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F 0580 Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room,
etc.) that affect the resident.
Level of Harm - Minimal harm

or potential for actual harm Based on record review and staff interviews, it was determined that the facility failed to notify an attending
physician when there were documented changes in a Resident's condition. This was evident for 1 (#69) out
Residents Affected - Few of 15 Residents reviewed for Abuse.The findings include:A review of a facility-reported incident (#337746)

revealed an allegation of Abuse made by Resident #69.A continued review revealed that staff #8, a licensed
practical nurse (LPN), had reported to Resident #69's representative on 4/6/25 that the Resident was more
confused and agitated today. The nurse continued to report that Resident #69 had thrown [his/her] dinner
tray at her. However, the review failed to show that Resident #69's attending provider was notified of the
change in behavior. In an interview on 8/28/2025 at 4:33 PM, the Director of Nursing (DON) stated that the
change in Resident #69's behavior on 4/6/25 was considered a change in condition and, therefore, expected
a change in condition assessment form to be completed and notification of Resident #69's attending provider
of the change. However, an earlier record review failed to show that staff #8 completed a change in condition
assessment for Resident #69 and notified his/her attending provider of the change in behavior.During a
subsequent interview on 8/29/2025, at 8:10 AM, the DON verbalized understanding of the concern regarding
the failure to report a change in Resident #69's behavior to his/her provider.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0607

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Many

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

Based on review of the facility's abuse policy and interview it was determine that the facility failed to ensure
the abuse policy addressed all the required components. This was found to be evident for the one abuse
policy and has the potential to affect all the residents.The findings include: This regulation was written to
provide protections for the health, welfare and rights of each resident residing in the facility. In order to
provide these protections, the facility must develop written policies and procedures to prohibit and prevent
abuse, neglect, exploitation of residents, and misappropriation of resident property. These written policies
must include, but are not limited to, the following components: Screening; Training ; Prevention;
Investigation; Protection; and Reporting/response. On 8/26/25 review of the abuse policy, that was provided
to the survey team at the start of the survey, failed to reveal a date that it was initiated or reviewed. On
8/26/25 at 10:43 AM the nursing home administrator (NHA) confirmed this was the abuse policy that is
provided to staff. The policy included definitions of physical, sexual and verbal abuse, neglect and
exploitation and included a list of some physical, behavioral and social signs of abuse. The policy failed to
address misappropriation of resident property. The policy failed to address abuse prevention or training of
staff. The policy failed to address coordination with the Quality Assurance Performance Improvement
program. In regard to reporting abuse the policy stated: In the event that anyone in the facility (employee,
visitor, family member, service provider, etc) has evidence or credible cause to believe that a resident has
been subject to any or all of the above types of abuse, that person with knowledge is strongly encouraged to
report in good faith all allegations, suspicions, or incidents to an administrative staff member, the
Ombudsman or to the State officials as posted in the facility. A report may be made either in written or oral
form should contain as much information as the reporter is able to provide Allegations of abuse and neglect
will be reported to the Administrator within 24 hours of the allegation (8 hours for Washington DC) and initial
report to the state agencies will be completed as per regulation. Federal regulation requires that allegations
of abuse are reported immediately, but not later than 2 hours after the allegation is made, to the NHA and
other officials. Cross reference to F 609. The policy failed to address prohibiting and preventing retaliation for
reporting suspected abuse. On 8/26/25 at 1:00 PM observations made throughout the facility, including
employee break areas, failed to reveal posted signage of employee rights related to retaliation against the
employee for reporting a suspected crime. On 8/26/25 at 1:18 PM the NHA confirmed they do not have this
specific signage posted in the facility. On 8/26/25 at 1:18 PM surveyor reviewed the concern with the NHA
that the facility's abuse policy does not include all of the components required by the regulation.
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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm or

potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, it was determined that the facility failed to report allegations of abuse in a

Residents Affected - Some timely manner. This was evident for 5 (#80, #81, #77, #10, and #71) of 15 residents reviewed for abuse

allegations.The findings include:1) Resident #80 has medical diagnoses of hydrocephalus (fluid build-up in
the brain) with a shunt (a device that drains the excess fluid), chronic kidney disease, nutritional deficiencies,
hypertension, and is in palliative care (medical care focused on quality of life for individuals with life-limiting
illnesses).

On 8/28/25 at 3:00 PM, the surveyor reviewed a Facility Reported Incident (FRI) #337730, which stated the
following:

Resident #80 and the Director of Nursing (DON) met on 7/24/24 after receiving an allegation from the
resident&rsquo;s family member. According to the resident:

&ldquo;l have terrible veins and a tough stick. A gentleman drew my blood last week (Monday or Tuesday)
and | told him where to stick me, but he didn't listen. He looked at my left arm, which | told him was useless,
then he looked at my right arm. | have done blood draws in the past, so | know what | am talking about. He
put the tourniquet here (pointing to the right forearm) so tight causing my skin to pucker. He stuck me five or
six times (pointing to three locations on the right arm: top of the forearm, top of the hand, and wrist). He did
get blood once but removed the needle and stuck me somewhere else. | guess it was just flash. When he
stuck my wrist, he grabbed my hand and squeezed it so tight. | asked him to stop but he squeezed it again.
After that | told him to stop and leave the room. He never got my blood that day.&rdquo;

Facility documentation states that the DON was first notified of this incident via voicemail from Resident
#80&rsquo;s family member on 7/24/24 at 9:00 AM. The Nursing Home Administrator (NHA) reported the
incident to the Office of Healthcare Quality (OHCQ) on 7/26/24 at 3:30 PM.

