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F 0550

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41713

The facility identified a census of 72 residents. The sample included 19 residents, with Resident (R)28 
reviewed for dignity. Based on observation, record review, and interview, the facility failed to ensure staff 
respected R28's privacy and dignity while in bed. This deficient practice placed R28 at risk of decreased 
self-esteem and decreased self-worth.

Findings included:

- R28's Electronic Medical Record (EMR) documented diagnoses of chronic respiratory failure (a condition 
where your blood does not have enough oxygen), dementia (a progressive mental disorder characterized by 
failing memory and confusion), and congestive heart failure (CHF - a condition with low heart output and the 
body becomes congested with fluid).

R28's Admission Minimum Data Set (MDS) dated [DATE] documented a Brief Interview for Mental Status 
(BIMS) score of 10, which indicated moderately impaired cognition. R28 had an impairment of his lower 
extremity on one side. R28 used a wheelchair to assist with mobility. R28 required substantial assistance to 
total dependence on staff for his functional abilities and activities of daily living (ADL). R28 was frequently 
incontinent of bowel and bladder. R28 required supplemental oxygen. R28 required using a Bilevel positive 
airway pressure (BiPAP - ventilation device that helps people with breathing difficulties by providing 
pressurized air through a mask worn over the nose or mouth) machine.

R28's Quarterly MDS, dated [DATE], documented a BIMS score of 13, which indicated intact cognition. R28 
had an impairment of his lower extremity on one side. R28 used a wheelchair to assist with mobility. R28 
was dependent on staff for all functional abilities and ADLs. R28 was occasionally incontinent of bowel and 
bladder. R28 required supplemental oxygen. R28 required using a BiPAP at night.

R28's Functional Abilities Care Area Assessment (CAA) dated 07/24/24 documented he was admitted after a 
fall and then had a hospitalization due to a change in cognition and continued functional decline. R28 
continued supplemental oxygen and BiPAP. R28 was dependent on staff for self-care and mobility tasks. 
R28 was able to make needs known. R28 used a wheelchair for primary locomotion.

R28's Care Plan, last revised on 11/14/24, directed staff he was substantial to max assist with bed mobility 
and dependent on staff for transfers. Staff was directed to set supplemental oxygen at two liters continuously 
via nasal cannula (a clear hollow tube used to deliver supplemental oxygen). Staff was directed that R28 
required BiPAP at night per setting as ordered.
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175332 01/30/2025

Rock Creek of Ottawa 1100 W 15th Street
Ottawa, KS 66067

F 0550

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 01/28/25 at 10:39 AM, R28 lay on his bed. R28's room door was open. R28's right leg and brief were 
visible from the doorway. The curtain in the room was not drawn to protect his privacy. 

On 01/30/25 at 12:29 PM, Certified Nurse Aide (CNA) M stated a resident should not be exposed from their 
room. CNA M stated a resident should be covered with their sheet or their curtain drawn to protect their 
privacy. 

On 01/30/25 at 12:47 PM, Licensed Nurse (LN) H stated some residents did prefer to be uncovered at times. 
LN H stated their door should be shut or the privacy curtain drawn to protect their privacy.

On 12/30/25 at 01:05 PM, Administrative Nurse D stated a resident had a right to be uncovered. 
Administrative Nurse D stated a resident's door should be closed or the privacy curtain should be drawn to 
avoid exposure from outside the room.

The facility failed to provide a policy regarding dignity as requested.

The facility failed to ensure staff respected R28's privacy and dignity while in bed. This deficient practice 
placed R28 at risk of decreased self-esteem and decreased self-worth.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Reasonably accommodate the needs and preferences of each resident.

45668

The facility had a census of 72 residents. The sample included 19 residents, with five reviewed for 
accommodation of needs related to assistive devices. Based on observation, record review, and interview, 
the facility failed to utilize and ensure the appropriate use of foot pedals during wheelchair transports for 
Resident (R) 65 and R51. The facility additionally failed to ensure that R43, R24, and R8 call lights remained 
within their reach. This deficient practice placed the resident at risk for preventable accidents and injuries. 

Findings Included: 

- A review of R65's (severely cognitively impaired resident) EMR under Progress Notes revealed a Fall 
Committee Note completed on 07/22/24. The note indicated R65 had a minor injury fall on 07/19/24. The 
note revealed that R65 fell out of his wheelchair while being pushed in the hallway without foot pedals. The 
note revealed that R95 became fatigued while he attempted to hold his legs up. The note revealed he 
suffered a skin tear on his left elbow, left wrist, left hand, and below his left eye. The note revealed all staff 
were educated to utilize foot pedals for the wheelchairs.

On 01/28/25 at 09:40 AM, R51 (severely cognitively impaired resident) was pushed down the hallway and his 
room. R51's wheelchair lacked foot pedals, and staff had to remind him several times to pick up his feet. 

On 01/29/25 at 08:40 AM, R43 (cognitively impaired resident) sat in her wheelchair to the left of her 
nightstand. She stated she was cold but could not get to her call light. R43's call light was on her bed across 
the room. 

On 01/29/25 at 10:02 AM, R24 (severely cognitively impaired resident) lay on her bed asleep. R24's call light 
was pinned to the cord on the wall at the foot of her bed. R24's pancake call light was pinned to her recliner, 
which also was at the foot of her bed, out of reach.

On 01/29/25 at 03:35 PM, R8 (cognitively impaired resident) laid in bed. R8's call light was stuck between his 
mattress and the bed cane out of reach.

 On 01/30/25 at 12:04 PM, Certified Nurse's Aide (CNA) M stated all wheelchairs should have foot pedals for 
when the residents were being pushed. She stated staff should ensure each resident's call light was either 
clipped onto their clothing or within reach. 

 On 01/30/25 at 12:04 PM, Licensed Nurse (LN) H stated staff should always ensure foot pedals were in 
place before pushing the residents and the call lights were left within reach. 

On 01/30/25 at 01:07 PM, Administrative Nurse D stated staff were expected to place the call lights within 
reach or clipped to the resident's clothing. She stated staff was expected to use foot pedals when they 
pushed the residents in their wheelchairs to prevent falls or injuries. 

(continued on next page)
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Rock Creek of Ottawa 1100 W 15th Street
Ottawa, KS 66067

F 0558

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The facility's Accommodation of Needs revised 01/2023 indicated the facility was to ensure the availability of 
and the appropriate use of assistive devices and call lights. The policy indicated the facility will evaluate each 
resident's individual level of functioning and care needs. 

The facility failed to utilize and ensure the appropriate use of foot pedals during wheelchair transports for 
R65 and R51. The facility additionally failed to ensure that R43, R24, and R8 call lights remained within their 
reach. This deficient practice placed the resident at risk for preventable accidents and injuries.
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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41713

The facility identified a census of 72 residents. The sample included 19 residents, with four residents 
reviewed for hospitalization . Based on observation, record review, and interview, the facility failed to provide 
written notification of transfer to Resident (R) 28 and his representative for his facility-initiated transfers. This 
deficient practice placed R28 at risk for uninformed care choices.

Findings included:

- R28's Electronic Medical Record (EMR) documented diagnoses of chronic respiratory failure (a condition 
where your blood does not have enough oxygen), dementia (a progressive mental disorder characterized by 
failing memory and confusion), and congestive heart failure (CHF - a condition with low heart output and the 
body becomes congested with fluid).

R28's Discharge Minimum Data Set (MDS) dated [DATE] documented an admission to the facility on [DATE]. 
The MDS documented an unplanned discharge to an acute hospital with a return anticipated. 

R28's Discharge MDS dated [DATE] documented an unplanned discharge to an acute hospital with a return 
anticipated. 

