ordered thin liquids.

3. During an observation, on 7/25/24 at 11:00 a.m., Resident 1 was lying in bed and the resident had no
fluids available in her room.

During an observation, on 7/26/24 at 11:49 a.m., Resident 1 was lying in bed and had no fluids available in
her room. The resident indicated she was lucky if she received one cup of ice water a day.

Review of the record of Resident 1, on 7/25/24 at 11:50 a.m., indicated the resident's diagnoses included,
but were not limited to, Parkinson's disease, chronic obstructive pulmonary disease, dementia, diabetes,
atherosclerotic heart disease, major depressive disorder, paranoid personality disorder, and conversion
disorder with seizures.

The Annual Minimum Data Set assessment for Resident 1, dated 4/4/24, indicated the resident was
cognitively intact for daily decision making.

The resident hydration policy provided by the Director of Nursing, on 7/29/24 at 1:15 p.m., indicated the
facility would strive to provide adequate fluids. The Nurse aides would provide and encourage of bedside
fluids on a routine basis as part of daily care.
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F 0584 Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to
receiving treatment and supports for daily living safely.
Level of Harm - Minimal harm or

potential for actual harm 25054

Residents Affected - Some Based on observation, interview, and record review, the facility failed to provide a homelike environment for 5
of 7 residents reviewed for environment (Resident 18, Resident 1, Resident 75, Resident 38, and Resident
64).

Findings include:

1. During an observation, on 7/23/24 at 12:40 p.m., Resident 18's bedroom was bare. The resident had no
personal belongings and no pictures. The resident had a broken clock on the wall.

During an observation, on 7/25/24 at 10:52 a.m., Resident 18's bedroom was bare. The resident had no
personal belongings and no pictures. The resident had a broken clock on the wall.

Review of the record of Resident 18, on 7/29/24 at 10:38 a.m., indicated the diagnoses included, but were
not limited to, schizophrenia, hypertension, major depressive disorder, Alzheimer's disease, dementia, and
moderate intellectual disabilities.

The plan of care for Resident 18, dated 8/3/22, indicated the resident desired to remain in the facility long
term. The interventions included, but were not limited to, encourage resident and family to create a familiar
and homelike environment.

The plan of care for Resident 18, dated 8/4/22, indicated the resident resided on a secured memory care unit
due to diagnosis of dementia and benefits from specialized activity care programming. The resident had a
diagnosis of Alzheimer's disease. The interventions included, but were not limited to, maintain the room as
homelike as possible.

2. During an observation, on 7/23/24 at 12:44 p.m., Resident 1 was lying in bed. The resident had no
pictures, a clock, or any personal items in her bedroom. Resident 1 indicated she did not like her bedroom.

During an observation, on 7/25/24 at 11:00 a.m., Resident 1 was lying in bed. The resident had no pictures,
a clock, or any personal items in her bedroom. Resident 1 indicated she hated her bedroom and did not feel
like it was homelike.

Review of the record of Resident 1, on 7/25/24 at 11:50 a.m., indicated the resident's diagnoses included,
but were not limited to, Parkinson's disease, chronic obstructive pulmonary disease (COPD), dementia,
diabetes, atherosclerotic heart disease, major depressive disorder, paranoid personality disorder, and
conversion disorder with seizures.

The plan of care for Resident 1, dated 4/13/22, indicated the resident resided on a secured memory care unit
due to the diagnosis of dementia. The intervention included, but were not limited to, maintain the room as
homelike as possible.

(continued on next page)
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F 0584 The Annual Minimum Data Set assessment for Resident 1, dated 4/4/24, indicated the resident was
cognitively intact for daily decision making.
Level of Harm - Minimal harm or

potential for actual harm During an observation and interview with the Social Service Director (S.S.D.), on 7/26/24 at 11:55 a.m., they
agreed that Resident 18 and Resident 1's bedrooms were not homelike. The S.S.D. indicated it was Social
Residents Affected - Some Services, Nursing, and Marketing responsibility to ensure resident bedrooms were homelike.
45291

3. The clinical record for Resident 75 was reviewed on 7/26/24 at 2:33 p.m. The medical diagnosis included
bipolar disorder.