On 8/29/25 at 8:48 AM, the surveyor reviewed [NAME] Hill&rsquo;s policy and procedure titled
&ldquo;Resident Abuse Policy and Procedure&rdquo; (no date or policy number), which in part states:

&middot; &ldquo;Allegations of abuse and neglect will be reported to the Administrator within 24 hours of the
allegation and initial report to the state agencies will be completed as per regulations.&rdquo;

On 8/28/25 at 4:02 PM, the surveyor spoke with the facility Nursing Home Administrator (NHA) and asked if
she was aware of the reporting requirements for allegations of abuse. She stated that she &ldquo;must
report within two hours.&rdquo; The surveyor then asked her to review the internal investigation
documentation regarding Resident #80&rsquo;s allegation of abuse, and she acknowledged that the facility
reported the allegation late.

(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 215247 Page 3 of 21



Printed: 11/20/2025
Form Approved OMB

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

No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

COMPLETED
08/29/2025

A. Building

215247 B. Wing

NAME OF PROVIDER OR SUPPLIER
Atlee Hill Health and Rehab Center

STREET ADDRESS, CITY, STATE, ZIP CODE

297 Stoner Avenue
Westminster, MD 21157

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

(X4) ID PREFIX TAG

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

F 0609

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

2 )Review of Resident #81's medical record revealed the resident was admitted to the facility in June 2024
after a brief hospitalization. Review of the Minimum Data Set (MDS- a required standardized assessment)
with an assessment reference date of 7/3/24 revealed a Brief Interview for Mental Status (BIMS) score of 15
out of 15, indicating the resident was cognitively intact. Review of facility reported incident #337729 revealed
that it was a report of an allegation of misappropriation of resident property/exploitation.

Review of the statements included in the facility investigation revealed a statement, signed by Receptionist
#22 which revealed that on 7/11/24 the resident had told her: .someone on night shift 2 days prior had stolen
$50 dollar bill out of [his/her] [bag].&rdquo; On 8/29/2025 at 9:28 AM Receptionist #22 read the statement
and confirmed it was accurate and that it was her signature on the statement.

Further review of the statements revealed two statements, dated and signed by the Director of Nursing
(DON) on 7/11/24. The first of these two statements revealed the DON had received a message from
Receptionist #22 that Resident #81 had stated that a $50 bill was stolen and that the DON had conducted an
interview with the resident on 7/11/24. This statement also indicated that the resident reported s/he always
kept a $50 bill folded in [his/her] [bag] for emergencies.

The second statement revealed the DON had interviewed 6 staff members about the allegation of missing
money on 7/11/24.

Further review of the facility report revealed documentation that law enforcement was not notified of the
allegation of stolen money. The initial report of this allegation of stolen money was sent to the the State office
on 7/12/24 at 5:30 PM. This is the day after the allegation was made and the investigation was initiated.

On 8/29/25 at 9:17 AM when asked about reporting allegations to the police, the Nursing Home Administrator
(NHA) reported they usually have a conversation with the family about notifying the police. Surveyor
informed the NHA that no documentation was found to indicate there was any conversation about notifying
the police. Surveyor also reviewed the concern that the allegation of theft was not reported to the state office
until the day after the allegation was made.

3) Review of facility reported incident #337735 revealed that it was an allegation of abuse made by Resident
#77. The initial report was received by the State office on 9/18/24. The alleged perpetrator was a geriatric
nursing assistant (GNA #24).

Review of the investigation documentation revealed that on 9/17/24 the Director of Nursing (DON) received a
concern form, dated 9/15/24, from Resident #77 in which the resident requested the patient bill of rights and
a patient advocate. The DON met with the resident on 9/17 and again on 9/18. On 9/18/24 the resident
reported an incident that occurred on the evening shift of 9/15/24 involving GNA #25. The resident also
reported that he had spoken to Nurse #17 that evening and had not seen GNA #24 since that evening.

Review of a statement, dated 9/18/24 and signed by Nurse #17, revealed that on the evening of the event
the resident had reported the GNA was &ldquo;being rough with [him/her]&rdquo; and the nurse gave the
resident a complaint form to fill out.
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F 0609 On 8/27/25 at 4:51 PM the DON indicated that if a resident reports to a nurse that a staff member was rough
with them she would expect the nurse to report this to either herself or the nursing home administrator

Level of Harm - Minimal harm or (NHA). The DON reported that she was aware of the nurse&rsquo;s statement from Resident #77 that was

potential for actual harm not reported, and she indicated she has addressed this issue with the nurse.

Residents Affected - Some On 8/29/24 at 12:10 PM surveyor reviewed the concern with the DON and the NHA the concern regarding

failure to report allegations of abuse in a timely manner.