R28's Admission Minimum Data Set (MDS) dated [DATE] documented he entered from a short-term hospital. 
R28 had a Brief Interview for Mental Status (BIMS) score of 12, which indicated moderately impaired 
cognition. R28 had an impairment of his lower extremity on one side. R28 used a wheelchair to assist with 
mobility. R28 required partial assistance with upper body dressing and toilet transfers. R28 was substantial 
assistance for lower body dressing. R28 was frequently incontinent of bowel and bladder. R28 required 
supplemental oxygen. 

R28's Discharge MDS dated [DATE] documented an admission to the facility on [DATE]. The MDS 
documented an unplanned discharge to an acute hospital with a return anticipated. 

R28's Discharge MDS dated [DATE] documented an admission to the facility on [DATE]. The MDS 
documented an unplanned discharge to an acute hospital with a return anticipated. 

R28's Admission MDS, dated [DATE], documented a score of 10, which indicated moderately impaired 
cognition. R28 had an impairment of his lower extremity on one side. R28 used a wheelchair to assist with 
mobility. R28 required substantial assistance to total dependence on staff for his functional abilities and 
activities of daily living (ADL). R28 was frequently incontinent of bowel and bladder. R28 required 
supplemental oxygen. R28 required using a Bilevel positive airway pressure (BiPAP - ventilation device that 
helps people with breathing difficulties by providing pressurized air through a mask worn over the nose or 
mouth) machine. 

R28's Discharge MDS dated [DATE] documented an unplanned discharge to an acute hospital with a return 
anticipated. 

(continued on next page)
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F 0623

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

R28's Entry MDS dated [DATE] documented a re-entry to the facility from an acute hospital. 

R28's Quarterly MDS, dated [DATE], documented a BIMS score of 13, which indicated intact cognition. R28 
had an impairment of his lower extremity on one side. R28 used a wheelchair to assist with mobility. R28 
was dependent on staff for all functional abilities and ADLs. R28 was occasionally incontinent of bowel and 
bladder. R28 required supplemental oxygen. R28 required using a BiPAP at night.

R28's Discharge MDS dated [DATE] documented an unplanned discharge to an acute hospital with a return 
anticipated. 

R28's Entry MDS dated [DATE] documented a re-entry to the facility from an acute hospital.

R28's Functional Abilities Care Area Assessment (CAA) dated 07/24/24 documented he was admitted after a 
fall and then had a hospitalization due to a change in cognition and continued functional decline. R28 
continued supplemental oxygen and BiPAP. R28 was dependent on staff for self-care and mobility tasks. 
R28 was able to make needs known. R28 used a wheelchair for primary locomotion.

R28's Care Plan, last revised on 11/02/24, had canceled staff direction he wanted to return to assisted living 
upon discharge. A canceled intervention directed staff to make arrangements with the required community 
resources to support his independence post-discharge.

The facility provided the appropriate bed holds for R28's discharges on 03/15/24, 03/22/24, 05/30/24, 
07/15/24, 08/30/24, and 12/06/24.

The facility failed to provide the required written notification of transfer to R28 and his representative for his 
discharges on 03/15/24, 03/22/24, 05/30/24, 07/15/24, 08/30/24, and 12/06/24 that included the reason for 
the transfer; the effective date of transfer; the specific location of the transfer; an explanation of the right to 
appeal the transfer to the state; the name, address, and telephone number of the state entity which receives 
appeal requests; the name, address, and phone number of the representative of the office of the stated 
long-term care ombudsman; and the notice must be provided to the resident and resident's representative as 
soon as practicable.

On 01/28/25 at 10:39 AM, R28 lay on his bed. R28's supplemental oxygen was not on.

On 01/30/25 at 12:38 PM, Social Services X stated she completed the bed hold form when a resident was 
sent out to the hospital but was not aware of a form that was provided to the resident or their representative 
about the discharge. Social Services X stated the facility would call the representative when a resident was 
sent out.

On 01/30/25 at 12:47 PM, Licensed Nurse (LN) H stated the nursing staff would call the family representative 
to notify them when a resident was sent out to the hospital. LN H stated she did not know of any written 
notification of transfer that was given to the resident or mailed to the resident's representative.

On 01/30/25 at 01:05 PM, Administrative Nurse D stated that a bed hold was completed by social services 
upon each discharge. Administrative Nurse D stated she did not know of a written notification form that was 
required. Administrative Nurse D stated the facility had always only done the bed hold and would call the 
family to notify them when a resident was discharged or sent out to the hospital.

(continued on next page)
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F 0623

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

The Discharge or Transfer policy, last revised in January 2023, lacked any direction regarding the Centers 
for Medicaid and Medicare (CMS) state operations manual (SOM) federal guideline 483.15(c)(3): Notice 
before transfer.

The facility failed to provide written notification of transfer to R28 and his representative for his 
facility-initiated transfers. This deficient practice placed R28 at risk for uninformed care choices.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45668

The facility identified a census of 72 residents. The sample included 19 residents, with four reviewed for 
pressure ulcers (localized injury to the skin and/or underlying tissue, usually over a bony prominence, 
because of pressure or pressure in combination with shear and/or friction). Based on interviews, 
observations, and record reviews, the facility failed to ensure Resident (R) 19's low air-loss mattress was set 
to the appropriate weight settings per her current weight. The facility additionally failed to ensure R34's 
Wheelchair had a pressure-reducing cushion in place per her care-planned interventions. This deficient 
practice placed both residents at risk for complications related to skin breakdown and pressure ulcers. 

Findings included:

- The Medical Diagnosis section within R19's Electronic Medical Records (EMR) noted diagnoses of muscle 
weakness, cognitive-communication disorder, and deep surgical incision with wound-vac (a vacuum-assisted 
wound treatment that applies gentle suction to a wound to help it heal). 

R19's Admission Minimum Data Set (MDS) completed on 01/13/25 noted a Brief Interview for Mental Status 
(BIMS) score of seven, indicating severe cognitive impairment. The MDS indicated she required substantial 
to maximal assistance from staff to complete transfers, toileting, bathing, dressing, bed mobility, and 
personal hygiene. The MDS indicated she was admitted with two stage-two (partial-thickness skin loss into 
but no deeper than the dermis, including intact or ruptured blisters) pressure injuries upon admission and 
was at risk for further pressure injury development. The MDS noted she weighed 144 pounds (lbs.)

R19's Functional Abilities Care Area Assessment (CAA) was completed on 10/28/24 noted she had a recent 
hip replacement related to a fall before her admission. The CAA noted she required substantial assistance 
with her activities of daily living (ADL). The CAA noted care plan interventions were implemented to address 
her care risks. 

R19's Pressure Ulcer CAA completed 10/28/24 noted she was admitted to the facility with two pressure 
ulcers to her lower left extremity. The CAA noted she had a surgical incision on her left hip surgery. The CAA 
noted she had a pressure-reducing mat for her bed and wheelchair. 

R19's Care Plan, initiated on 11/08/24, indicated she had potential for further pressure ulcer development 
related to her immobility, incontinence, and medical diagnoses. The plan instructed staff to encourage fluid 
hydration and follow her diet as ordered. The plan noted she should have heel protectors on her heels while 
in bed. The plan noted she had a low air-loss mattress for her bed and a pressure-reducing mattress for her 
wheelchair. 

A review of the manual of low air-loss mattress manufacturers' operation (Drive Model #14029) indicated that 
the mattress system was intended to reduce the incidence of pressure ulcers while optimizing comfort. The 
manual indicated the mattress pump's pressure levels and firmness were preset based on the weight range 
and comfort settings. The manual indicated an optimal bed system assessment should be conducted on 
each patient by a qualified clinician or medical provider to ensure maximum safety.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

R19's EMR under Weights noted her current weight was 135.4 lbs. on 01/15/25. 