A Quarterly Minimum Data Set assessment, dated 7/4/24, indicated that Resident 75 was cognitively intact.

During an observation and interview, on 7/23/2024 at 1:29 p.m., Resident 75 indicated that the blinds in her
room had a large break on the right-hand side. A napkin was placed over the opening and per Resident 75
they have been broken for some time.

4. The clinical record for Resident 38 was reviewed on 7/26/24 at 2:34 p.m. The medical diagnosis included
COPD and stroke.

A Quarterly Minimum Data Set Assessment, dated 6/10/24, indicated that Resident 38 was cogpnitively intact.

During an observation and interview, on 7/23/24 at 12:30 p.m., Resident 38 indicated the over bed light does
not work all the time and she has one light out in her bathroom. She demonstrated pulling the cord to her
over bed light seven times before it turned on. The right side of the light over the sink the bathroom did not
turn on. Resident 38 stated she had told multiple staff about the lights being out, but they have not been
fixed.

5. The clinical record for Resident 64 was reviewed on 7/26/24 at 2:37 p.m. The medical diagnosis included
heart failure.

A Quarterly Minimum Data Set Assessment, dated 4/24/24, indicated that Resident 64 was cogpnitively intact.

During an observation, on 7/24/24 11:05 a.m., the light over the sink in Resident 64's bathroom was noted to
have unmatched paint and two holes on either side in the drywall.

During a tour of the facility with the Administrator, on 7/26/24 2:38 p.m., indicated he was not aware of the
issues as above for Resident 75, Resident 38, or Resident 64's room, but would have them addressed as
soon as possible.

A policy entitled, Resident Rights, was provided by the Area [NAME] President of Clinical Services on
7/29/24 at 2:10 p.m. The policy indicated, .The resident has a right to safe, clean, comfortable and homelike
environment .

(continued on next page)
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F 0679 Provide activities to meet all resident's needs.

Level of Harm - Minimal harm or 25054
potential for actual harm
Based on observation, interview, and record review the facility failed to provide in room self-initiated activities
Residents Affected - Few for 1 of 3 residents reviewed for activities (Resident 1).

Finding include:

During an observation and interview with Resident 1, on 7/23/24 at 12:44 p.m., they were lying in bed,
awake, and staring at the ceiling. Their television was unplugged with no music, books, magazines, puzzles,
daily chronicle, or any type of activity was available for the resident. The resident indicated she did not like
her room.

During an observation and interview with Resident 1, on 7/25/24 at 11:00 a.m., they were lying in bed,
awake, and staring at the ceiling. Their television remained unplugged with no music, books, magazines,
puzzles, daily chronicle, or any type of activity was available for the resident. The resident indicated she
hated her room. The resident indicated she did not necessarily like to do activities with other people. So, she
stayed to herself and did her own thing. The resident refused to tell the writer what her favorite activity was.

Review of the record of Resident 1, on 7/25/24 at 11:50 a.m., indicated diagnoses included, but were not
limited to, Parkinson's disease, chronic obstructive pulmonary disease, dementia, diabetes, atherosclerotic
heart disease, major depressive disorder, paranoid personality disorder, and conversion disorder with
seizures.

The Annual Minimum Data Set assessment, dated 4/4/24, for Resident 1 indicated the resident was
cognitively intact for daily decision making. The resident was consistent and reasonable. It was very
important for the resident to take care of her personal belongings and things. It was somewhat important to
listen to music, keep up with the news, and do things with groups of people. It was very important for her to
conduct a favorite activity and go outside.