4) A review of a facility-reported incident #2564116 related to Resident #10 showed that the resident
reported an allegation of abuse to staff #17, a licensed practical nurse (LPN), on 7/12/25.

Further review of the facility's investigation into the allegation revealed that Resident #10 made the allegation
to Staff #17 on 7/12/25, at 12:40 AM. The Nursing home administrator (NHA) was notified of the allegation
on 7/14/25. The incident was initially reported to the state agency on 7/16/25 at 3:22 PM, two days after it
had been reported to the facility.

During an interview with the Director of Nursing (DON) on 8/27/2025, at 4:52 PM, she mentioned that her
expectation was for staff #17 to have reported the allegation to her immediately; however, this did not occur.
The DON verbalized understanding of the concern of not sending an initial report of the alleged abuse to the
state agency, but not later than 2 hours after the facility staff became aware of the allegation.

5) A review of a facility-reported incident #337744 contained an allegation made by Resident #71 on 2/25/25
of missing money from his/her room.

A continued review of the facility's investigation file revealed that the allegation of missing money was initially
reported to the state agency on 2/28/25 at 5:44 PM.

The final report was completed on 3/11/25, at 2:25 PM, indicating that once the facility became aware of the
allegation, the staff failed to forward a first report to the state agency within two hours and a final report within
five business days.

In an interview with the Nursing home administrator on 8/28/2025, at 5:13 PM, she verbalized understanding
of the concern regarding not reporting the allegation of missing money to the office in a timely manner.
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F 0628 Provide the required documentation or notification related to the resident's needs, appeal rights, or bed-hold
policies.

Level of Harm - Minimal harm or

potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review and interviews, it was determined that the facility failed to 1) ensure appropriate information

Residents Affected - Few was communicated to the receiving health care institution to ensure an effective transition of care and 2)

provide a written transfer notice and a written bed hold policy to a Resident's representative upon transfer to
an acute care facility. This was evident for one (#83) out of three residents reviewed for discharge and for
one (#4) out of two residents reviewed for hospitalization.The findings include: 1) Review of Resident
#83&rsquo;s medical record revealed the resident was admitted to the facility in May 2024 for therapy
following a hospitalization. On 5/14/24 a care plan was initiated with a focus of discharging to an assisted
living facility (ALF). There was only one intervention included in this care plan: Met with resident and resident
representative as resident allows to discuss discharge needs. No documentation was found in the care plan
in regard to facilitating the identification of an appropriate discharge location, or assisting with obtaining
needed supplies and services upon discharge.

Review of complaint #337726 revealed concerns regarding coordination of care related to the discharge to
an assisted living facility (ALF).

a. The complaint alleged the information contained in the Resident Assessment Tool (RAT) did not align with
information communicated during the care plan meeting, specifically in regard to urinary and bowel
continence status and the presence of delusion/hallucinations.

The RAT is an assessment tool used by ALF to help determine a resident&rsquo;s level of care. Review of
the RAT revealed that it is required to be completed within 30 days prior to admission to the ALF.

Review of the Minimum Data Set (MDS- a standardized assessment tool used by nursing homes) with a
reference date of 5/14/24 revealed the resident was frequently incontinent of bowel. Urinary incontinence
was not assessed due to the presence of an indwelling urinary catheter at the time of the assessment.
Further review of the medical record revealed the indwelling urinary catheter was discontinued after the
resident was admitted .

Review of the Geriatric Nursing Assistant (GNA) documentation for 5/15 through 5/21/24 revealed the
resident was incontinent of urine at least one time a day on 6 of the 7 days reviewed. And the resident was
incontinent of bowel on 4 of the 7 days reviewed.

Review of the RAT that was provided to the ALF revealed it was signed by Nurse #12 on 5/21/24. In the
section titled Elimination, the nurse marked Normal for both bladder and bowel, despite the option to mark
occasional incontinence (less than daily) or daily incontinence.

Review of the 5/14/24 MDS revealed documentation that the resident had experienced hallucinations during
the assessment period. Review of the 5/17/24 nurse practitioner (NP #18) note revealed the following:
&ldquo;&hellip;reportedly hallucinating about a jet that was flying overhead&hellip;&rdquo;.

Further review of the 5/21/24 RAT revealed that in the Psychosocial section of the form the nurse marked
N-never for hallucinations and delusions.

(continued on next page)
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F 0628 b. The complaint alleged the facility failed to order the medical equipment agreed upon for discharge. The
complaint states that during the 5/23 care plan meeting it was communicated to the family that the facility
Level of Harm - Minimal harm or would order a walker, a wheelchair and a hospital bed.

potential for actual harm
Review of the 5/23/24 Care Plan Note, written by Social Service Director (SSD #1) revealed: &ldquo;W/C
Residents Affected - Few [wheelchair] and RW [rolling walker] will be ordered prior to d/c by SSD as well as HHC [home health
care]&rdquo;.

Home health care can include: skilled nursing; home health aids; and physical, occupational, and speech
therapy.

Review of the medical record failed to reveal documentation to indicate orders for a wheelchair, rolling walker
or home health care were processed by the SSD.

