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F 0557 Honor the resident's right to be treated with respect and dignity and to retain and use personal possessions.

Level of Harm - Minimal harm 36454
or potential for actual harm
Based on observation, interview and record review, the facility failed to ensure residents were dressed in
Residents Affected - Few their own clothing instead of hospital gowns and to ensure the residents’ clothing were located or replaced
for 2 of 3 residents reviewed for resident rights. (Resident 46 and 42)

Findings include:

1. During an observation and interview, on 6/25/24 at 10:50 a.m., Resident 46 was sitting up in his bed and
was wearing a hospital gown. He indicated the only clothing he had now was the hospital gowns. He did not
put his name on his clothes, and they were missing from laundry.

During an interview, on 6/25/24 at 4:07 p.m., the Social Services Designee (SSD) indicated she was not
aware the resident was wearing hospital gowns.

The clinical record for Resident 46 was reviewed on 6/26/24 at 1:28 a.m. The diagnoses included, but were
not limited to, cerebral infarction due to occlusion or stenosis of small arteries, generalized muscle
weakness, generalized anxiety disorder, and major depressive disorder.

A personal inventory list for Resident 46, dated 5/20/24, indicated the resident had two pairs of blue
sweatpants, one yellow shirt, one pair of navy-blue shorts and one pair of gray shorts. The inventory list was
not in the electronic health record (EHR) and the Clinical Support Nurse indicated the form was in the
Medical Records room and had not been scanned into the EHR yet.

The personal inventory list showed the resident had clothes at admission.

During an observation, on 6/26/24 at 10:26 a.m., Resident 46 was wearing a yellow shirt and blue pants and
was standing next to the window in his room.

During an observation, on 6/27/24 at 2:09 p.m., Resident 46 was propelling himself in his wheelchair in the
hallway and was wearing a white t-shirt and green plaid pants.

During an interview, on 6/26/24 at 10:24 a.m., the SSD indicated the resident's clothes were in the laundry
and they had not been labeled yet.

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

F 0557

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview, on 6/27/24 at 2:12 p.m., the Director of Nursing (DON) indicated the facility had clothes
which did not belong to any resident, and they were able to use those clothes for Resident 46. The resident
did not have clothes for a long time and wore hospital gowns until someone finally brought the resident
clothes. The resident did not have a care plan to wear hospital gowns.

During an interview, on 6/27/24 at 4:31 p.m., the Executive Director (ED) indicated the resident's clothes
were labeled when he arrived at the facility and the labels fell off. The SSD went to the laundry and found the
resident's clothes. Today, he was wearing clothing which was not on his inventory list. They were able to find
clothes in his size today.

49891

2. During an observation, on 6/26/28 at 11:00 a.m., the resident was sitting in his wheelchair wearing shorts
and a hospital gown. The resident indicated he did not have any clean shirts because his new shirts had
been missing for at least 3 weeks. He indicated he really wanted his shirts back because they were all
wicking fabric rather than cotton.

The clinical record for Resident 42 was reviewed on 6/26/24 at 11:18 a.m. The diagnoses included, but were
not limited to, anoxic brain damage, stage 4 pressure ulcer of sacral region, diabetes mellitus with diabetic
neuropathy, muscle weakness, old myocardial infarction, mild cognitive impairment, history of other mental
and behavioral disorders, and vascular disorder of intestine with colostomy.

There was no inventory sheet in the electronic medical record.

An undated inventory sheet, provided by Clinical Support Nurse on 6/28/24 at 8:15 a.m., indicated the
resident had 8 shirts, 8 shorts, and 5 pairs of socks.

A second inventory sheet, dated 6/27/27, provided by Clinical Support Nurse on 6/28/24 at 8:15 a.m.,
indicated the resident currently had 7 shirts, 1 pair of shorts, and 2 pairs of socks.

During an interview, on 6/26/24 at 11:06 a.m., the resident indicated his clothing was labeled with his name
on admission and many items were missing for about 3 weeks. He received one shirt back on Friday. His
mother had started doing his laundry to try to decrease the missing items. He had to wear a hospital gown
whenever he did not have clean clothes, and he preferred his own clothes because he only liked wicking
material because he was frequently hot in the facility.

During an interview, on 6/27/24 at 1:24 p.m., the resident's mother indicated a staff member from laundry
took the clothing she had brought in for him on admission, on 5/30/24, to label the items with the facility's
labels. All the clothing already had his name on it when they went down to the laundry. Most of his shirts had
been missing since shortly after admission. She had gone down to laundry with staff to look for the items, on
6/17/24, but did not find anything. She had inquired again about the clothing on 6/21/24 and was told she
would need to bring in receipts to show what she had spent on the items.

During an interview, on 6/28/24 at 11:47 a.m., the Executive Director (ED) and Clinical Support Nurse
indicated all but 2 shirts had been found on 6/27/24, and a new inventory sheet had been completed. The
facility would be reimbursing the mother for the remaining missing items.