On 01/28/25 at 07:10 AM, R19 rested in her bed and waited for her breakfast to arrive. R19 had bilateral heel 
protectors on both her legs. R19's Wheelchair had a pressure-reducing mat in place. R19's bed had a Drive 
Model #14029 low air-loss mattress. The mattress pump had fixed weight settings of 50lbs, 100lbs, 150lbs, 
200lbs, 250lbs, 300lbs, 350lbs. and 450lbs. R19's mattress control panel was locked at 200lbs. 

On 01/30/25 at 08:11 AM, R19's low air-loss mattress remained locked on 200lbs. 

On 01/30/25 at 08:15 AM Licensed Nurse (LN) G stated maintenance would set the beds up and program 
the weights settings, but nursing was responsible for ensuring the beds were functioning. She stated the 
beds were set by the resident's current weight but was not sure how they would reset it with the weight 
changes. She stated that R19 was at risk for pressure ulcers, and her mattress was set per her current 
weight.

On 01/30/25 at 01:07 PM, Administrative Nurse D stated the low air-loss mattress was to be set per the 
resident's current weight. She stated nursing staff were able to change the weight settings if needed. 

The facility's provided Skin Management System policy revised 12/2024 indicated the facility was to 
implement preventative interventions to minimize the risk associated with skin breakdown and pressure 
injuries. The policy noted the facility will utilize pressure redistribution surfaces deemed appropriate based on 
the resident's risk factors and care needs.

The facility failed to ensure R19's low air-loss mattress was set to the appropriate weight settings per her 
current weight. This deficient practice placed R19 at risk for complications related to skin breakdown and 
pressure ulcers.

41037

- R19's Electronic Medical Record (EMR) from the Diagnosis tab documented diagnoses of muscle 
weakness, lack of coordination, dementia (a progressive mental disorder characterized by failing memory 
and confusion), repeated falls, history of falls, and cognitive communication deficit. 

The Admission Minimum Data Set (MDS) dated [DATE] documented a Brief Interview of Mental Status 
(BIMS) score of 12, which indicated moderately impaired cognition. The MDS documented R19 was at risk of 
developing of pressure ulcers. The MDS documented R19 had no unhealed pressure ulcers at the time of 
admission. The MDS documented R19 was to have pressure-reducing devices on her bed and in her chair to 
prevent the development of pressure ulcers. 

The Quarterly MDS dated [DATE] documented a BIMS score of 12, which indicated moderately impaired 
cognition. The MDS documented that R19 was at risk of development of pressure ulcers. The MDS 
documented R19 had no unhealed pressure ulcers during the observation period. The MDS documented 
R19 was to have pressure-reducing devices on her bed and in her chair to prevent the development of 
pressure ulcers. 

(continued on next page)
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R19's Pressure Ulcer Care Area Assessment (CAA) dated 02/05/24 documented she was at risk of skin 
breakdown related to decreased mobility and bladder incontinence. Nursing staff would provide R19 with 
assistance with mobility and activities of daily living to help reduce her risk for development of pressure 
ulcers. A pressure-reducing mattress would be placed on her bed and a pressure-reducing cushion would be 
placed in her wheelchair. 

R19's Care Plan, dated 02/19/24, documented a pressure-reducing mattress was placed on her bed, and a 
pressure-reducing cushion was placed in her wheelchair.

R19's EMR under the Orders tab revealed the following physician orders:

Enhanced Barrier Precautions related to pressure ulcer every shift dated 12/03/24.

Review of R19's EMR revealed a Skin Pressure Ulcer Weekly dated 01/15/25 documented a pressure ulcer 
with the onset date of 11/26/24 on the left buttocks.

On 01/28/25 at 11:18 AM, R19 lay on her bed; her wheelchair was locked next to the bed without a 
pressure-reducing cushion in the wheelchair. 

On 01/29/25 at 10:17 AM, R19 sat in her recliner with her lower extremities elevated. R19's wheelchair was 
the foot of her recliner. The wheelchair lacked Dycem (non-slip mat used for stabilization and gripping to 
prevent slipping) or pressure-reducing cushion.

On 01/30/25 at 10:51 AM, R19 sat in her recliner and watched TV. R19's wheelchair sat next to her bed with 
a folded white bath towel in the seat of the wheelchair. The wheelchair lacked a pressure-reducing cushion 
and a Dycem.

On 01/30/25 at 10:53 AM, Certified Nurse Aide (CNA) N stated that R19 was at risk for skin breakdown and 
that R19 should have a pressure-reducing cushion in her wheelchair. CNA N stated that R19 had a pressure 
ulcer on her buttocks but had just recently healed. CNA N stated everyone ensured the cushion was in place 
in R19's wheelchair. 

On 01/30/25 at 10:58 AM, Licensed Nurse (LN) H stated that R19 had a recent pressure ulcer on her left 
buttocks. LN H stated that R19 should have a cushion in her wheelchair. LN H stated it was everyone's 
responsibility to ensure pressure-reducing devices were in place.

On 01/30/25 at 01:10 PM, Administrative Nurse D stated R19 should have a pressure-reducing device in her 
wheelchair. Administrative Nurse D stated that R19 was at risk for skin breakdown. Administrative Nurse D 
stated she expected all staff would ensure pressure-reducing interventions were in place.

The facility's Skin Management System policy, last revised 12/22/24, documented it was the policy of the 
facility that any resident who entered the facility without pressure ulcers would have appropriate preventive 
measures taken to ensure that the resident did not develop pressure ulcers, or that residents admitted with 
wounds would not develop signs and symptoms of infection unless the resident's clinical condition makes the 
development unavoidable.

(continued on next page)
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The facility failed to ensure a pressure-reducing heel cushion was in place for R19, who had a history of a 
pressure injury on her left buttocks. This deficient practice placed R19 at risk for complications related to skin 
breakdown and the development of further pressure ulcers. 
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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41037

The facility identified a census of 72 residents. The sample included 19 residents, with two residents 
reviewed for positioning and mobility. Based on observation, record review, and interviews, the facility failed 
to ensure Resident (R) 24 was provided services and treatment to prevent worsening of contractures 
(abnormal permanent fixation of a joint or muscle) in his left hand. This deficient practice placed R24 at risk 
for discomfort and decreased range of motion (ROM - the full movement potential of a joint, usually its range 
of flexion and extension). 

Findings included:

- R24's Electronic Medical Record (EMR) from the Diagnosis tab documented diagnoses of contracture of left 
hand, hemiparesis (muscular weakness of one half of the body), hemiplegia (paralysis of one side of the 
body), and cerebral infarction (stroke - sudden death of brain cells due to lack of oxygen caused by impaired 
blood flow to the brain by blockage or rupture of an artery to the brain). 

The Significant Change Minimum Data Set (MDS) dated [DATE] documented a Brief Interview of Mental 
Status (BIMS) score of four which indicated severely impaired cognition. The MDS documented R24 had 
limited ROM in the upper and lower extremities on one side. The MDS documented R24 was dependent on 
staff assistance for activities of daily living (ADLs) during the observation period. 

The Quarterly MDS dated [DATE] documented a BIMS score of four, which indicated severely impaired 
cognition. The MDS documented that R24 had limited ROM in the upper and lower extremities on one side. 
The MDS documented R24 was dependent on staff assistance for her ADLs during the observation period. 

R24's Cognitive Loss/Dementia Care Area Assessment (CAA) dated 09/11/24 documented she was alert 
and able to make her needs known. R24 was cooperative with her care and periods of confusion.