During an interview on 8/26/25 at 3:06 PM the Social Service Director (SSD #1) indicated she assists with
ordering Durable Medical Equipment and Home Health Care as part of discharge planning. The SSD
reported that the rehab department will inform her what durable medical equipment is required and that she
orders the equipment. She confirmed that if listed in the care plan note as equipment to be ordered prior to
discharge then she would order prior to the discharge. Surveyor reviewed the concern that no documentation
was found to indicate that a rolling walker or wheelchair were ordered prior to discharge. The SSD reported
she may have had an intern at that time and indicated she would go check the notes.

Review of the 5/30/24 nurse&rsquo;s note revealed the resident was discharged to an ALF with family. The
resident was transported via a wheelchair and per the DON &ldquo;wheelchair will be ordered for [him/her]
and sent to [name of ALF] and [s/he] can take ours. Made pt. [family] aware our wheelchair needs to come
back to the facility when they get the new one delivered.&rdquo;

On 8/26/25 at 3:37 PM the SSD presented with paperwork that indicated the wheelchair was ordered by the
DON and delivered on 6/3/24.

On 8/26/25 at 5:34 PM surveyor reviewed the concern with the Director of Nursing (DON) that SSD had not
ordered the wheelchair or rolling walker as indicated in the care plan meeting note. The DON reported that
she herself had ordered the wheelchair.

Further review of the medical record failed to reveal documentation regarding the ordering of a hospital bed
as indicated in the complaint. However, the paperwork provided by the SSD for the ordering of the
wheelchair included documentation that indicated the SSD had ordered a Semi Electric Hospital Bed with a
requested delivery date of 5/29/24 but the order was canceled by the facility. On 8/26/25 at 3:37 PM the SSD
reported : | can&rsquo;t remember why they didn&rsquo;t need it; | probably cancelled it but cannot recall
why.

Review of the Maryland Discharge Instructions form revealed it was signed as completed by SSD #1 on
5/22/24, and nurse #19 on 5/30/24, and included a signature of the responsible party on 5/30/24. In the
section titled MEDICAL EQUIPMENT ARRANGEMENTS the area to mark no, yes or N/A was left blank; in
the area to document the Medical Equipment Provider there was documentation: &ldquo;[NAME]&rdquo; but
no contact information was provided, and in the area for Equipment provided by facility was also noted to be
blank.

(continued on next page)
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F 0628 On 8/26/25, at 3:37 PM, the SSD reported that on the Maryland Discharge Instructions documentation, there
was an error in regarding the medical equipment, stating: it was initially through [NAME], and | didn&rsquo;t
Level of Harm - Minimal harm or update to Adapt Health.

potential for actual harm
c. The complaint alleged the facility failed to order physical and occupational therapy for the continuation of
Residents Affected - Few care at the new facility. The complaint states that during the 5/23 care plan meeting it was communicated to
the family that the facility would order physical and occupational therapy.

During an interview on 8/27/25 at 8:17 AM the Nurse Practitioner (NP #18) reported that for discharges, she
will put orders for home health into PCC [name of electronic health record system] and then the social worker
sends it out to whatever [home health] company they are using. The NP confirmed that if a resident is being
discharged to an ALF she would still complete a home health order.

Review of the 5/29/24 Nurse Practitioner (NP #18) discharge note revealed &ldquo;Discharge Instructions:
Discharge to ALF with home health services.&rdquo; Further review of the medical record revealed there
was a corresponding order, dated 5/29/24 to discharge the resident from the skilled nursing facility on
5/30/24 with skilled nursing, physical and occupational therapy evaluation, and a home health aide.

During an interview on 8/26/25 at 3:06 PM, when asked about home health services, the SSD reported she
puts in orders for PT, OT and Speech, and confirmed these orders would be included for ALF discharges.
Surveyor reviewed the concern that no documentation was found to indicate a home health referral was
completed. In a follow up interview at 3:37 PM the SSD reported she did not order the home health services
because the ALF that the resident went to has their own therapy department.

Further review of the Maryland Discharge Instructions form revealed in the section for IN HOME CARE OR
SERVICES was marked: No. Further review of this document failed to reveal documentation regarding the
order for the therapy evaluations.

The complaint alleged that when they arrived at the ALF, the ALF was awaiting paperwork from the facility.

The Nursing Home Administrator reported on 8/29/25 at 12:15 PM that that they do fax the discharge orders
over when a resident is discharged to an ALF and they do not just rely on family.

Review of the medical record failed to reveal documentation to indicate the discharge orders, which included
the orders for the therapy evaluations, was sent to the ALF.

On 8/29/25 at 12:15 PM surveyor reviewed the concerns with the DON and the Nursing Home Administrator
(NHA) regarding the failure to ensure required information was provided to the receiving ALF, failure to
ensure equipment was ordered prior to discharge and failure to ensure orders for home health were
communicated to the ALF.

2) A review on 8/25/2025 at 1:36 PM of Resident #4's medical record showed that s/he was transferred to an
acute care facility on 5/14/25 due to a change in condition. A continued review showed that the residents'
representative was not present at the time of transfer and was notified via telephone.