(continued on next page)
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F 0557 A current policy, titled Resident Personal Belongings, not dated and received from the Clinical Support Nurse
on 6/28/24 at 12:25 p.m., indicated .1t is the policy of this facility to protect the resident's rights to possess
Level of Harm - Minimal harm or personal belongings such as clothing and furnishings for their use while in the facility and assure the
potential for actual harm personal belongings and/or possessions are rightfully returned to the resident, or to the resident's
representative in the event of the resident's death or discharge from the facility .All resident possessions,
Residents Affected - Few regardless of their apparent value to others, will be treated with respect .The facility will support the
resident's right to retain and use personal possessions to promote a homelike environment and maintain
their independence .All resident personal items will be inventoried at the time of admission by the social
services designee, or another designated staff member and documentation shall be maintained in the
medical record .Additional possessions brought in during the duration of the individual's stay shall be added
to the existing personal belongings inventory listing .The facility will ensure resident belongings are kept in a
neat and orderly fashion and maintained in each resident's room .The facility will exercise reasonable care
for the protections of the resident's property from loss or theft

3.1-3(t)

3.1-3(v)(1)
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F 0578 Honor the resident's right to request, refuse, and/or discontinue treatment, to participate in or refuse to
participate in experimental research, and to formulate an advance directive.
Level of Harm - Minimal harm or

potential for actual harm 36454

Residents Affected - Few Based on interview and record review, the facility failed to ensure a resident's code status was reviewed and
updated after returning from an inpatient hospitalization for 1 of 4 residents reviewed for advanced directives.
(Resident 39)

Finding includes:

The clinical record for Resident 39 was reviewed on 6/26/24 at 10:43 a.m. The diagnoses included, but were
not limited to, muscle atrophy, type 2 diabetes mellitus, diabetic polyneuropathy, depressive disorder, bipolar
disorder, generalized anxiety disorder, and agoraphobia with panic disorder.

A hospital discharge summary, dated 3/12/24, indicated the resident was a full code.
A POST (Physician Orders for Scope of Treatment) form, dated 4/4/23, indicated the resident was a no code.
The resident's face sheet showed the resident was a full code

During an interview, on 6/26/24 at 10:55 a.m., the Director of Nursing (DON) indicated the resident was listed
as a full code when she returned from the inpatient hospitalization . The electronic health record did not
include information if the resident's code status and POST form were reviewed when the resident returned
from the hospitalization . The resident was interviewed and wanted to be a no code as the POST form on
4/4/23 had indicated.

A current policy, titled Residents' Rights Regarding Treatment and Advance Directives, not dated and
received from the Clinical Support Nurse on 6/28/24 at 4:56 p.m., indicated .It is the policy of this facility to
support and facilitate a resident's right to request, refuse and/or discontinue medical or surgical treatment
and to formulate an advance directive .'Advance directive' is a written instruction, such as a living will or
durable power of attorney for health care, recognized under State law .relating to the provision of health care
when the individual is incapacitated .On admission, the facility will determine if the resident has executed an
advance directive, and if not, determine whether the resident would like to formulate an advance directive .
During the care planning process, the facility will identify, clarify, and review with the resident or legal
representative whether they desire to make any changes related to any advance directives

3.1-4(f)(4)(A)(ii)

3.1-4()(5)
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(X4) ID PREFIX TAG

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

F 0623

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide timely notification to the resident, and if applicable to the resident representative and ombudsman,
before transfer or discharge, including appeal rights.

49891

Based on interview and record review, the facility failed to notify the ombudsman when a resident was
hospitalized and discharged for 1 of 3 residents reviewed for hospitalization . (Resident 254)

Finding includes:

The clinical record for Resident 254 was reviewed on 6/25/24 at 2:44 p.m. The diagnoses included, but were
not limited to, respiratory failure with hypoxia (absence of enough oxygen to sustain bodily functions),
unstageable pressure ulcer of sacral region, anxiety disorder, depression, bradycardia (slow heart rate), and
anemia.

A nursing progress note, dated 6/14/24 at 5:58 a.m., indicated the resident was transferred to the hospital.
The Nurse Practitioner (NP) and the Director of Nursing (DON) were notified.

The electronic medical record did not include notification or indicate a copy of the notice was sent to the
Office of the State Long-Term Care Ombudsman at the time of the transfer to the hospital or later when the
resident was discharged .

During an interview, on 6/28/24 at 11:52 a.m., the Clinical Support Nurse indicated the facility had provided
all the transfer and discharge paperwork and no notice to the ombudsman was found or provided.

A current policy, titled Transfer and Discharge (Including AMA) Policy, not dated and received from the
Clinical Support Nurse on 6/27/24 at 2:20 p.m., indicated .will provide copies of notices for emergency
transfers to the Ombudsman .In situations where the facility has decided to discharge the resident while the
resident is still hospitalized , the facility will send a notice of discharge to the resident and must also send a
copy of the discharge notice to a representative of the Office of the State Long-Term Care Ombudsman

3.1-12(a)(6)(A)(iv)
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F 0625 Notify the resident or the resident’s representative in writing how long the nursing home will hold the
resident’s bed in cases of transfer to a hospital or therapeutic leave.

Level of Harm - Minimal harm or
potential for actual harm 49891

Residents Affected - Few Based on interview and record review, the facility failed to provide the facility's bed hold policy to 2 of 3
residents reviewed for discharge. (Residents 254 and 154)

Findings include:

1. The clinical record for Resident 254 was reviewed on 6/25/24 at 2:44 p.m. The diagnoses included, but
were not limited to, respiratory failure with hypoxia (absence of enough oxygen to sustain bodily functions),
unstageable pressure ulcer of sacral region, anxiety disorder, depression, bradycardia (slow heart rate), and
anemia.

A nursing progress note, dated 6/14/24 at 5:58 a.m., indicated the resident was transferred to the hospital.
The Nurse Practitioner (NP) and the Director of Nursing (DON) were notified.

The electronic medical record did not include the facility's bed hold policy was provided to the resident or
resident's representative at the time of the transfer to the hospital or later when the resident was discharged .