R24's Care Plan dated 06/20/24 documented staff would encourage her to use the supportive devices as 
tolerated. The plan of care dated 11/14/24 documented staff may use a washcloth in her hand as tolerated to 
prevent further contracture formation. Staff may also use a weighted puppy stuffed animal on the forearm of 
her upper left extremity for comfort. The plan of care also documented that R24 could wear a hand splint for 
up to one hour at a time, up to three times a day as tolerated, to prevent further contracture formation. The 
plan of care dated 12/23/24 documented that therapy would screen R24 as needed for further contracture 
prevention and management. 

Review of R24's EMR from 12/01/24 to 01/29/25 lacked documentation of R24's supportive devices being 
applied or refused. 

On 01/29/25 at 10:02 AM, R24 lay asleep on her bed; her bed was in the lowest position. R24's hand rested 
on her chest area. R24's hands lacked any time of contracture prevention device in the palms of her hands. 
R24's one call light was pinned to the cord on the wall at the foot of her bed. R24's pancake call light was 
pinned to her recliner, which also was at the foot of her bed, out of reach. 

(continued on next page)
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On 01/29/25 at 04:05 PM, R24 lay asleep on her bed; her bed was in the lowest position. R24's hand rested 
on her chest area. R24's hands lacked any time of contracture prevention device in the palms of her hands. 

On 01/30/25 at 11:03 AM, R24 lay asleep on her bed; her bed was in the lowest position. R24's hand rested 
on her chest area. R24's hands lacked any time of contracture prevention device in the palms of her hands. 

On 01/30/25 at 11:02 AM, Certified Medication Aide (CMA) R stated she did not believe there was anywhere 
to document the application of any contracture prevention supportive devices for R24. 

On 01/30/25 at 11:15 AM, Licensed Nurse (LN) I stated the therapy department determined what supportive 
devices would be utilized for contracture care. LN I stated she thought R24 had difficulty with the palm 
supportive device in November 2024 and was referred to therapy. 

On 01/30/25 at 01:10 PM, Administrative Nurse D stated the therapy department maintained contracture 
care. Administrative Nurse D stated she expected the care plan to be followed.

The facility's Range of Motion policy, last revised 01/2023, documented it was the policy of the facility to 
prevent a resident's loss of range of motion (ROM). Appropriate treatment and services would be 
administered to increase the range of motion and/or prevent further decrease in the range of motion. 
Residents would be assessed to determine the level of range of motion. Preventive care would be provided 
so that the resident would not experience a reduction in range of motion unless clinical condition 
demonstrates a decline was unavoidable. 

The facility failed to ensure R24 received services and treatment for his contractures to prevent an avoidable 
reduction of ROM. This deficient practice left R24 at risk for further decline and discomfort.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45668

The facility had a census of 72 residents. The sample included 19 residents, with two residents reviewed for 
accidents and/or hazards. Based on observation, record review, and interview, the facility failed to secure an 
electrical furnace closet out of reach of 30 cognitively impaired/independently mobile residents. The facility 
additionally failed to ensure Resident (R)19's care-planned fall interventions were in place. This deficient 
practice placed the identified residents at risk for preventable injuries and accidents.

Findings Included:

- On 01/28/25 at 07:05 AM, an initial walkthrough of the facility was completed. Upon inspection of the 
[NAME] Hall, it revealed a furnace closet next to the resident rooms. The closet double doors were locked 
but easily pulled open due to damage to the door's frame. The closet contained numerous electrical boxes 
that contained the warning, high voltage - danger of electric shock.

On 01/28/25 at 07:06 AM, Administrative Staff B verified the door would not secure and stated the room 
should be lockable. She stated maintenance was on the way to the facility. 

On 01/28/25 at 07:35 AM, The door was fixed by maintenance. 

On 01/30/25 at 11:07 PM, Administrative Staff A identified 30 cognitively impaired / independently mobile 
residents within the facility. 

ON 01/30/25 at 01:07 PM, Administrative Nurse D stated all hazardous materials and electrical closets 
should remain locked and inaccessible for the residents. 

The facility's Accident policy revised 01/2023 indicated the facility was expected to ensure an environment 
that was free from hazards and potential injuries. The policy indicated staff were expected to assess the care 
environment and report all potential areas of concern to prevent avoidable accidents. 

The facility failed to secure an electrical furnace closet out of reach of 30 cognitively impaired / independently 
mobile residents. This deficient practice placed the identified residents at risk for preventable injuries and 
accidents.

41037

- R19's Electronic Medical Record (EMR) from the Diagnosis tab documented diagnoses of muscle 
weakness, lack of coordination, dementia (a progressive mental disorder characterized by failing memory 
and confusion), repeated falls, history of falls, and cognitive communication deficit. 

(continued on next page)
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The Admission Minimum Data Set (MDS) dated [DATE] documented a Brief Interview of Mental Status 
(BIMS) score of 12, which indicated moderately impaired cognition. The MDS documented R19 had a history 
of falls prior to her admission. The MDS documented R19 had a non-injury fall during the observation period. 

The Quarterly MDS dated [DATE] documented a BIMS score of 12, which indicated moderately impaired 
cognition. The MDS documented that R19 was at risk of development of pressure ulcers. The MDS 
documented that R19 had one non-injury fall and two injury falls during the observation period.

R19's Falls Care Area Assessment (CAA) dated 02/05/24 documented she had a history of falls related to a 
functional decline. R19 required supervision and assistance. R19 had one non-injury fall since her 
admission. 

R19's Care Plan dated 12/02/24 documented Dycem (non-slip mat used for stabilization and gripping to 
prevent slipping) was placed in R19's wheelchair to reduce her risk of sliding out of the wheelchair.

R19's EMR under the Assessment tab revealed a Fall Risk Evaluation dated 12/27/24, which documented 
R19 was a high fall risk. 

On 01/29/25 at 10:17 AM, R19 sat in her recliner with her lower extremities elevated. R19's wheelchair was 
the foot of her recliner. The wheelchair lacked Dycem or pressure-reducing cushion.

On 01/30/25 at 10:51 AM, R19 sat in her recliner and watched TV. R19's wheelchair sat next to her bed with 
a folded white bath towel in the seat of the wheelchair. The wheelchair lacked a pressure-reducing cushion 
and a Dycem.

On 01/30/25 at 10:53 AM, Certified Nurse Aide (CNA) N stated R19 was at risk for falls. CNA N stated she 
was not sure if R19 should have a Dycem in her wheelchair. 

On 01/30/25 at 10:58 AM, Licensed Nurse (LN) H stated that R19 should have Dycem in her wheelchair to 
prevent her from sliding out of her chair. LN H stated it was everyone's responsibility to ensure all fall 
interventions are in place. 

On 01/30/25 at 01:10 PM, Administrative Nurse D stated she expected everyone to ensure fall interventions 
were in place for each resident. 

The facility's Fall Prevention policy, last revised 01/20/23, documented it was the policy of the facility to 
investigate the circumstances surrounding each resident fall and implement actions to reduce the incidence 
of additional falls and minimize the potential for injury.

The facility failed to ensure that Dycem was in the wheelchair or recliner as care planned for R19, who had 
multiple falls. This deficient practice placed R19 at further risk for injuries related to falls.
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Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate 
catheter care,  and appropriate care  to prevent urinary tract infections.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41037

The facility identified a census of 72 residents. The sample included 19 residents, with two residents 
reviewed for bowel/bladder incontinence, a catheter (a flexible tube inserted through a narrow opening into a 
body cavity, particularly the bladder, for removing fluid), and urinary tract infection (UTI - an infection in any 
part of the urinary system). Based on observation, record review, and interviews, the facility failed to provide 
appropriate treatment for Resident (R) 67 with an indwelling catheter (a tube inserted into the bladder to 
drain urine into a collection bag) when the facility failed to prevent his catheter drainage bag from resting on 
the floor. This deficient practice placed R67 at risk for catheter-related complications. 