(continued on next page)
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F 0628 However, the review lacked documentation that the resident's representative was notified in writing of the

facility's bed hold policy and a transfer notice, along with the reason for the transfer.
Level of Harm - Minimal harm or

potential for actual harm In an interview on 8/25/2025, at 1:48 PM, the admissions director reported that she was responsible for
mailing the facility's bed hold policy and transfer notice to residents' representatives. However, she only sent
Residents Affected - Few them to representatives of residents who were in the facility for a short stay, not to representatives of

long-term residents.

During an interview with the nursing home administrator on 8/25/2025, at 2:07 PM, she reported that the
facility had stopped mailing written bed hold policies and written transfer notices to the representatives of
long-term care residents to avoid confusion.
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F 0655 Create and put into place a plan for meeting the resident's most immediate needs within 48 hours of being
admitted

Level of Harm - Minimal harm or

potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interviews and record review, it was determined that the facility failed to provide residents/representatives

Residents Affected - Few with a copy of their baseline care plan, which included a summary of the Resident's medication. This was

evident for 2 (#14, #83) of 43 residents reviewed during the recertification survey.The findings include:A
baseline care plan is a document that outlines initial instructions for providing care to a resident in a
long-term care facility, typically developed within 48 hours of admission. In addition to the baseline care plan,
residents are also expected to receive a list of their admission medications. This allows residents and their
representatives to be more informed about the care that they receive.

1) In an interview on 8/19/2025, at 8:49 AM, Resident #14's representative stated that he had not received a
copy of the Resident's baseline care plan, including a list of his/her medications.

A record review on 8/21/2025, at 10:52 AM, showed that Resident #14 was admitted to the facility on
[DATE]. A continued review revealed that a baseline care plan dated 8/6/25 for Resident #14 had been
initiated but was not completed. The review also contained another baseline care plan, dated 8/8/25, for
Resident #14 that had been started and marked as complete, but was missing the staff and representative's
signatures.

In an interview with the director of nursing on 8/21/2025, at 2:24 PM, she reported that there was no
documentation to show that a copy of Resident #14's baseline care plan, including a list of his/her
medications, was given to the representative.

2) Resident #83 was admitted to the facility on [DATE], for therapy following a hospitalization. Review of
complaint #337726 revealed a concern that the first care plan meeting was held 15 days following admission,
and this meeting was the first time the level of care required was communicated to the family.

Review of the Baseline Care Plan, signed as completed by the registered dietician (RD#) and nurse #12,
revealed the resident was cognitively impaired and confused. Further review of the Baseline Care Plan
revealed that a copy was given to the resident on 5/9/24. The area of the form to document the resident
representative's signature was noted to be blank. Further review of the medical record failed to reveal
documentation to indicate that a copy of the baseline care plan was provided to the resident's representative.

Further review of the medical record revealed a note written by the Social Service Director (SSD #1) on
5/23/24, which revealed the interdisciplinary team met with the resident and the family on that date for
admission care plan meeting.

On 8/26/25, at 3:37 PM, when asked who provides the baseline care plan, the Social Service Director (SSD
#1) reported she believed nursing does.On 8/26/25, at 5:34 PM, the surveyor reviewed the concern with the
Director of Nursing (DON) that the family had not been provided a copy of the baseline care plan. DON
reported it was provided to the resident.
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F 0655 As of the time of survey exit on 8/29/25, no documentation was provided to indicate that the baseline care

plan had been provided to the family.
Level of Harm - Minimal harm or

potential for actual harm

Residents Affected - Few
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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.
Level of Harm - Minimal harm or

potential for actual harm Based on medical record review and interviews, it was determined that the facility failed to develop
comprehensive person-centered care plans for residents. This was found to be evident for 3 ( #48, #83, #76)
Residents Affected - Some out of 43 residents reviewed during the survey. The findings include:

1) In an interview on 8/19/2025 at 3:11 PM, Resident #48 indicated that s/he required assistance from staff
with his/her ADLs.

A record review completed later that day showed that Resident #48 had been residing in the facility since
June 2025. The review also included an MDS assessment for Resident #48, dated 8/1/25. The MDS
recorded that the Resident required assistance from staff with most of his ADLs.

However, a continued review of Resident #48's care plan failed to demonstrate that his/fher ADL needs were
addressed in the care plan. The care plan was not comprehensive and person-centered.

In an interview on 8/25/2025, at 3:58 PM, the Director of Nursing (DON) confirmed that Resident #48's care
plan did not capture his/her ADL needs. The DON said she would ensure that the care plan was updated.
During an interview on 8/29/2025, at 9:46 AM, the DON stated that she updated Resident #48's care plan
following the surveyor's intervention.

2) Resident #83 was admitted to the facility in May 2024 for therapy following a hospitalization.

Review of the a 5/14/24 progress note revealed that the responsible party&rsquo;s goal was for the resident
to be discharged to an ALF [assisted living facility], but not the same ALF as the resident&rsquo;s spouse.
The note also revealed that the responsible party had not located an alternative placement at that time.

Review of complaint 337726 revealed an allegation that the social worker offered no assistance in finding
placement.