The plan of care for Resident 1, dated 9/14/23, indicated the resident preferred to be engaged in
independent self-directed activities. The interventions included watching television, reading, provide daily
chronical, respect resident's right to decline activity, praise resident's participation in activities and resident
needs encouragement, and reassurance to participate in activity.

During an interview with the Activity Director, on 7/26/24 at 2:20 p.m., indicated it was the Activity Aides
responsibility to ensure Resident 1 had self-initiated activities available in her room.

The Activity policy provided by the Director of Nursing, on 7/29/24 at 11:00 a.m., indicated the facility would
provide an ongoing activity program to support residents in their choice of activities. Individual and
independent activities would be designed to meet the interest of each resident, as well as support their
physical, mental and psychosocial well-being.

3.1-33(a)
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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 30344
potential for actual harm
Based on observation, interview, and record review, the facility failed to administer residents' medication as
Residents Affected - Some ordered; notify the physician of a weight gain, as ordered; clarify a resident's medication order; ensure a
resident's compression stockings were in place, as ordered; and follow-up on a physician's order for
gastrostomy tube removal for 1 of 1 resident reviewed for dialysis, 1 of 5 residents reviewed for unnecessary
medication, 1 of 1 resident reviewed for edema, and 1 of 1 resident reviewed for tube feeding. (Residents 14,
45, 52, and 64)

Findings include:

1. The clinical record for Resident 52 was reviewed on 7/26/24 at 2:15 p.m. His diagnoses included, but were
not limited to, end stage renal disease and hypotension.

The dialysis care plan indicated he required hemodialysis on Monday, Wednesday and Friday. He left the
facility at 6:00 a.m. and returned around 11:30 a.m. The goal was for him to be free from complications
related to dialysis. An intervention was to administer medications, as ordered.

The impaired cardiac output care plan, revised 2/21/24, indicated the goal was for him to be free from
complications and symptoms of cardiac dysfunction. An intervention was to observe for signs/symptoms of
cardiac dysfunction such as decreased heart rate or blood pressure, initiated 3/20/22.

The physician's orders indicated he had dialysis appointments three times a week on Monday, Wednesday,
and Friday. The physician's orders indicated to administer a 10 mg (milligrams) tablet of Midodrine one time
a day every Monday, Wednesday, and Friday for low blood pressure one hour prior to dialysis, starting
10/18/23. There was no parameter on the blood pressure indicating what constituted a low blood pressure.
There was another order to administer a 10 mg tablet of Midodrine every 12 hours as needed for a systolic
blood pressure equal to or less than 100 on non-dialysis days, starting 3/28/24. There was no order for blood
pressure to be taken on non-dialysis days.

The July 2024 MAR (medication administration record) indicated the regularly scheduled Midodrine was not
administered on Wednesday, 7/3/24, or Monday, 7/15/24. It indicated the as needed Midodrine was not
administered at all in the month July 2024 thus far, but there were no regularly documented blood pressure
results for non-dialysis days in the clinical record verifying Resident 52's systolic blood pressure was not
equal to or less than 100 and didn't require administration.

The 6/26/24 nurse practitioner note indicated Resident 52 verbalized that blood pressure had been low at
dialysis and discussion with nursing - HD [hemodialysis] reports SBP [systolic blood pressure] dropping less
than 80 during treatment. The Assessment and Plan section of the note indicated to add Midodrine 10 mg
the night before dialysis in addition to the prn (as needed) morning dose. The Midodrine orders in this note
did not match Resident 52's above physician's orders or July 2024 MAR.

An interview was conducted with the DON (Director of Nursing) on 7/26/24 at 12:10 p.m. She reviewed
Resident 52's Midodrine orders and indicated she was not sure what his Midodrine orders were supposed to
be; why the Midodrine was not administered on 7/3/24 or 7/15/24; or why blood pressures were not being
obtained on non-dialysis days, but she would get clarification.

(continued on next page)
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

2. The clinical record for Resident 64 was reviewed on 7/29/24 at 10:48 a.m. The diagnoses included, but
were not limited to, congestive heart failure and edema.