During an interview, on 6/28/24 at 11:52 a.m., Clinical Support Nurse indicated the facility had provided all
the transfer and discharge paperwork, and a facility bed hold policy was not found in the paperwork or
provided to the resident.

46961

2. The clinical record for Resident 154 was reviewed on 6/25/24 at 4:01 p.m. The diagnoses included, but
were not limited to, dementia unspecified severity without behavioral disturbance, mood disturbance and
anxiety, atherosclerosis of the native arteries of the left leg with ulceration of heel and mid foot, type 2
diabetes with foot ulcer and circulatory complications, dysphagia, morbid severe obesity due to excess
calories, and pneumonia.

A progress note, dated 6/7/2024 at 11:01 a.m., indicated the resident was noted to have coffee ground
emesis and bowel movement. The resident was sent to the local emergency room for further evaluation.

A hospital note, dated 6/17/24, indicated the resident had bilateral pneumonia and was treated and returned
to the facility.

The electronic medical record did not include the facility's bed hold policy was provided to the resident or
resident's representative at the time of the transfer to the hospital.

During an interview, on 6/28/24, the Clinical Support Nurse indicated there were no transfer documents or
bed hold policy found in the electronic health record. A facility bed hold policy was not found in the
paperwork or provided to the resident.

(continued on next page)
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F 0625 A current policy, titled Transfer and Discharge (including AMA), not dated and received from the Clinical
Support Nurse on 6/27/24 at 2:20 p.m., indicated .emergency transfers or discharges .initiated by the facility
Level of Harm - Minimal harm or or medical reasons to an acute care setting such as a hospital, for the immediate safety and welfare of a
potential for actual harm resident (nursing responsibilities unless otherwise specified) .obtain physicians' orders for emergency
transfer or discharge is necessary on an emergency basis .the original copies of the transfer form and
Residents Affected - Few Advanced Directives accompany the resident .copies are retained in the medical record .provide a notice of

transfer and the facility's bed hold policy to the resident and representative as indicated .the social services
director, or designee, will provide copies of notices for emergency transfers to Ombudsman, but they may be
sent when practicable, such as in a list of residents on a monthly basis, long as the list meets all the
requirements for content of such notices

3.1-12(a)(25(A)

3.1-12(a)(25(B)
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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 49891
potential for actual harm
Based on interview and record review, the facility failed to ensure routine blood sugars for an insulin
Residents Affected - Few dependent diabetic were obtained for 1 of 2 residents reviewed for quality of care. (Resident 260)

Findings include:

During an interview, on 6/28/24 at 8:48 a.m., Resident 260 indicated her glucose monitoring system sensor
had not been in place for over a week and no staff had been checking her blood sugar. The resident
indicated she had been trying to watch what she ate since she did not know what her blood sugar was
running.

The clinical record for Resident 260 was reviewed on 6/26/24 at 12:41 p.m. The diagnoses included, but
were not limited to, periprosthetic fracture around the internal prosthetic right hip joint, stage 4 pressure ulcer
of sacral region, and type 2 diabetes mellitus.

Physician's orders, dated 6/7/24, included, but were not limited to, the following:

a. To apply a Freestyle Libre 2 Reader Device (Continuous Blood Glucose System Receiver) sensor to the
upper extremity topically on the day shift every 14 days and as needed for diabetic monitoring, and to call the
provider for a blood sugar less than 60 and greater than 400.

b. Lantus Solostar Subcutaneous Solution Pen-injector 100 unit/ml (Insulin Glargine), inject 12 units
subcutaneously at bedtime.

c. Metformin (a medication for diabetes) HCI 500 mg, 1 tablet by mouth two times a day.

A vitals record, dated 6/1/24 through 6/27/24, indicated the resident had a blood sugar of 139 on 6/8/2024 at
12:14 p.m., and 181 on 6/22/2024 at 3:57 p.m.

There were no other blood sugars documented in the electronic medical record.

During an interview, on 6/28/24 at 11:09 a.m., LPN 12 (Unit Manager for the 200 hall) indicated she was
calling the pharmacy to check on obtaining a sensor for the resident. She was unaware it had been over a
week since the resident had a sensor in place and the staff should have assessed her blood sugar with the
facility glucometer in the meantime. Routine glucose monitoring was typical for residents on insulin and blood
sugars should be recorded in the electronic medical record.

During an interview, on 6/28/24 at 11:50 a.m., the Clinical Support Nurse indicated she could only find 2
blood sugars recorded for the resident for the month of June. There was no order for routine glucose checks
or to use the glucometer when the sensor was unavailable. She indicated there was no documentation of the
physician being notified of the sensor being unavailable or the lack of glucose monitoring orders for the
resident while on daily insulin with a stage 4 pressure ulcer.

(continued on next page)
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(Each deficiency must be preceded by full regulatory or LSC identifying information)
F 0684 A current policy, titled Continuous Glucose Monitors, not dated and received from the Clinical Support Nurse

on 6/28/24 at 8:15 a.m., indicated .Continuous glucose monitor values will be recorded as part of daily vital
Level of Harm - Minimal harm or signs .An adequate supply of CGM sensors/transmitters will be kept on hand for a resident with physician
potential for actual harm orders. CGM sensors/transmitters will be reordered and stored
Residents Affected - Few 3.1-37(a)
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F 0691

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide appropriate colostomy, urostomy, or ileostomy care/services for a resident who requires such
services.