Further review of the medical record revealed that on 5/14/24 a care plan was initiated with a focus of
discharging to an assisted living facility (ALF) and a goal that the resident: will discharge to a safe setting of
[his/her] family's choice by the end of the review period. There was only one intervention included in this care
plan: Met with resident and resident representative as resident allows to discuss discharge needs.

No documentation was found in the care plan in regard to facilitating the identification of an appropriate
discharge location, or assisting with obtaining needed supplies and services upon discharge.

On 8/26/25 at 3:06 PM the Social Service Director (SSD #1) reported that discharge planning starts on day
of admission. She reported that if a resident is planning to go to an ALF she has resources that can help find
a placement and that she does document when she provides this information.

Further review of the medical record failed to reveal documentation to indicate the facility staff provided
assistance with identifying a potential ALF placement for the resident.
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F 0656 On 8/26/25 during the 3:06 PM interview the Social Service Director (SSD #1) also indicated she assists with
ordering Durable Medical Equipment and Home Health Care as part of discharge planning. No

Level of Harm - Minimal harm or documentation was found in the care plan in regard to facilitating the identification of an appropriate

potential for actual harm discharge location or assisting with obtaining needed supplies or services upon discharge. On 8/29/2025 at
10:05 AM surveyor reviewed the concern with the Director of Nursing (DON) that the resident's care plan for

Residents Affected - Some discharge on ly included that staff would discuss discharge needs with the family. DON acknowledged the
concern.

Cross reference to F 628 3) Resident #76 was admitted to the facility in January 2025. Review of the
admission Minimum Data Set (MDS) assessment, with an assessment date of 1/19/25, revealed that the
resident was occasionally incontinent of urine. Review of the Care Area Assessment (CAA) Summary
section of the MDS revealed the care area of urinary incontinence had triggered and a decision was made to
address urinary incontinence in a care plan. Review of the care plans for Resident #76 failed to reveal
incontinence was addressed in a care plan. On 8/25/25 at 3:51 PM the Director of Nursing (DON) reported
that, in regard to the CAAs, the idea is to set the care plan up for whatever the trigger is. Surveyor reviewed
the concern that the CAA indicated a care plan would be developed to address urinary incontinence, but
none was found. The DON confirmed that she did not see a care plan addressing the urinary incontinence.

A care plan is a guide that addresses each Resident's unique needs. It is used to plan, assess, and evaluate
the effectiveness of the Resident's care. Staff utilize care plans to provide resident-centered care that
includes support, services, and resources tailored to address each Resident's specific needs.

The Minimum Data Set (MDS) is a federally mandated assessment tool that nursing home staff use to gather
information on each Resident's strengths and needs. The information collected drives resident care planning
decisions.
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F 0677 Provide care and assistance to perform activities of daily living for any resident who is unable.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

potential for actual harm interviews and record review, it was determined that the facility failed to ensure that a resident who required
assistance with Activities of Daily Living (ADL) was provided with showers. This was evident for 1 (#48) of 3
Residents Affected - Few Residents reviewed for ADLs. The findings include:In an interview with Resident #48 on 8/19/2025 at 3:11

PM, s/he indicated that s/he would like to get more showers than were offered as of the time of the interview.
A record review showed that Resident #48 had been in the facility since June 2025. A continued review
included an MDS assessment dated [DATE], for Resident #48, which recorded that the resident required
staff assistance with showering.The Minimum Data Set (MDS) is a federally mandated assessment tool that
nursing home staff use to gather information on each Resident's strengths and needs. The information
collected drives resident care planning decisions.A subsequent record review on 8/25/25, at 3:14 PM, of the
GNA (Geriatric Nurse Aid) shower documentation from July 2025 to August 2025, noted no showers for July
and one shower for August. An interview later that day with staff #20, a Geriatric Nurse aid (GNA), revealed
that Resident #48 was scheduled to have two showers per week; however, an earlier record review noted
only one shower from July 1, 2025, to August 25, 2025.In an interview on 8/25/2025, at 4:15 PM, the Director
of Nursing reported that Resident #48 had a shower on 8/19/25. The DON confirmed the lack of
documentation for the resident's showers for the other days from July 1, 2025, to August 25, 2025.
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
medical record review and interviews, it was determined that the facility failed to ensure that care was
provided in accordance with professional standards and physician orders. This was evident for 3 (#75, #76,
and #79) of 5 residents reviewed in relation to complaint investigations.The findings include: 1) Resident #79
was admitted to [NAME] Hill Nursing and Rehab Center following a hospitalization for dyspnea (shortness of
breath or difficulty breathing). Their medical history included Congestive Heart Failure (weakened heart
muscle that makes pumping blood difficult for the heart), Atrial Fibrillation (irregular and sometimes rapid
heart rate), and hypertension (high blood pressure).

On 8/21/2025, the surveyor reviewed a Facility Reported Incident (FRI) #337732 and a correlating complaint
#337733 that were reported to the Office of Healthcare Quality (OHCQ) regarding a medication error
involving Resident #79.