The at risk for fluid imbalance care plan, revised 7/26/24, indicated the goal was to remain free of signs of
fluid overload. Interventions were to administer medications as ordered, initiated 10/24/23, and weights as
ordered/indicated and to notify physician of significant weight changes, initiated 10/24/23.

The physician's orders indicated to obtain daily weight and notify the physician of a weight gain greater than
3 pounds in a day or 5 pounds in a week, starting 10/25/23. They indicated to administer a 2.5 mg tablet of
Metolazone one time a day for a diuretic, starting 6/12/24.

The July 2024 MAR indicated a 4.7 pound gain on 7/5/24 from the previous day, a 5.8 pound gain on 7/7/24
from the previous day, and a 7.8 pound gain on 7/25/24 from the previous day. There was no information in
the clinical record to indicate the physician was informed of these over 3 pounds in a day weight gain. There
were no weights recorded on 7/13/24, 7/19/24, and 7/27/24 in the July 2024 MAR.

The 7/26/24 progress note indicated, Cardiology called today with lab results for Pro BNP [Brain natriuretic
peptide-blood test that detects heart failure]. Pro BNP was elevated, cardiologist wants to increase
Metolazone Tablet from 2.5 mg to 5 mg. Get daily weight, call cardiologist if 3 Ib weight gain.

The current physician's orders indicated the Metolazone was not increased from 2.5 mg to 5 mg, as
indicated, in the above verbal order. The July 2024 MAR indicated Resident 64 continued to receive 2.5 mg
of Metolazone 7/27/24, 7/28/24, and 7/29/24, after the verbal order to increase to 5 mg.

An interview was conducted with the DON on 7/29/24 at 1:00 p.m. She indicated there was no verification
the physician was notified of Resident 64's daily weight gain more than 3 pounds on 7/5/24, 7/7/24, or
7/25/24, and she was going to proceed with changing the Metolazone order.

50436

3. The clinical record for Resident 45 was reviewed on 7/24/24 at 2:17 p.m. The diagnoses included, but
were not limited to, dependance on respirator (ventilator) status, chronic pain syndrome, depression, morbid
(severe) obesity, generalized anxiety disorder, and unspecified cirrhosis of liver.

The Quarterly Minimum Data Set (MDS) assessment for Resident 45, dated 4/18/24, indicated the resident
was coghnitively intact for daily decision making.

During an interview with Resident 45, on 7/23/24 at 1:30 p.m., indicated he had a gastrointestinal tube
(G-tube) that he had been waiting to be removed. Resident 45 indicated that the g-tube had never been used
and it occasionally would bleed.

During an interview and observation with Resident 45, on 7/24/25 at 10:38 a.m., indicated that the g-tube
would be painful if he laid on it wrong. No redness or drainage was observed from the g-tube site.

(continued on next page)
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F 0684 The physician order for Resident 45, dated 6/28/24 at 12:39 p.m., indicated the resident's g-tube was to be
removed. A physician's order and resident face sheet was faxed to the hospital central scheduling office.
Level of Harm - Minimal harm or

potential for actual harm During an interview with the Corporate Director of Respiratory, on 7/25/24 at 12:27 p.m., they indicated the
g-tube removal order was initially placed, on 6/28/24, but did not include the resident's diagnosis. So, the
Residents Affected - Some order had to be re-written on 7/2/24.

On 7/8/24, the order was faxed again to the hospital central scheduling office clarifying Resident 45's
diagnosis, date of birth, and the physician's printed name.

During an interview with the Corporate Director of Respiratory, on 7/25/24 12:07 p.m., they indicated the
facility called central scheduling to schedule an appointment with a gastro-intestinal doctor [GI doctor] to
remove the g-tube, and faxed them all the information, then they get back with us to make the appointment,
and the facility was still waiting to hear back from the hospital. The Corporate Director of Respiratory
indicated the nurses were responsible to follow up on Resident 45's g-tube removal.