49891

Based on observation, interview, and record review, the facility failed to address the incontinence care of a
resident with a colostomy in a timely manner for 1 of 1 resident reviewed for colostomy care. (Resident 42)

Finding includes:

During an observation, on 6/25/24 at 11:35 a.m., Resident 42 returned from therapy where his colostomy
bag had ruptured. The resident was in his wheelchair with a foul smelling, stool-stained shirt. Licensed
Practical Nurse (LPN) 8 came into his room and acknowledged the resident's need for a colostomy bag and
clothing change, his discomfort, and his need to get back into bed. LPN 8 indicated she would be back as
soon as the Certified Nursing Assistant (CNA) was available. The resident indicated to please hurry because
he was very uncomfortable with the bowel movement on his abdomen.

During an observation, on 6/25/24 at 11:45 a.m., the resident pushed his call light and called out for help. He
indicated the smell was bothering him, he was very uncomfortable, and indicated again to please hurry. LPN
8 was at the computer in the nurses' station. CNA 9 was with Resident 30 with the door closed.

During an observation, on 6/25/24 at 12:02 p.m., CNA 9 got on the elevator to go to laundry to get clothes for
Resident 30. She did not indicate she was aware of Resident 42's situation, or the LPN needed her
assistance.

During an observation, on 6/25/24 at 12:07 p.m., Resident 42 continued to loudly call out for help and
indicated he could not wait any longer. LPN 8 went back into the room and indicated the CNA was still with
another resident. LPN 8 returned to the nurse's station. The resident continued to yell for help, express his
discomfort, and for staff to hurry up until 12:17 p.m., when CNA 9 entered his room with the Hoyer lift
(mechanical lift device).

The clinical record for Resident 42 was reviewed on 6/26/24 at 11:18 a.m. The diagnoses included, but were
not limited to, anoxic brain damage, stage 4 pressure ulcer of sacral region, diabetes mellitus with diabetic
neuropathy, muscle weakness, old myocardial infarction, mild cognitive impairment, history of other mental
and behavioral disorders, and vascular disorder of intestine with colostomy.

A Minimum Data Set (MDS) assessment, dated 6/7/24, indicated the resident was dependent for transfers,
toileting hygiene, and dressing.

A physician's order, dated 5/30/24, indicated to change the colostomy bag every 3 days and as needed
(PRN).

A physician's order, dated 5/30/24, indicated ileostomy care every shift and PRN.

(continued on next page)
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F 0691 A care plan, dated 5/31/24 and revised on 6/14/24, indicated the interventions were to observe the ostomy
bag for leakage or a broken seal, to provide ostomy care daily and PRN, toileting assistance of extensive

Level of Harm - Minimal harm or assist of 1-2 as needed, transfers with a total assist of 2 staff utilizing mechanical lift, and to provide thorough

potential for actual harm skin care after incontinent episodes.

Residents Affected - Few During an interview, on 6/25/24 at 11:25 a.m., Resident 42 indicated the staff were often too busy and could

not get to him quickly since there were usually only 2 staff on the floor.

During an interview, on 6/28/24 at 11:18 a.m., CNA 9 indicated the resident required the assistance of 2 staff
members with the Hoyer lift for all transfers. She indicated if they really needed extra help on the unit there
were always other staff they could call from the other unit.

The facility indicated they did not have a bladder program and/or incontinence program policy they could
provide.

3.1-47(a)(3)
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F 0695 Provide safe and appropriate respiratory care for a resident when needed.

Level of Harm - Minimal harm or 46961
potential for actual harm
Based on observation, record review and interview, the facility failed to ensure a resident received the
Residents Affected - Few ordered oxygen flow and the portable oxygen tank contained oxygen for 1 of 2 residents reviewed for
respiratory care. (Resident 10)

Finding includes:

During an observation, on 6/24/24 at 2:46 p.m., the resident was sitting in her wheelchair in her room with
her nasal cannula attached to a portable tank. The tank was empty.

During an observation, on 6/27/24 at 10:36 a.m., the resident was resting in bed and watching tv. The
oxygen tubing was off the resident and on the floor.

The clinical record for Resident 10 was reviewed on 6/26/24 at 9:59 a.m. The diagnoses included, but were
not limited to, heart failure, atrial septal defect (heart defect) cardiomegaly, hypertension (high blood
pressure), chronic respiratory failure with hypoxia, pulmonary embolism (blood clot) without acute
cor-pulmonale, chronic pain, and TIA (trans ischemic attack).

A physician's order, dated 5/14/24, indicated continuous oxygen at 2 liters per nasal cannula. Call the
physician if the oxygen saturations were below 90%.

During an interview, on 6/24/24 at 2:46 p.m., CNA 10 indicated the resident's portable tank was empty and
she was to receive 1.5 liters per nasal cannula.

During an interview, on 6/27/24 at 10:37 a.m., Nurse 7 indicated she had not noticed the oxygen was off on
the resident when she was in the room.

A current policy, titled Oxygen Administration, dated 2024 and received from the Clinical Support Nurse on
6/27/24 at 11:00 a.m., indicated .oxygen is administered under orders of a physician, except in the case of
emergency .in such case, oxygen is administered and orders for oxygen are obtained as soon as practicable
when the situation is under control

3.1-47(a)(6)
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F 0700 Try different approaches before using a bed rail. If a bed rail is needed, the facility must (1) assess a
resident for safety risk; (2) review these risks and benefits with the resident/representative; (3) get informed
Level of Harm - Minimal harm or consent; and (4) Correctly install and maintain the bed rail.

potential for actual harm
36454
Residents Affected - Few
Based on observation, interview and record review, the facility failed to ensure side rail assessments and
consents were completed prior to the use of side rails for 2 of 2 residents reviewed for accident hazards.
(Resident 46 and 22)

Findings include:

1. During an observation, on 6/25/24 at 10:38 a.m., Resident 46 was sitting up in his bed and indicated he
did not use the two upper quarter side rails which were in the raised position.