The FRI document submitted to OHCQ by the facility&rsquo;s Nursing Home Administrator (NHA), revealed
in part that Resident #79 was transferred to [name of hospital] emergency room on 8/25/24, per the request
of their family member, due to hypotension [low blood pressure]. On 8/26/24, [NAME] Hill&rsquo;s Medical
Director received an update from the hospital indicating that the resident had initially arrived at [NAME] Hill
with a medication order for Carvedilol 25 mg, 1/2 tablet, twice daily. The facility transcribed the order as
Carvedilol 25 mg, 1 tablet, twice daily. The facility&rsquo;s report stated, &ldquo;The investigation revealed a
breakdown in the admission process. The nursing department did not complete the admission checklist or
have a second nurse review the admission for accuracy. Had the process been followed, the transcription
error would have likely been identified.&rdquo;

The surveyor also reviewed complaint #337733, submitted by a family member, which stated in part that their
family member was admitted to [NAME] Hill for physical therapy after a hospital stay. They reported that
&ldquo;The admissions staff assured me that | didn&rsquo;t need to go over the medication list because it
was in their system since [NAME] Hill is part of the transferring hospital&rsquo;s network.&rdquo; The
complaint further stated that on 8/25/24 the family member visited and observed that Resident #79 was
&ldquo;very out of it&rdquo; and when their morning vitals were taken, their blood pressure [BP] was only
80/30. The complainant reported that the Director of Nursing (DON) later called to discuss the mistake and
explained that the facility had discovered they had been giving the resident twice the amount of Carvedilol
prescribed.

On 8/25/2025 at 8:33 AM, the surveyor interviewed the family member who submitted the complaint. They
stated that Resident #79 had been given the wrong dose of medication which resulted in &ldquo;very low
blood pressure and difficulty breathing which required hospitalization.&rdquo; They confirmed that the DON
contacted them after the hospitalization to notify them of the error and to apologize.

On 8/25/2025 at 9:48 AM, the surveyor reviewed Resident #79&rsquo;s medical record which revealed that
on 8/23/24, the facility entered an order for &ldquo;Carvedilol 25 mg, give one tablet by mouth two times a
day for hypertension. Start date 8/23/24.&rdquo;

Review of [NAME] Hospital&rsquo;s Discharge summary dated [DATE] revealed that the correct medication
order was Carvedilol 25 mg oral tablet, 12.5 mg = 0.5 tablet by mouth twice daily.
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F 0684

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Review of the hospital discharge summary for Resident #79&rsquo;s stay from 8/25/24 to 8/27/24 revealed
the following:

The medication list from [NAME] Hill was reviewed. It showed that the facility either increased or incorrectly
recorded the resident&rsquo;s Carvedilol (Coreg), doubling the previous dose from 12.5 mg twice daily to 25
mg twice daily.

Emergency Medical Services (EMS) documented blood pressures of 90/40 and 91/36. In the Emergency
Department (ED), the initial blood pressure was 91/36 with excellent oxygen saturation on 2L O . Blood
pressure gradually improved to 120/50.

Laboratory results demonstrated mild acute kidney injury (AKI), with creatinine rising to 1.5 from 0.73 on
8/23/24. Blood urea nitrogen (BUN) doubled to 30 [elevations in creatinine and/or BUN [may indicate kidney
dysfunction or dehydration].

S/he was started on gentle IV fluids. The patient was admitted under observation for hypotension and AKI,
suspected to be caused by fluid depletion related to the patient's congestive heart failure (CHF).

Further surveyor review of the facility Medication Administration Record showed that the resident received
the wrong dose of Carvedilol on 8/23/24 at 8:00 PM, on 8/24/24 at 8:00 AM and 8:00 PM, and on 8/25/24 at
8:00 AM.

Review of Resident #79&rsquo;s vital signs from admission until transfer to the hospital showed the
following:&bull; 8/23/24 &ndash; BP 125/74, Pulse 69&bull; 8/24/24 &ndash; BP 132/74, Pulse 82&bull;
8/25/24 &ndash; BP 80/40, Pulse 58

The surveyor reviewed Resident #798&rsquo;s progress notes:On 8/25/24 at 10:43 AM, Nurse #9 entered a
&ldquo;Health Status Note,&rdquo; which documented that the resident was sent to [Omitted] Hospital
Center via 911 due to a manual blood pressure reading of 80/40 and at the request of their [family member].
Heart rate at the time of discharge was 58. Baseline blood pressure the previous day was
120&ndash;140s/70s. The resident also reported shortness of breath while on 3 liters of oxygen via nasal
cannula.

Nurse #9 also entered an SBAR [a medical note that some healthcare facilities use to communicate the
resident&rsquo;s Situation, Background, Assessment, and Recommendation] dated 8/25/24 at 10:27 AM,
which revealed in part:Situation: Change in condition included shortness of breath.Vital signs: Blood
Pressure 80/40, pulse 58, respiratory rate 20, temperature 98.0.Provider feedback: The physician was
contacted and instructed the facility to transfer the resident to the ED per family request.