An interview conducted with the Regional Nurse Consultant 2, on 7/26/24 at 2:10 p.m., indicated that the
facility did not have a policy for following physician's orders. The facility followed the standards of practice.

An Appropriate Use of Feeding Tubes policy provided by the [INAME] Nurse Consultant 2, on 7/26/24 at 2:10
p.m., indicated the following, .Feeding tubes will be used only as necessary to address malnutrition and
dehydration, or when the resident's clinical condition deems this intervention medically necessary.

45291

4. The clinical record for Resident 14 was reviewed on 7/24/2024 at 1:20 p.m. The medical diagnosis
included chronic obstructive pulmonary disease.

The Quarterly Minimum Data Set Assessment, dated 6/14/2024, indicated that Resident 14 was cognitively
intact and needed assistance of setup to limited for dressing.

A care plan, revised on 2/21/2024, indicated that Resident 14 had impaired cardiac function. An intervention,
dated 5/12/2022, indicated for Resident to utilize compression socks as ordered.

A physician order, dated 3/16/2020, indicated for Resident 14 to have compression stockings placed in the
morning and off in the evening for edema.

An interview and observation, on 7/23/2024 at 12:36 p.m., indicated that Resident 14 was sitting in his
recliner with his feet elevated. [NAME] tube socks were wrinkled at the ankle and indented the skin. Resident
14 indicated that he had edema for a while, and they have not been placing his compression stockings or
ace wraps. He stated the swelling is uncomfortable and that he cannot get his compression stockings on or
place them on his own.

(continued on next page)
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F 0684 An interview and observation, on 7/25/2024 at 11:05 a.m., indicated that Resident 14 was sitting in his
recliner with his feet elevated. [NAME] tube socks were wrinkled at the ankle and indented the skin. Resident
Level of Harm - Minimal harm or 14 indicated that he had edema that was unchanged, and they have not placed his compression stockings all
potential for actual harm week.

Residents Affected - Some An interview and observation with Licensed Practical Nurse 3, on 7/25/2024 at 11:10 a.m., indicated that she
did mark off the treatment record that Resident 14's compression stockings were administered, but she had
not placed them yet. She completed an assessment of Resident 14's swelling of plus one pitting edema. She
indicated this was baseline for Resident 14 and that compression stockings should have been in place.

An interview with Regional Nurse Consultant 1, on 7/26/2024 at 2:10 p.m., indicated there was not a specific
policy for following physician orders. The facility would follow the standards of practice to follow physician
orders as written unless clinically contraindicated.

3.1-37(a)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 155491 Page 10 of 17



Printed: 09/27/2024
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
155491 B. Wing 07/29/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Majestic Care of Connersville 1029 E 5th Street
Connersville, IN 47331

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0690 Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate
catheter care, and appropriate care to prevent urinary tract infections.

Level of Harm - Minimal harm or
potential for actual harm 45291

Residents Affected - Few Based on observation, interview, and record review, the facility failed to ensure a resident's urinary catheter
drainage bag and/or tubing remained free of contact with the floor for 1 of 2 residents reviewed for indwelling
urinary catheters. (Resident 33)

Findings include:

The clinical record for Resident 33 was reviewed on 7/26/2024 at 11:35 a.m. The medical diagnoses
included obstructive uropathy, urinary tract infections, and dysuria.

A Quarterly Minimum Data Set Assessment, dated 5/3/2024, indicated that Resident 33 was mildly
cognitively impaired, had an indwelling urinary catheter, and needed extensive assistance of staff for toileting
needs.

A urinary catheter care plan, revised on 2/23/2023, indicated that Resident 33 was at risk for complications
and infection related to utilizing an indwelling catheter for treatment of obstructive uropathy.

A physician order, dated 6/11/2024, indicated that Resident 33 utilized an indwelling catheter for obstructive
uropathy.