The clinical record for Resident 46 was reviewed on 6/26/24 at 10:28 a.m. The diagnoses included, but were
not limited to, generalized anxiety disorder, major depressive disorder, and cerebral infarction due to an
occlusion or stenosis of small arteries.

The physician's orders did not include an order for side rails.

The electronic health record did not include a side rail assessment or consent.

During an interview, on 6/28/24 at 11:35 a.m., the Clinical Support Nurse indicated there was no side rail
consent or assessment for Resident 46 because he was not supposed to have side rails. She thought maybe
the staff switched beds and sometimes the Certified Nursing Assistants (CNAs) would put the residents in a
different bed although she was not sure what happened.

49891

2. During an observation, on 6/26/24 at 9:39 a.m., Resident 22 was lying in bed with a quarter upper side rail
on both sides of the bed in the raised position.

During an observation, on 6/27/24 at 1:59 p.m., the resident was lying in bed with both upper side rails in the
raised position.

The clinical record for Resident 22 was reviewed on 6/26/24 at 9:18 a.m. The diagnoses included, but were
not limited to, fracture of left femur with routine healing, difficulty in walking, unsteadiness on feet, lack of
coordination, unspecified fall, chronic peripheral venous insufficiency, history of traumatic brain injury,
asthma, dementia with anxiety, depression, and aggression, and nontraumatic chronic subdural hemorrhage.
A care plan, initiated on 6/13/24 and revised on 6/23/24, did not include side rails.

The electronic medical record did not include a physician's order or consent for side rails.

During an interview, on 6/28/24 at 11:45 a.m., the Clinical Support Nurse indicated the facility did not have a
signed consent or an order for the bed rails and they were unable to provide a copy.

(continued on next page)
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F 0700 A current policy, titled Proper Use of Bed Rails, not dated and received by the Clinical Support Nurse on

6/28/24 at 12:57 p.m., indicated .lt is the policy of this facility to utilize a person-centered approach when
determining the use of bed rails .As part of the resident's comprehensive assessment, the following
components will be considered when determining the resident's needs, and whether or not the use of bed
rails meets those needs .Informed consent from the resident or resident representative must be obtained .

Upon receiving informed consent, the facility will obtain a physician's order for the use of the specified bed
rail

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

3.1-45(a)(1)
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F 0756 Ensure a licensed pharmacist perform a monthly drug regimen review, including the medical chart, following
irregularity reporting guidelines in developed policies and procedures.

Level of Harm - Minimal harm or
potential for actual harm 46961

Residents Affected - Few Based on interview and record review, the facility failed to ensure a clinical rationale was provided for a
decline of a gradual dose reduction of an antipsychotic medication for 1 of 5 residents reviewed for
unnecessary medications. (Resident 37)

Finding includes:

The clinical record for Resident 37 was reviewed on 6/25/24 at 3:45 p.m. The diagnoses included, but were
not limited to, malignant neoplasm of prostate, type 2 diabetes with other diabetic kidney complications,
dysphagia, dementia in other diseases with anxiety and behavioral disturbances, bilateral osteoarthritis of the
hip, and depression.

A physician's order, dated 12/5/23, indicated Seroquel (quetiapine) (an antipsychotic medication) 25 mg
(milligrams) twice daily.

A pharmacist report provided to the Medical Director and DON (Director of Nursing), dated 6/4/24, indicated
a dose reduction of quetiapine was recommended. There were 2 choices to complete for the provider to
decline or to agree with the dose reduction. If the reduction was declined due to contraindication the clinical
rationale was to be provided. A handwritten note on the right side of the form indicated contraindicated per
nurse practitioner. There was no clinical rationale for the contraindication.

There were no progress notes with clinical rationale to support the contraindication of the dosage reduction.

During an interview, on 6/28/24 at 3:04 p.m., the Clinical Support Nurse indicated there was no clinical
rationale to support the contraindication of the dosage reduction.

A current policy, titled Use of Psychotropic Medication, not dated and received from the Clinical Support
Nurse on 6/28/24 on 3:10 p.m., indicated .Residents who use psychotropic drugs shall receive gradual dose
reductions, unless clinically contraindicated, in an effort to discontinue these drugs

3.1-48(b)(2)
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F 0761 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
Level of Harm - Minimal harm or locked, compartments for controlled drugs.

potential for actual harm
38872
Residents Affected - Few
Based on observation, interview and record review, the facility failed to ensure medications were labeled with
an open date, to ensure medication labels were legible, to dispose of expired medications, and to return or
dispose of medications after a resident discharged for 3 of 3 medication carts reviewed for medication
storage and labeling. (second and third floor carts)

Findings include:

1. During an observation, on 6/26/24 at 8:35 a.m., with the Director of Nursing present, one second floor
medication cart was found to have an open bottle of amantadine (a medication used for Parkinson's disease)
50 milligrams/milliliter. The bottle had approximately 75 milliliters (ml) of 200 ml left in the bottle. The Director
of Nursing was observed to write an open date on the bottle at the time, she dated the bottle as opened
6/1/24.

An open bottle of Nystatin (an antifungal) 100000 units was found open without an open date. There was
approximately 95 ml of 100 ml left in the bottle.

During an interview, on 6/26/24 at 8:35 a.m., the Director of Nursing indicated liquid medications should be
dated when they are opened.