Findings included:

- R67's Electronic Medical Record (EMR) from the Diagnosis tab documented diagnoses of benign prostatic 
hyperplasia (BPH - non-cancerous enlargement of the prostate, which can lead to interference with urine 
flow, urinary frequency, and urinary tract infections), cognitive-communication deficit, and hypertension (HTN 
- elevated blood pressure).

The Admission Minimum Data Set (MDS) dated [DATE] documented a Brief Interview of Mental Status 
(BIMS) score of one, which indicated severely impaired cognition. The MDS documented R67 had an 
indwelling catheter during the observation period. The MDS documented R67 was dependent upon staff 
assistance for toileting hygiene. 

The Quarterly MDS dated [DATE] documented a BIMS score of seven, which indicated severely impaired 
cognition. The MDS documented that R67 had an indwelling catheter during the observation period. The 
MDS documented R67 was dependent on staff assistance for toileting. 

R67's Urinary Incontinence and Indwelling Catheter Care Area Assessment (CAA) dated 07/17/24 
documented he was admitted with the indwelling catheter. 

R67's Care Plan dated 01/13/25 documented nursing staff would position his catheter bag and tubing below 
the level of his bladder. The plan of care also documented the staff position R67's catheter bag away from 
the entrance of the room door. 

R67's EMR under the Orders tab revealed the following physician orders: 

Catheter care every shift related to BPH dated 01/23/25. 

Leave catheter in place until urology appointment dated 01/23/25. 

On 01/29/25 at 03:36 PM, R67 sat reclined in his recliner. R67's catheter bag and tubing, which contained 
amber-colored urine, rested directly on the floor under his recliner. 

On 01/30/25 at 10:53 AM, Certified Nurse Aide (CNA) N stated that R67's catheter bag and tubing should 
never be on the floor. 

(continued on next page)
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On 01/30/25 at 10:58 AM, Licensed Nurse (LN) H stated that R67's catheter bag should never be placed on 
the floor. 

On 01/30/25 at 01:10 PM, Administrative Nurse D stated R67's catheter bag or tubing should never be on 
the floor. Administrative Nurse D stated sometimes it was hard to find a good place to attach the catheter 
bag on the recliners. 

The facility's Indwelling Urinary Catheter Care policy, last revised 01/2023, documented it was the policy of 
the facility that each resident with an indwelling catheter would receive catheter care daily and as needed 
(PRN) to promote hygiene, comfort, and decrease the risk of infection.

The facility failed to ensure the standard of care was provided for R67's catheter bag, which rested directly 
on the floor. This. This deficient practice placed R67 at risk of catheter-related complications. 
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Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41713

The facility identified a census of 72 residents. The sample included 19 residents, with two residents 
reviewed for respiratory care. Based on observation, record review, and interview, the facility failed to ensure 
Resident (R) 28 had his physician-ordered supplemental oxygen on as ordered. The facility failed to ensure 
R28's nasal cannula (NC - a thin hollow tube that assists in providing supplemental oxygen) was 
appropriately stored when not used. This deficient practice placed R28 at risk of respiratory complications 
and possible infection.

Findings included:

- R28's Electronic Medical Record (EMR) documented diagnoses of chronic respiratory failure (a condition 
where your blood does not have enough oxygen), dementia (a progressive mental disorder characterized by 
failing memory and confusion), and congestive heart failure (CHF - a condition with low heart output and the 
body becomes congested with fluid).

R28's Admission Minimum Data Set (MDS) dated [DATE] documented a Brief Interview for Mental Status 
(BIMS) score of 10, which indicated moderately impaired cognition. R28 had an impairment of his lower 
extremity on one side. R28 used a wheelchair to assist with mobility. R28 required substantial assistance to 
total dependence on staff for his functional abilities and activities of daily living (ADL). R28 was frequently 
incontinent of bowel and bladder. R28 required supplemental oxygen. R28 required using a Bilevel positive 
airway pressure (BiPAP - ventilation device that helps people with breathing difficulties by providing 
pressurized air through a mask worn over the nose or mouth) machine.

R28's Quarterly MDS, dated [DATE], documented a BIMS score of 13, which indicated intact cognition. R28 
had an impairment of his lower extremity on one side. R28 used a wheelchair to assist with mobility. R28 
was dependent on staff for all functional abilities and ADLs. R28 was occasionally incontinent of bowel and 
bladder. R28 required supplemental oxygen. R28 required using a BiPAP at night.

R28's Functional Abilities Care Area Assessment (CAA) dated 07/24/24 documented he was admitted after a 
fall and then had a hospitalization due to a change in cognition and continued functional decline. R28 
continued supplemental oxygen and BiPAP. R28 was dependent on staff for self-care and mobility tasks. 
R28 was able to make needs known. R28 used a wheelchair for primary locomotion.

R28's Care Plan, last revised on 11/14/24, directed staff to set supplemental oxygen at two liters 
continuously via nasal cannula. Staff was directed that R28 required BiPAP at night per setting as ordered.

R28's Order Summary documented a physician's order dated 12/08/24 for continuous oxygen via NC at two 
liters. 

On 01/28/25 at 10:39 AM, R28 lay on his bed. R28's room door was open. R28's NC was attached to the 
oxygen concentrator (a machine that provides supplemental oxygen). The NC was not on R28 and was 
noted not to be in the provided storage bag. The oxygen concentrator was not turned on. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 01/30/25 at 12:29 PM, Certified Nurse Aide (CNA) M stated if a resident was supposed to be on 
continuous oxygen, that should be in the care plan. CNA M stated R28 was on oxygen and a BiPAP at night. 
CNA M stated the NC should be stored in a plastic bag when not in use and should be replaced if it was 
found on the floor.

On 01/30/25 at 12:47 PM, Licensed Nurse (LN) H stated R28 should have his supplement oxygen on all the 
time due to his respiratory issues. LN H stated it was the responsibility of all nursing staff to ensure a 
resident has their oxygen on to avoid further breathing issues.

On 12/30/25 at 01:05 PM, Administrative Nurse D stated all staff should be checking residents to ensure they 
have their oxygen on and the tubing was properly stored when not in use. R28 was supposed to be on 
continuous oxygen.

The Oxygen Administration (Mask, Cannula) policy revised in January 2023 documented that oxygen 
therapy was administered as ordered by the physician or as an emergency measure until the order could be 
obtained.

The facility failed to ensure R28 had his physician-ordered supplemental oxygen was on as ordered. The 
facility failed to ensure R28's NC was properly stored when not in use. This deficient practice placed R28 at 
risk of respiratory complications and possible infection.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way 
that maximizes each resident's well being.

45668

The facility identified a census of 72 residents. The sample included 19, with one reviewed for competent 
staffing. Based on interviews and record reviews, the facility failed to ensure staff possessed the appropriate 
skills and knowledge to order Resident (R) 33's physician-ordered eyedrops. This deficient practice placed 
R33 at risk for impaired quality of care. 

Findings included:

- The Medical Diagnosis section within R33's Electronic Medical Records (EMR) noted diagnoses of 
dementia (a progressive mental disorder characterized by failing memory and confusion), muscle weakness, 
cognitive-communication deficit, and cerebral infarction (stroke - sudden death of brain cells due to lack of 
oxygen caused by impaired blood flow to the brain by blockage or rupture of an artery to the brain). 

R33's Admission Minimum Data Set (MDS) completed 10/18/24 noted a Brief Interview for Mental Status 
(BIMS) score of five, indicating severe cognitive impairment. The MDS indicated she required partial to 
moderate assistance from staff to complete transfers, toileting, bathing, dressing, bed mobility, and personal 
hygiene. The MDS noted she had adequate vision and did not have corrected lenses. 