An observation of Resident 33, on 7/23/2024 at 2:10 p.m., indicated he was sitting in his wheelchair by the
nurses' station. This urinary catheter tubing was contacting the floor.

An observation of Resident 33, on 7/26/2024 at 11:09 a.m. indicated that the urinary catheter drainage bag
was hanging off the side of the bed and contacting the floor.

An observation and interview of Resident 33, on 7/26/2024 at 11:16 a.m., indicated that his urinary catheter
bag was hanging off the side of his bed. Certified Nursing Assistant (CNA) 4 verified that the bag was
contacting the floor. She did not know how she should ensure the catheter was not contacting the floor.

An interview with the Regional Nurse Consultant 1, on 7/26/2024 at 2:25 p.m., indicated that is the current
standard of practice for the urinary catheter tubing and drainage bag to remain free of contact with the floor.

A policy entitled, Appropriate Use of Indwelling Catheters, was provided by the Regional Nurse Consultant 1
on 7/26/2024 at 2:25 p.m. The policy indicated the following, .Indwelling urinary catheter (urethral or
suprapubic) will be utilized in accordance with current standards of practice .

3.1-41(a)(2)
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F 0697 Provide safe, appropriate pain management for a resident who requires such services.
Level of Harm - Minimal harm or 45291

potential for actual harm
Based on observation, interview, and record review, the facility failed to routinely assess a resident receiving
Residents Affected - Few pain medications and administer narcotic pain medication for a resident with chronic pain for 1 of 1 resident
reviewed for pain. (Resident 12)

Findings include:

The clinical record for Resident 12 was reviewed on 7/25/2024 at 1:15 p.m. The medical diagnosis included
chronic pain syndrome.

A Quarterly Minimum Data Set Assessment, dated 5/20/2024, indicated that Resident 12 was cognitively
intact, received routine and as needed pain medication, and was almost constantly in pain.

A pain care plan, revised on 3/8/2024, indicated Resident 12 was at risk for pain related to her chronic pain
syndrome. A care planned intervention of administering medications as ordered was dated 5/3/2021.

A physician order, dated 7/11/2024, indicated for Resident 12 to receive tramadol 50 milligrams (mg) three
times a day routinely for pain.

A physician order, dated 5/18/2023, indicated for Resident 12 to receive Tylenol 650 mg by mouth every six
hours routinely for pain.

During an interview, on 7/23/2024 at 12:55 p.m., Resident 12 indicated that last week she went without her
pain medication for two days. During that time, her pain was elevated, but it did not keep her from doing her
usual routine. Family Member was present during the interview. He indicated Resident 12 appeared
uncomfortable those two days when he was visiting and that the staff told him the facility could not get the
pain medication because of the outage.

Review of the July 2024 medication administration record for Resident 12 indicated that she did receive her
routine Tylenol as ordered, but not receive her routine tramadol for four doses as follows:

7/18/2024 - 6:00 p.m.,

7/19/2024 - 7:00 a.m.,

7/19/2024 - 3:00 p.m., &

7/19/2024 - 6:00 p.m.

A rounding document, dated 7/19/2024, indicated that pain was managed with tramadol.

No pain scale or assessment were documented between, 7/18/2024 at 5:36 p.m., and 7/20/2024 at 6:11 a.m.

(continued on next page)
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F 0697

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

A policy, entitled Pain Management, was provided by the Regional Nurse Consultant on 7/26/2024 at 2:10 p.
m. The policy indicated the following, .Residents receiving routine pain medications should be assessed

each shift by the charge nursing during round and/or medication pass .
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F 0776

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide timely, approved x-ray services, or have an agreement with an approved provider to obtain them.
30344

Based on observation, interview, and record review, the facility failed to timely follow-up on scheduling a
resident's appointment for a CT (computerized tomography-diagnostic imaging procedure that uses x-rays
and computers to create detailed images of the inside of the body) scan for 1 of 2 residents reviewed for skin
conditions. (Resident 52)

Findings include:

The clinical record for Resident 52 was reviewed on 7/26/24 at 2:15 p.m. His diagnoses included, but were
not limited to, osteoarthritis and end stage renal disease.