2. During an observation, on 6/26/24 at 8:52 a.m., with LPN 5 in attendance, the third-floor north cart was
found to have a 100 ml bottle of diazepam. The bottle had been opened and was found without a date when
it was opened. The bottle contained approximately 70 ml of 100 ml left in the bottle. The label was found to
be illegible. Upon receipt of a copy of the label, the facility had blackened out the name of the resident. The
resident was discharged from the facility on 5/29/24.

During an interview, on 6/26/24 at 8:52 a.m., LPN 5 indicated the bottle should have been labeled with an
open date.

3. During an observation, on 6/26/24 at 8:59 a.m., with LPN 4, the third-floor west medication cart was found
to have at 160 ml bottle of Tussin (a cough medication) opened and without an open date. The bottle had
close to 138 ml remaining.

A 30 ml bottle of morphine sulfate (a narcotic) was found open with approximately 30 ml remaining in the
bottle. The manufacturers expiration date was 1/14/24.

A 30 ml bottle of morphine sulfate was found sealed and with a manufacturer's expiration date of 6/11/24.

During an interview, on 6/26/24 at 8:59 a.m., LPN 4 indicated open bottles should be labeled with an open
date and the expired medications should have been removed from the medication cart.

(continued on next page)
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F 0761 A current facility policy, titled Medication Storage, dated as revised in 2/24 and received from the Director of
Nursing on 6/26/24 at 9:20 a.m., indicated .discontinued, outdated, defective, or deteriorated medications
Level of Harm - Minimal harm or with worn, illegible, or missing labels. These medications are destroyed in accordance with our Destruction of
potential for actual harm Unused Drugs Policy
Residents Affected - Few 3.1-25(j)
3.1-25(0)
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F 0791 Provide or obtain dental services for each resident.

Level of Harm - Minimal harm or 36454
potential for actual harm
Based on interview and record review, the facility failed to follow up with dental recommendations for oral
Residents Affected - Few hygiene and the resident's request to obtain dentures for 1 of 4 residents reviewed for dental services.
(Resident 39)

Finding includes:

During an interview, on 6/25/24 at 11:01 a.m., Resident 39 indicated she was on the list to get her teeth
done. She had broken teeth and did not know what the dental plan included. She wanted to get her teeth
pulled and have dentures held in place by a few dental implants.

The clinical record for Resident 39 was reviewed on 6/26/24 at 10:43 a.m. The diagnoses included, but were
not limited to, type 2 diabetes mellitus, depressive disorder, agoraphobia, and diabetic polyneuropathy.

A dental note, dated 5/21/24, indicated the resident was missing 19 teeth, had one fractured tooth with an
abscess and had two teeth with mobility. The resident had poor oral hygiene and needed assistance to brush
her teeth twice daily. The resident wanted a full mouth extraction and dentures retained by implants. The
dentist advised against a full mouth extraction. The resident was adamant she wanted dentures. The dentist
spoke with the Social Services Designee (SSD) at check out. The plan was routine exams and to have 3
hygiene visits in the next 6 months without the dentist present.

A physician's note, dated 5/24/24, indicated the resident had right jaw and ear pain during chewing. The
resident indicated the pain was better when not chewing. The resident had gingivitis and dental caries. The
dental caries affected most of the teeth on the lower jaw and was worse on the right side.

A care plan, dated 4/14/24 and last revised on 6/19/24, indicated the resident had a physical functioning
deficit related to mobility impairment and self-care impairment related to muscle weakness. The interventions
included, but were not limited to, oral care assistance as needed and dental exams as necessary.

The care plans did not include the resident's need to have assistance with brushing her teeth twice daily and
the request for her to have her teeth extracted. The care plans did not include the resident's pain while
chewing and the dental caries.

There were no social services notes to document the findings or the recommendations from the dental
appointment on 5/21/24.

During an interview, on 6/26/24 at 11:16 a.m., the SSD indicated she was not aware of the dentist not
wanting to pull the resident's teeth. She did not look at the dental notes after the visits and the notes went to
the medical record department. The medical records staff would follow up with dental recommendations and
upload the notes to the electronic health record.

(continued on next page)
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F 0791

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During an interview, on 6/26/24 at 2:58 p.m., the Clinical Support Nurse indicated the SSD should follow up
after the dental appointments for any recommendations.

During an interview, on 6/26/24 at 2:59 p.m., the Director of Nursing (DON) indicated if she had known the
resident wanted her teeth pulled, she would have made sure the resident had a dental appointment. There
was no care plan in place for the missing teeth, fractured teeth and need to have assistance with brushing
her teeth twice daily due to the poor oral hygiene.

A current policy, titled Dental Services, not dated and received from the Clinical Support Nurse on 6/27/24 at
11:55 a.m., indicated .1t is the policy of this facility to assist residents in obtaining routine .and emergency
dental care .'Routine dental services' means an annual inspection of the oral cavity for signs of disease,
diagnosis of dental disease, dental radiographs as needed, dental cleaning, fillings .minor partial or full
denture adjustments, smoothing of broken teeth, and limited prosthodontic procedures .taking dental
impressions for dentures and fitting dentures .The dental needs of each resident are identified through the
physical assessment and MDS assessment processes, and are addressed in each resident's plan of care .
Oral/dental status shall be documented according to assessment findings .Oral and denture care shall be
provided in accordance with identified needs and as specified in the plan of care .The Social Services
Director maintains contact information for providers of dental services that are available to facility residents at
a nominal cost .The facility will, if necessary or requested, assist the resident with making dental
appointments and arranging transportation to and from the dental services location .All actions and
information regarding dental services, including any delays related to obtaining dental services, will be
documented in the resident's medical record

3.1-24(a)

3.1-24(b)
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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.