R33's Dementia Care Area Assessment (CAA) completed 01/24/25 noted she required supervision and 
moderate assistance for her activities of daily living (ADLs) related to her severe cognitive impairment. The 
CAA noted she was at risk for a functional decline, incontinence, skin breakdown, and nutritional impairment. 
The CAA noted she was able to converse with staff and make her needs known. 

R33's EMR under Physician Orders revealed an order (started 01/15/25) for staff to administer Refresh Plus 
Ophthalmic Solution (artificial tear eye drops used to treat dry eyes), one drop in her right eye four times 
daily for dry eyes. 

R33's EMR under Progress Notes revealed a Nursing note completed 01/14/25. The note revealed nursing 
staff received R33's prescribed eyedrop medication on 01/07/25 and instructions from her representative to 
contact her outside medical provider. The note indicated that R33's eyedrops were never added to her 
orders or administered. The note indicated staff called R33's outside medical provider on 01/07/25 but were 
not able to reach him. The note indicated the information was passed on to the next shift. The note revealed 
the facility never followed up with the provider until 01/14/25. The note indicated that R33's eyedrops had to 
be reordered from the pharmacy on 01/14/25 and were delivered on 01/15/25.

On 01/28/25 at 09:01 AM, R33's resident representative stated the facility failed to administer prescribed 
R33's eyedrops ordered on 01/07/24 by her eye doctor. He stated he complained to the facility that she had 
not given her eye drops for over a week since they had been ordered. He stated he dropped off R33's 
eyedrops to the nurse on duty and explained that R33 was to receive the drops four times a day.

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 01/30/25 at 08:15 AM, Licensed Nurse (LN) G stated when the resident came back to the facility with 
outside orders, the nurse on duty was responsible for verifying the orders and placing them in the EMR 
system. She stated the facility was responsible for following through with all medication orders and not 
delaying the resident's medication routine. 

On 01/30/25 at 01:07 PM, Administrative Nurse D stated nursing staff were responsible for ensuring all 
medication orders were received, verified, and entered accurately to ensure the continuity of care. 

The facility's provided Nursing Staff Competency policy revised 12/2023 indicated the facility was to ensure 
staff had the sufficient competencies and skill sets to provide nursing services to ensure resident safety. 

The facility failed to ensure staff possessed the appropriate skills and knowledge to ensure Resident (R)33's 
physician-ordered eyedrops were ordered and administered. This deficient practice placed R33 at risk for 
impaired quality of care.
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Provide the appropriate treatment and services to a resident who displays or is diagnosed with dementia.

45668

The facility identified a census of 72 residents. The sample included 19 residents, with one reviewed for 
dementia (a progressive mental disorder characterized by failing memory and confusion) care. Based on 
interviews, record review, and observations, the facility failed to provide dementia-related behavioral services 
for Resident (R) 65 to promote his highest practicable level of well-being, resulting in numerous non-injury 
falls. This deficient practice placed R65 at risk for decreased quality of life, isolation, and impaired dignity.

Findings Included: 

- The Medical Diagnosis section within R65's Electronic Medical Records (EMR) included diagnoses of 
Alzheimer's disease (progressive mental deterioration characterized by confusion and memory failure), 
dysphagia (difficulty swallowing), muscle weakness, cognitive-communication disorder, and a history of falls. 

R65's Quarterly Minimum Data Set (MDS) completed 10/18/24 revealed a Brief Interview for Mental Status 
(BIMS) score of six that indicated severe cognitive impairment. The MDS revealed no wandering, rejection of 
care, or aggressive behaviors since his admission. The MDS noted he had lower extremity impairments. The 
MDS noted he used a wheelchair for mobility. The MDS noted he required substantial to maximal assistance 
with transfers, bed mobility, dressing, bathing, personal hygiene, and mobility in his wheelchair. The MDS 
revealed he had multiple non-injury falls since his admission. 

R65's Dementia Care Area Assessment (CAA) completed 04/20/24 indicated he was at risk for falls, 
nutritional impairment, incontinence, and skin breakdown related to his severe cognitive impairments and 
medical diagnoses. 

R65's Care Plan initiated 04/17/24 noted he had a functional deficit related to his dementia and limited 
mobility. The plan noted he required substantial assistance from staff for transfers, bathing, dressing, oral 
hygiene, toileting, and bed mobility. The plan noted he had numerous non-injury-related falls and was at risk. 
The plan instructed remind him to use his soft-touch call light and ensure it was within his reach (05/28/24). 
The plan noted R95's foot pedals were to be on his wheelchair while being pushed by staff (07/19/24). The 
plan noted occupational therapy was to evaluate him for the use of some fidget devices to use at the nurse's 
station to prevent falls (10/11/24). 

R65's EMR revealed no documentation related to the attempted use of the fidget devices or R65's refusal to 
use the devices. 

R65's EMR under Progress Notes revealed a Fall Committee Note completed on 07/22/24. The note 
indicated R65 had a minor injury fall on 07/19/24. The note revealed R65 fell out of his wheelchair while 
being pushed in the hallway without foot pedals. The note revealed R95 became fatigued while he attempted 
to hold his legs up. The note revealed he suffered a skin tear on his left elbow, left wrist, left hand, and below 
his left eye. The note revealed all staff were educated to utilize foot pedals for the wheelchairs. 

(continued on next page)
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R65's EMR under Progress Notes revealed a Fall Committee Note completed on 09/30/24. The note 
revealed he had a non-injury on 09/29/24. The note revealed staff found him lying on the floor in his room. 
The note revealed R65 was confused and reported to staff he was working on his tractor at the time of his 
fall. The note revealed R65 had continued impulsiveness and lacked safety awareness. The note indicated 
occupational therapy was to evaluate and determine a plan to utilize some fidget devices to use at the 
nurse's stations to engage his interest in tractors. 

R65's EMR under Progress Notes revealed a Fall Committee Note completed on 10/11/24. The note 
revealed he had a non-injury fall on 10/10/24. The note revealed R65 fell out of his bed while he attempted to 
transfer himself out of bed. The note revealed R65's care-planned fall mat was not in place at the time of his 
fall, and he suffered a right arm skin tear. The note revealed he was assessed with no major injuries. 

R65's EMR under Progress Notes revealed a Fall Committee Note completed on 11/01/24. The note 
revealed R65 had a non-injury fall in his room when he attempted to transfer himself from his wheelchair to 
his bed. The note indicated he was impulsive and had poor safety awareness. 

R65's EMR under Progress Notes revealed a Fall Committee Note completed on 12/28/24. The note 
revealed R65 reported he attempted to self-transfer to his bed and slid out of his wheelchair. The note 
revealed staff assessed him and moved him to the nurse's station to sit. 

On 01/27/25 at 08:30 AM, R95 sat at the East Hall nurse's station. R65 had no activities or entertainment. 
R65 remained at the nurse's station until lunchtime at 11:05 AM. At 12:34 AM, R65 returned to the East Hall 
nursing station. R65 sat at the nurse's station desk until 02:15 PM without any activity or staff engagement. 

On 01/30/25 at 12:30 PM, Certified Nurse Aide (CNA) M stated R65 was impulsive and would often attempt 
to move himself or transfer without assistance. She stated he liked tractors and talking about farming. She 
stated staff would often talk to him about farming. She stated the faculty attempted using fidget devices to 
engage, but he would refuse. She was not sure where the refusals were documented. She stated staff were 
expected to ensure his fall mat and foot pedals were in place to prevent falls or injuries. 

On 01/30/25 at 01:07 PM, Administrative Nurse D stated sensory devices were used on him, but he would 
refuse to use them. She stated he would talk about farming and tractors with staff for entertainment. She 
stated staff were also expected to ensure his current fall interventions were in place. 