An observation and interview was conducted with Resident 52 on 7/25/24 at 2:29 p.m. He was lying in bed in
his room. He indicated he knew he was supposed to have a CT scan of his back, but the facility never
followed up with him on when the appointment would be.

The physician's orders indicated a referral for a CT scan of the spine without contrast including cervical,
lumbar, and thoracic spine with a local hospital provider, effective 7/10/24.

The 7/10/24 order note indicated the following, New order received by NP (nurse practitioner) for a CT scan
of the spine with no contrast. Including the cervical, thoracic, and lumbar spine. Referral was sent to [name
of local provider] central scheduling. The note included a fax and phone number for the provider.

There was no information in the clinical record to indicate a CT scan appointment was scheduled or follow-up
with the local provider after the referral was sent on 7/10/24.

An interview was conducted with the DON (Director of Nursing) on 7/26/24 at 11:06 a.m. She indicated the
process for scheduling CT scans was to call the local provider to let them know they needed an appointment
and send the order to the provider. The provider would call back with an appointment or to let them know if
they needed any additional information. She knew staff called to schedule the appointment, but there was no
verification of any follow-up before now. She spoke with central scheduling at the local provider to which
Resident 52's CT scan referral was sent. They needed a diagnosis code, so they were going to get that
today, on 7/26/24, and get the appointment scheduled.
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F 0791 Provide or obtain dental services for each resident.

Level of Harm - Minimal harm or 25054
potential for actual harm
Based on observation, interview and record review, the facility failed to ensure a resident was seen for
Residents Affected - Few routine dental services for 1 of 4 residents reviewed for dental services. (Resident 1)

Findings include:

During an observation and interview with Resident 1, on 7/25/24 at 11:00 a.m., she indicated it was difficult
for her to eat because she did not have any teeth. The resident indicated she would like to have dentures.
The resident was observed to have no lower or upper teeth.

Review of the record of Resident 1, on 7/25/24 at 11:50 a.m., indicated the resident's diagnoses included,
but were not limited to, Parkinsonism, chronic obstructive pulmonary disease, dementia, diabetes,
atherosclerotic heart disease, major depressive disorder, paranoid personality disorder, and conversion
disorder with seizures.

The Annual Minimum Data Set assessment for Resident 1, dated 4/4/24, indicated the resident was
cognitively intact for daily decision making. The resident was edentulous (no natural teeth).

During an interview with Social Services 1, on 7/26/24 at 11:04 a.m., indicated Resident 1 had not seen a
dentist since June 2023. The dentist made impressions for the resident to get dentures at that time. The
dentures were not made because the dentist did not hear from the Power of Attorney (POA). Social Services
would be responsible for following up with the POA and dentist. The resident now has an appointment for
next month.

The Dental policy provided by the Director of Nursing, on 7/29/24 at 1:15 p.m., indicated the facility would
obtain routine dental services.

3.1-24(a)(1)
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F 0842 Safeguard resident-identifiable information and/or maintain medical records on each resident that are in
accordance with accepted professional standards.

Level of Harm - Minimal harm or
potential for actual harm 25054

Residents Affected - Few Based on interview and record review, the facility failed to document treatments were completed, or refused,
and failed to document if enteral feeding were administered, or refused, for 1 of 23 residents reviewed for
documentation (Resident C).

Finding include:

Review of the record of Resident C, on 7/26/24 at 2:14 p.m., indicated the diagnoses included, but were not
limited to, chronic respiratory failure with hypoxia, quadriplegia, dependence on respirator (ventilator) status,
neuromuscular dysfunction, tracheotomy and gastrostomy (g-tube) status.