Level of Harm - Minimal harm or
potential for actual harm 46961

Residents Affected - Few Based on observation, interview and record review, the facility failed to ensure refrigerator temperatures
were monitored and remained below 41 degrees Fahrenheit for 2 of 3 refrigerators in the kitchen.

Finding includes:

During an observation, on 6/24/24 at 11:09 a.m., the temperature in the refrigerator across from the walk-in
refrigerator had a temperature of 48 degrees Fahrenheit. A refrigerator across from the dishwasher area had
no internal thermometer and the inside temperature was warm to touch. The refrigerator was storing drinks.

The temperature logs on the refrigerators indicated missing temperatures on 6/19/24, 6/20/24, 6/21/24,
6/22/24, 6/23/24, and 6/24/24.

During an interview, on 6/26/24 at 10:16 a.m., the Dietary Manager and Dietitian indicated the drinks were
removed from the refrigerator. The refrigerator was having issues. A pan under the unit was collecting a clear
fluid.

A current policy, titled Food Safety Requirements, dated 2024 and received from the Clinical Support Nurse
on 6/27/24 at 11:53 a.m., indicated .facility staff shall inspect all food, food product and beverages for safe
transport and quality upon delivery/receipt and ensure timely and proper storage .foods that require
refrigeration shall be refrigerated immediately upon receipt or placed in the freezer, whichever is applicable .
practices to maintain safe refrigerated storage include: monitoring food temperatures and functioning of the
refrigeration equipment daily and at routine intervals during all hours of operation

3.1-21(3))(3)
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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 38872

Residents Affected - Few Based on interview and record review, the facility failed to ensure documentation in the Medication and
Treatment Administration Record (MAR/TAR) was accurate and correct for 2 of 2 residents reviewed for
documentation. (Residents 6 and 45)

Findings include:
1. The clinical record for Resident 6 was reviewed on 6/26/24 at 3:24 p.m. The diagnoses included, but were
not limited to, personal history of other mental and behavioral disorders, type 2 diabetes, psychotic

disturbance, mood disturbance, and anxiety.

A physician's order, initiated on 3/29/24, indicated to give 7 units of insulin and it should be given at the start
of the nocturnal tube feeding.

A physician's order, initiated on 4/1/24, indicated to change the tube feeding administration every night shift.

A physician's order, initiated on 4/1/24, indicated to check residual (amount of food/nutrition formula left in
the stomach) every shift.

A physician's order, initiated on 4/1/24, indicated to check the G-tube placement every day and night shift.

A physician's order, initiated on 4/4/24, indicated to flush the G-tube before and after enteral feeding (feeding
through the G-tube) twice a day.

A progress note, dated 6/17/24 and documented by the Nurse Practitioner (NP) indicated the reason for the
visit was G-tube dislodgement. The note indicated the resident reported the tube fell out.

The MAR indicated the above physician's orders related to the G-tube were signed off as completed from
6/18/24 through 6/24/24 when the resident no longer had a G-tube in place.

During an interview, on 6/24/24 at 8:37 a.m., LPN 7 indicated she signed off the MAR/TAR because she did
not want to go against the MAR. It was brought to her attention on 6/24/24 and she was aware the G-tube
had been pulled out.

During an interview, on 6/26/24 at 8:34 a.m., LPN 6 indicated she must have been moving too fast. The
resident did not let anyone touch or see the G-tube site. She indicated she did not think he had a G-tube
anymore. She charted in error on the G-tube orders.

During an interview, on 6/26/24 at 8:50 a.m., LPN 5 indicated she was moving too fast, and the
documentation was an error for all the G-tube entries. The resident did not have a G-tube presently. It had
been dislodged.

(continued on next page)
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F 0842 During an interview, on 6/27/24 at 10:10 a.m., the NP indicated she did not discontinue the G-tube orders
because she did not see them.
Level of Harm - Minimal harm or

potential for actual harm 2. The clinical record for Resident 45 was reviewed on 6/24/24 at 11:57 a.m. The diagnoses included, but
were not limited to, burns involving less the 10% of the body surface, skin transplant status, and personal
Residents Affected - Few history of physical injury and trauma.

A physician's order, initiated on 4/19/24, indicated to give two (2) Melatonin (a supplement to help with sleep)
3 milligrams (mg) tablets at bedtime for insomnia. There was no documentation of administration on 6/18/24.

A physician's order, initiated on 4/8/24, indicated to give Tamsulosin 0.4 mg for benign prostatic hyperplasia.
The medication was scheduled to be administered at bedtime. There was no documentation of
administration on 6/18/24.

A physician's order, initiated on 4/17/24, indicated to give Trazadone 150 mg for insomnia. The medication
was scheduled to be administered at bedtime. There was no documentation of administration on 6/18/24.

A physician's order, initiated on 4/16/24, indicated to give two (2) acetaminophen (Tylenol) 500 mg for pain.
The medication was scheduled to be administered at 8:00 p.m. There was no documentation of
administration on 6/18/24.

A physician's order, initiated on 4/26/24, indicated to give oxycodone 10 mg three times a day. The
medication was scheduled to be administered at 8:00 a.m., 3:00 p.m., and 10:00 p.m. There was no
documentation of administration on 6/18/24 and 6/19/24 at 10:00 p.m.