The facility's Care of Dementia policy revised 01/2023 indicated the facility was to provide each resident with 
individualized care interventions and use the last restrictive approaches to care. The policy noted each 
resident was evaluated and provided interventions to address each resident's needs. 

The facility failed to provide dementia-related behavioral services for R65 to promote his highest practicable 
level of well-being, resulting in numerous non-injury falls. This deficient practice placed R65 at risk for 
decreased quality of life, isolation, and impaired dignity.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure each resident’s drug regimen must be free from unnecessary drugs.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41037

The facility identified a census of 72 residents. The sample included 19 residents, with five residents 
reviewed for unnecessary medications. Based on observation, record review, and interviews, the facility 
failed to ensure physician parameters were followed for a hypertensive medication (class of medication used 
to treat hypertension (high blood pressure) for Resident (R) 2. This deficient practice had the potential of 
unnecessary medication administration, thus leading to possible harmful side effects. 

Findings included:

- R2's Electronic Medical Record (EMR) from the Diagnosis tab documented diagnoses of congestive heart 
failure (CHF - a condition with low heart output and the body becomes congested with fluid) and 
hypertension. 

The Admission Minimum Data Set (MDS) dated [DATE] documented a Brief Interview of Mental Status 
(BIMS) score of 14, which indicated intact cognition. 

The Quarterly MDS dated [DATE] documented a BIMS score of 14, which indicated intact cognition. 

R2's Psychotropic Drug Use Care Area Assessment (CAA) dated 10/29/24 documented she had a history of 
falls. R2 had periods of agitation. 

R2's Care Plan, dated 10/22/24, documented staff would administer her medication as ordered. 

R2's EMR under the Orders tab revealed the following physician orders: 

Carvedilol (antihypertensive) oral tablet 3.125 milligrams (mg) give one tablet by mouth two times a day for 
HTN. Hold if systolic blood pressure (SBP - relating to the phase of the heartbeat when the heart muscle 
contracts and pumps blood from the chambers into the arteries) was less than (<) 110 millimeters of mercury 
(mmHg) or diastolic blood pressure (minimum level of blood pressure measured between contractions of the 
heart; the bottom number of a blood pressure reading) is < 60mmHg dated 01/23/25.

Review of R2's Medication Administration Record (MAR) from 01/01/25 to 01/27/25 (27 days) revealed 12 
(BP below-set parameter) was documented (seven times) on the following dates 01/02/25, 01/03/25, 
01/11/25, 01/16/25, 01/20/25, 01/21/25, and 01/25/25. The MAR and clinical record lacked documentation of 
R2's BP. 

On 01/30/25 at 10:02 AM, R2 sat on her recliner with her feet elevated as she was using her cell phone. 

On 01/30/25 at 11:02 AM, Certified Medication Aide (CMA) R stated she obtained R2's BP and held 
Carvedilol if the BP was outside the parameter. CMA R stated there had been a place to document the BP 
on the MAR. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 01/30/25 at 11:15 AM, Licensed Nurse (LN) I stated CMA should report any BP that was outside the 
physician-ordered parameters prior to holding that medication. LN I stated yes, the BP should be recorded so 
the physician could review the BP outside the ordered parameters. 

On 01/30/25 at 01:10 PM, Administrative Nurse D stated she expected the physician orders for hold 
parameters to be followed and the care plan to be followed.

The facility's Physician Orders policy, last revised 01/2023, documented it was the policy of the facility that 
drugs would be administered only upon the written order of a person duly licensed and authorized to 
prescribe such drugs.

The facility failed to ensure staff followed the physician-ordered parameter for monitoring R2 Carvedilol. This 
deficient practice had the potential of unnecessary medication administration, thus leading to possible 
harmful side effects. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Implement gradual dose reductions(GDR) and non-pharmacological interventions, unless contraindicated, 
prior to initiating or instead of continuing psychotropic medication; and PRN orders for psychotropic 
medications are only used when the medication is necessary and PRN use is limited.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41713

The facility identified a census of 72 residents. The sample included 19 residents, with five sample residents 
reviewed for unnecessary medications. Based on observation, record review, and interview. The facility 
failed to ensure Resident (R) 8 had an adequate Centers for Medicare and Medicaid (CMS) approved 
indication for the use of an antipsychotic (a class of medications used to treat major mental conditions that 
cause a break from reality) medication. This deficient practice placed the resident at risk for unnecessary 
medication administration and related complications. 

Findings included:

- The Electronic Medical Record (EMR) for R8 documented diagnoses of Alzheimer's disease (progressive 
mental deterioration characterized by confusion and memory failure), dementia (a progressive mental 
disorder characterized by failing memory and confusion), and hypertension (elevated blood pressure).

R8's Admission Minimum Data Set (MDS) dated [DATE] documented a Brief Interview for Mental Status 
(BIMS) score of eight, which indicated severely impaired cognition. R8 required supervision with his self-care 
and mobility. R8 required moderate assistance from staff with bathing. R8 ambulated with a walker. R8 was 
taking an antipsychotic medication. 

R8's Psychotropic Drug Use Care Area Assessment (CAA), dated 01/22/25, documented he was taking 
Seroquel (an antipsychotic medication) daily to manage moods related to Alzheimer's dementia with 
agitation. R8 was monitored for targeted behaviors and adverse side effects. This was not a new medication 
for R8.

R8's Care Plan directed staff to document episodes of behavior such as agitation. The care plan directed 
staff that R8 took Seroquel. Staff was directed to document medication side effects and non-pharmacological 
interventions used.

R8's Order Summary in the EMR documented an order dated 01/23/25 for Seroquel 50 milligram (mg) tablet 
to give one and a half tablets by mouth daily for Alzheimer's dementia with behavioral disturbance target 
behavior of agitation.

A pharmacy review had not been conducted on R8's medication by the consultant pharmacist yet.

On 01/29/25 at 03:35 PM, R8 lay on his bed. R8 stated he was tired after working with therapy earlier today.

On 01/30/25 at 12:47 PM, Licensed Nurse (LN) H stated she could not say for certain what an appropriate 
diagnosis was for the use of Seroquel. LN H stated the pharmacy did help the facility a lot with the 
medications and would let the facility know if a medication did not have a correct diagnosis. LN H stated that 
Administrative Nurse D reviewed the medications after they had been entered into the Medication 
Administration Record (MAR). 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

On 01/30/25 at 01:05 PM, Administrative Nurse D stated she reviewed each resident's medications and 
checked to ensure an appropriate diagnosis was used for the medication. Administrative Nurse D stated that 
Alzheimer's disease nor dementia were approved diagnoses for the use of an antipsychotic medication. 
Administrative Nurse D stated that R8 came to the facility after being on the Seroquel for some time. 
Administrative Nurse D stated she would ensure to get the appropriate documentation from R8's physician 
for the Seroquel.

The facility did not provide a policy regarding psychotropic medications or physician orders as requested.

The facility failed to ensure R8 had an adequate CMS-approved indication for the use of the antipsychotic 
medication Seroquel. This deficient practice placed the R8 at risk for unnecessary medication administration 
and related complications. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

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

41037

The facility identified a census of 72 residents. The sample included 19 residents, four medication carts, and 
two medication rooms. Based on observation, record review, and interviews, the facility failed to properly 
store medications in two of the four medication carts. The facility also failed to label medication in one of the 
two medication carts. This placed the residents at risk for adverse outcomes or ineffective medication 
regimens. 

Findings included:

- During the initial tour on 01/28/25 at 07:10 AM, a medication cart on the [NAME] hallway was unlocked and 
unattended in the hallway. 

On 01/28/25 at 07:19 AM, the second medication cart on the [NAME] hallway was unlocked and unattended. 
The medication cart contained two opened, undated insulin (a hormone that lowers the level of glucose in the 
blood) pens.