During an interview with the Corporate Director of Respiratory, on 7/29/24 at 2:42 p.m., he verified the
following treatments were not documented as completed, or refused on the May 2024 Treatment
Administration Record (TAR) and verified that the enteral g-tube feeding was not documented as provided or
refused.

The May 2024 TAR for Resident C indicated Dakins (1/2 strength) external solution to left buttock every shift.
Apply wound cleanser, Dakins moistened fluffed gauze, and cover with an ABD (abdominal) pad. There was
no documentation the treatment was completed, or refused, for 5/19/24 for day shift and nightshift; 5/20/24,
5/21/24, 5/31/24 for day shift; and 5/28/24 for nightshift.

The May 2024 TAR for Resident C indicated Dakins (1/2 strength) external solution to the right buttock every
shift. Apply wound cleanser, Dakins moistened fluffed gauze, and cover with an ABD pad. There was no
documentation the treatment was completed, or refused, for 5/19/24 for day shift and nightshift; 5/20/24,
5/21/24 and 5/31/24 for day shift; and 5/28/24 for nightshift.

The May 2024 TAR for Resident C indicated to cleanse right lateral foot with wound cleanser, apply
betadine, and leave open to air two times a day for wound care. There was no documentation the treatment
was completed, or refused, for 5/4/24, 5/7/24, 5/9/24, 5/11/24, 5/12/24, 5/15/24, 5/16/24 and 5/18/24 for day
shift; and 5/8/24, 5/12/24, 5/13/24, 5/14/24, 5/15/24 for evening shift.

The May 2024 TAR for Resident C indicated to cleanse with wound cleanser, apply calcium alginate, and
cover with a border dressing two times a day to the right lateral leg. There was no documentation the
treatment was completed, or refused, for 5/7/24, 5/9/24, 5/11/24, 5/12/24, 5/15/24, 5/16/24, 5/18/24 for day
shift; and 5/8/24, 5/12/24, 5/13/24, 5/14/23, 5/15/24 for evening shift.

The May 2024 TAR for Resident C indicated to cleanse with wound cleanser, apply collagen to wound, and
cover with ABD pad to the right elbow. There was no documentation the treatment was completed, or
refused, for 5/4/24, 5/7/24, 5/9/24, 5/11/24, 5/12/24, 5/15/24, 5/16/24, 5/18/24 for day shift; and 5/8/24,
5/12/24, 5/13/24, 5/14/24, 5/15/24 for evening shift.
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F 0842 The May 2024 TAR for Resident C indicated to cleanse the coccyx wound with wound cleanser, apply
alginate, and cover two times a day. There was no documentation the treatment was completed, or refused,
Level of Harm - Minimal harm or for 5/4/124, 5/7/24, 5/9/24, 5/11/24, 5/12/24, 5/15/24, 5/16/24, 5/18/24 for day shift; and 5/8/24, 5/12/24,
potential for actual harm 5/13/24, 5/14/24, 5/15/24 for evening shift.

Residents Affected - Few The May 2024 TAR for Resident C indicated to cleanse the left and right buttock and right ischium with
wound cleanser, apply alginate, and cover. There was no documentation the treatment was completed, or
refused, for 5/9/24, 5/11/24, 5/12/24, 5/15/24, 5/16/24 for day shift; and 5/8/24, 5/12/24, 5/13/24, 5/14/24,
5/15/24 for evening shift.

The May 2024 TAR enteral feed order indicated Resident C was to have g-tube feeding formula at 55
milliliters (ml) every hour for 12 hours. There was no documentation the resident received the formula, or
refused, the feeding formula for 5/9/24, 5/11/24, 5/19/24.

The documentation policy provided by the Assistant [NAME] President of Clinical Services, on 7/29/24 at
2:10 p.m., indicated each resident record shall contain an accurate representation of the actual experiences
of the resident to include accurate and timely documentation.

3.1-50(a)(1)
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