During an interview, on 6/28/24 at 8:22 a.m., the Corporate Support Nurse indicated medication was to be
documented after administration, unless an urgent issue came up, but it did need to be documented.

A facility policy, titted Documentation in Medical Record, dated 2024 and received from the Corporate
Support Nurse on 6/26/24 at 2:25 p.m., indicated .Documentation shall be completed at the time of service,
but no later than the shift in which the .care service occurred .False information shall not be documented .
Documentation shall be timely

3.1-50(a)(2)
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F 0849

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Arrange for the provision of hospice services or assist the resident in transferring to a facility that will arrange
for the provision of hospice services.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36454

Based on interview and record review, the facility failed to ensure staff effectively transcribed a pain
medication ordered by the hospice provider and failed to communicate when the resident was found on the
floor after a possible fall during end-of-life care for 1 of 1 resident reviewed for hospice. (Resident 53)

Finding includes:

The clinical record for Resident 53 was reviewed on [DATE] at 12:29 p.m. The diagnoses included, but were
not limited to, malignant neoplasm of the esophagus, emphysema, anxiety disorder, and osteoarthritis.

A care plan, dated [DATE], indicated the resident was at risk for falls related to deconditioning and gait and
balance problems associated with weakness related to the cancer process. The interventions included, but
were not limited to, assessing for pain, assessing for medication side effects, keeping personal items
available and in easy reach or provide a Reacher, and keep the environment well-lit and free of clutter.

A hospice order sheet, dated [DATE], indicated to give morphine concentrate 20 milligram(mg)/milliliter(ml)
15 mg every 6 hours as needed for pain.

A facility medication administration record (MAR), dated [DATE], indicated to give morphine concentrate
solution 20 mg/ml, 15 mg by mouth every 2 hours as needed for pain.

The hospice orders and the facility orders for the morphine concentrate solution did not match. The resident
had received 4 doses of the as needed morphine concentrate, on [DATE] between 4:46 a.m. and 3:20 p.m.
This was a time span of 10 and a half hours, and the resident should have only received 2 doses of the as
needed morphine according to the hospice orders.

A hospice note, dated [DATE] at 3:07 p.m., indicated a visit was made to assess the resident. The resident
was sitting in her bed and had oxygen at 3 liters per nasal cannula. Her respirations were 22 and labored.
The physician was called to discuss the conflicting physician orders on the facility MAR and the hospice
documentation. New orders for morphine concentrate and lorazepam were given to the facility. At the end of
the visit, the resident was talking and smiling at the hospice nurse. The facility staff were informed to call the
hospice with any questions or new symptoms.

A facility progress note, dated [DATE] at 9:30 p.m., indicated the resident was found deceased on the floor
next to her bed at 8:50 p.m. Prior to passing, the resident had used the bed side commode with the Certified
Nursing Assistant (CNA) and was trying to use her tablet.

The progress note did not include what position the resident was found on the floor and if this could have
been a fall.

(continued on next page)
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F 0849 A hospice note, dated [DATE] at 9:11 p.m., indicated the facility nurse reported the resident had expired.

Level of Harm - Minimal harm or The hospice note did not include the facility found the resident on the floor.
potential for actual harm
During an interview, on [DATE] at 10:54 a.m., the hospice nurse indicated she did not recall the resident
Residents Affected - Few falling or being told the resident was on the floor. The hospice staff would do an assessment for a fall follow
up if there was a suspected fall and a death visit.

During an interview, on [DATE] at 10:59 a.m., the hospice clinical manager indicated the hospice notes did
show the morphine solution was ordered for 15 mg every 6 hours as needed. When the facility reported the
resident's death on [DATE], they just reported the resident died and did not report the resident was on the
floor.

During an interview, on [DATE] at 2:08 p.m., Licensed Practical Nurse (LPN) 8 indicated she worked the
evening Resident 53 died . The resident was found during rounds and was on the floor next to her bed. She
was lying on her back next to the bed. She had been on her tablet and looked like she slid out of the bed.

During an interview, on [DATE] at 3:56 p.m., the Clinical Support Nurse indicated the order for morphine 15
mg every 2 hours prn had been transcribed incorrectly and should have been morphine 15 mg every 6 hours
as needed for pain according to the hospice notes.

A current policy, titled Coordination of Hospice Services, not dated and received from the Clinical Support
Nurse on [DATE] at 12:55 p.m., indicated .When a resident chooses to receive hospice care and services,
the facility will coordinate and provide care in cooperation with hospice staff in order to promote the
resident's highest practicable physical, mental and psychosocial well-being .The facility maintains written
agreements with hospice providers that specify the care and services to be provided and the process for
hospice and nursing home communication of necessary information regarding the resident's care .The facility
and hospice provider will coordinate a plan of care and will implement interventions in accordance with the
resident's needs, goals, and recognized standards of practice in consultation with the resident's attending
physician/practitioner and resident's representative, to the extent possible .The hospice provider retains
primary responsibility for the provision of hospice care and services that are necessary for the care of the
resident's terminal iliness and related conditions .The facility retains primary responsibility for implementing
those aspects of care that are not related to the duties of the hospice .The facility will communicate with
hospice and identify, communicate, follow and document all interventions put into place by hospice and the
facility .The plan of care will include directives for managing pain and other uncomfortable symptoms and will
be revised and updated as necessary .The facility will monitor for medications and medical supplies to
ensure they are provided by hospice as indicated in the plan of care for palliation and management of
terminal illness .All residents receiving hospice will continue to receive the same facility services as residents
who have not elected hospice. This includes but is not limited to the following .medication regimen review

3XXX,d+[DATE](a)
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