On 01/28/25 at 07:12 AM, Certified Medication Aide (CMA) R stated she thought she had locked the 
medication cart when she had walked away from the cart. CMA R stated the medication cart should never be 
left unlocked when not in use.

On 01/28/25 at 07:23 AM, Licensed Nurse (LN) G stated the medication cart should never be left unlocked 
when out of view. LN G stated insulin pens should be labeled with the open date and the discard date.

On 01/30/25 at 01:10 PM, Administrative Nurse D stated she expected the insulin pens to be stored in the 
refrigerator until they were to be used. Administrative Nurse D stated once the insulin pen was removed from 
the refrigerator, the insulin pen should have an open date and a discard date and be stored in the locked 
medication cart.

The facility's undated Storing and Controlling Medications policy documented the facility would store 
medications safely, securely, and properly following the manufacturer's recommendations or those of the 
supplier and in accordance with federal and state laws and regulations. The medication supply was 
accessible only to authorized personnel.

The facility failed to properly label and store medications. This deficient practice could potentially cause 
adverse consequences or ineffective treatment to the affected residents. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

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

41713

The facility identified a census of 72 residents. The facility had one main kitchen and one dining room. Based 
on observation, record review, and interview, the facility failed to ensure food was properly stored. The 
facility failed to ensure that the freezer was in proper working condition. The facility failed to ensure freezer 
temperatures remained at the required temperatures. The facility failed to ensure food temperatures were 
logged to ensure appropriate temperatures were reached before serving. 

Findings included:

- Upon entry to the kitchen on 01/28/245 at 07:20 AM, it was observed and noted:

In the server refrigerator, a half-gallon container of cottage cheese was over half empty and lacked an open 
date on the outside of the container. A gallon container of milk had been opened but lacked an open date. 

The bread rack had three opened loaves of bread and buns that were not in sealed, dated, or labeled bags.

The dry storage room had a bag of macaroni and a bag of pasta shells that had been opened but were not in 
a sealed, dated, or labeled bag.

 The walk-in freezer had a package of opened potato patties that were not in a sealed, dated, and labeled 
bag. A bag of breaded chicken strips had been opened but was not in a sealed, dated, or labeled bag. A bag 
of breadsticks was open but was not in a sealed, dated, or labeled bag.

Upon request, the facility was unable to provide daily prepared food temperature logs.

A review of the November 2024 Refrigerator/Freezer Temperature Log revealed on the days of 11/24/24 to 
11/28/24, it appeared that the walk-in freezer temperatures had been whited out and altered from the original 
temperature.

A review of the Daily Food Temperatures for 12/03/24 lacked the food listing and temperature readings for 
the breakfast and lunch meals.

 A review of the Daily Food Temperatures for 12/04/24 lacked the food listing and temperature readings for 
the breakfast and lunch meals. 

An invoice dated 12/11/24 from a heating and cooling company documented a service to clean the 
condensate drain and thawed out the coil. Verified unit operation, and the temperature was zero degrees 
upon departure.

(continued on next page)

3129175332

05/28/2025



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

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

175332 01/30/2025

Rock Creek of Ottawa 1100 W 15th Street
Ottawa, KS 66067
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Administrative Staff A provided a list of residents from the dates 12/03/24 to 12/06/24 that Resident (R) 3, 
R6, R16, R26, R27, R35, R44, R47, R56, R57, R58, R67, R116, R173, and R174 had complaints of nausea, 
vomiting, or diarrhea.

On 01/30/25 at 11:01 AM, Dietary BB stated he was not aware of all the events that had taken place prior to 
his employment that began in December. Dietary BB stated he was not able to find the food temperature 
logs for the month of November 2024. Dietary BB stated he was made aware that the previous dietary 
manager left abruptly. Dietary BB stated that daily temperature logs of food, refrigerators, and freezers 
needed to be logged. All foods should be in sealed, labeled, and dated bags.

On 01/30/25 at 11:22 AM, Dietary CC stated the former dietary manager was escorted out of the kitchen by 
Administrative Staff A. Dietary CC stated she was aware that there had been a few days in November where 
the food temperatures had not been logged. Dietary CC stated she was never aware that the walk-in freezer 
was down or not at the proper temperature.

On 01/39/25 at 02:25 PM, Administrative Staff A stated that the previous dietary manager was escorted out 
of the building at the end after it was discovered that he had not been logging food temperatures as required. 
Administrative Staff A stated the prior dietary manager failed to inform her that the walk-in freezer was not 
retaining the proper temperature until five or six days after it had not been working properly. Administrative 
Staff A stated she had to call a repair company to come to fix the walk-in. Administrative Staff A stated during 
the first few days of December 2024, there were numerous resident complaints with symptoms of nausea, 
vomiting, or diarrhea. 

The Food, Sanitary Conditions policy revised on January 2023 documented: It was the policy of this facility to 
procure food from sources approved or considered satisfactory by federal, state, and or local authorities. The 
facility would store, prepare, distribute, and serve food under sanitary conditions. Hot food would leave the 
kitchen (or steam table) above 140 degrees Fahrenheit (F) and cold foods at or below 41 degrees F. Freezer 
temperatures should be at zero degrees F or below. Foods placed in the freezer were to be left in the original 
wrapping with an identifying label. If an item must be re-wrapped, a moisture-proof wrapping or closed 
container should be used to prevent freezer burn. All items must be labeled. Food will be covered, wrapped, 
or packaged to protect against contamination during food transport. 

The facility failed to ensure food was properly labeled and stored. The facility failed to ensure that the walk-in 
freezer maintained proper temperatures. The facility failed to ensure food temperature was logged to ensure 
the appropriate temperatures were reached before serving. 
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide and implement an infection prevention and control program.

45668

The facility identified a census of 72 residents. The sample included 19 residents. Based on record review, 
observations, and interviews, the facility additionally failed to follow sanitary infection control practices related 
to oxygen equipment storage and Foley catheter care. These deficient practices placed the residents at risk 
for infectious diseases. 

Findings Included:

- On 01/29/25 at 03:36 PM, Resident (R) 67 sat in his recliner in his room. R67's urinary catheter collection 
bag rested directly on the floor. Amber-colored urine was visible in his collection bag. 

On 01/28/25 at 10:40 AM, R28's supplemental oxygen nasal cannula was found resting on top of his bed. No 
plastic storage bag was observed in his room. 

On 01/30/25 at 12:04 PM, Certified Nurse's Aide (CNA) M stated all oxygen tubing and equipment should be 
stored inside clean plastic bags when not in use. She stated the tubing and cannulas should be replaced 
when contaminated. She stated the masks should be wiped down. She stated the urine collection bag was to 
be placed below the level of the bladder and never touch the floor. 

On 01/30/25 at 01:07 PM, Administrative Nurse D stated staff were expected to store the oxygen tubing and 
equipment in bags once the residents were out of the rooms. She stated the catheter collection bag and 
tubing were to be maintained below the level of the resident's bladder to prevent the backflow of urine. She 
stated no part of the urinary catheter should touch contaminated surfaces.

The facility's Infection Prevention and Control Program policy revised 10/2022 indicated all staff were 
expected to be trained and follow safe infection prevention practices. The policy noted the facility was to 
ensure medical equipment was handled and stored in a manner that reduced the risk of contamination and 
exposure to contaminated surfaces. The policy noted oxygen therapy equipment was to be stored in a clean 
bag when noted in use. The policy noted the tubing or attachments must never come in contact with 
potentially contaminated surfaces. The policy indicated urinary catheter equipment must be maintained in a 
manner to prevent potential infection risks or urinary tract infections. 

The facility additionally failed to follow sanitary infection control practices related to oxygen equipment 
storage and Foley catheter care. These deficient practices placed the residents at risk for infectious 
diseases. 
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