On 8/26/2025 at 3:12 PM, the surveyor interviewed Staff Nurse #10 about the admission process for
incoming residents. She stated that before admission, the admission Coordinator brings paperwork to the
nurse, which includes information about medications and supplies needed for care. Orders are put into a
queue, and the Medical Director reviews them, either approving or making changes. The Medical Director
also calls to verbally review all orders with nursing staff. She added that the pharmacy cannot see the orders
until after the Medical Director reviews them and the orders are released from the queue. Occasionally, the
pharmacy may be aware of the medications beforehand, but she is unsure how.
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F 0684 The surveyor asked if there is a checklist for admission, and she stated that there is. She provided the
surveyor with the &ldquo;[NAME] Hill admission Checklist-Nurses (updated 8/28/24),&rdquo; which lists

Level of Harm - Minimal harm or tasks for nurses to complete. Number 7 states, &ldquo;Enter all approved orders into PCC and batch orders.

potential for actual harm &rdquo;

Residents Affected - Few On 8/26/2025 at 3:32 PM, the surveyor interviewed the DON about FRI #337732. The DON admitted that the

facility made a transcription error and that both the first and second nurses had not completed the admission
checklist. She acknowledged that if the protocol had been followed, the error likely would not have occurred.
The DON stated that the physician did not believe transfer was necessary because the resident was
asymptomatic. The surveyor pointed out that documentation showed the resident had been short of breath.
The DON reviewed the record and admitted she was unaware the resident&rsquo;s symptoms had been
documented.

The DON provided a Performance Improvement Plan (PIP) titled &ldquo;Transcription Error August 2024,
&rdquo; which focused on the second nurse chart review. When asked if she investigated why the checklist
had not been completed by the first and second nurses, the DON replied &ldquo;No, it was just a finding.
&rdquo; She stated she had not asked the nurses why they did not complete it. When asked why the PIP
focused only on the second check, the DON stated that she considered the second check more important
because the &ldquo;second nurse would likely find an error&rdquo;.

On 8/26/2025 at 4:20 PM, the surveyor reviewed a &ldquo;Pharmacy Medication Review&rdquo; note
entered by the pharmacist (Staff #7) dated 8/23/24 and signed on 9/30/24, which stated &ldquo;No major
concerns at this time.&rdquo;

On 8/27/2025 at 8:22 AM, the surveyor reviewed a document titled &ldquo;Incident Investigation&rdquo;
dated 8/26/24 through 8/30/24, that was provided by the NHA and written by the DON. It revealed, in
part:Type of Incident: Medication transcription error with transfer to ED.Details: A new admission medication
was transcribed incorrectly. On day two, the patient required transfer to the ED for evaluation of hypotension.
Findings included: Carvedilol 25 mg ordered as 0.5 tablet BID [twice daily] was transcribed as 25 mg BID.
The patient received four incorrect doses. admission BP was 125/74, pulse 69. On 8/25/24, BP was 80/40,
pulse 58. The report concluded that &ldquo;a transcription error was made given the way the discharge
summary was written&rdquo; and that the transfer was unnecessary as the patient did not require aggressive
measures. It stated that the resident did not suffer serious bodily injury and was discharged home within a
few days. The investigation also noted that the nursing department did not complete the admission checklist
or second nurse review.

On 8/27/2025 at 2:20 PM, the surveyor interviewed the consultant pharmacist (Staff #7). She stated that she
receives notification of admissions, compares the facility&rsquo;s orders to the hospital discharge summary,
and emails the DON and Medical Director if discrepancies are identified. She stated, &ldquo;This is a checks
and balances system to ensure accuracy of the medication orders.&rdquo; When asked if she documents
this review, she stated, &ldquo;Yes, the note is called admission Medication Review.&rdquo; The surveyor
showed the pharmacist the &ldquo;admission Medication Review&rdquo; she completed on 8/23/24 for
Resident #79, in which she wrote, &ldquo;no major concerns at this time,&rdquo; and she acknowledged that
she should have caught the error.
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F 0684 On 8/28/25 at 5:13 PM, the surveyor spoke with both the DON and NHA to discuss potential citations
identified during the survey, specifically concerning the medication error that occurred in August 2024. Both

Level of Harm - Minimal harm or the NHA and DON agreed that the error resulted from a transcription mistake; however, they stated that the

potential for actual harm resident could have been treated in the facility without transferring them to the hospital. The DON noted that

the family requested the transfer, but the physician felt he could have managed the resident without the
Residents Affected - Few transfer.

2) A review of complaint #337738 contained an allegation that staff failed to assess and give medication to
Resident #75 when s/he complained of chest pain.

Continued review of Resident #75's record included a nurse's note dated 10/19/24 that stated Reported from
previous shift that Resident [complained] of chest pain through the night. She was given prn [as needed]
Zofran.

Further review showed that the Resident's medical history included chest pain secondary to unstable angina
and had an attending provider's order to have Nitroglycerin Tablet Sublingual 0.4 MG Give 1 tablet
sublingually every 5 minutes as needed for Chest Pain x 3 doses.

However, the review showed that staff gave him/her antiemetic medicine instead of the chest pain
medication.

The review also failed to demonstrate that staff assessed the Resident for the change in condition, and
notified the attending provider of the change in condition.

In an interview on 8/28/2025, at 3:57 PM, Staff #10, a Registered Nurse (RN), reported that she had received
a report on the morning of 10/19/24, from the outgoing night nurse stating that Resident #75 had complained
of chest pain during the night and was given an antiemetic medication. Staff #10 said the Resident was
stable when she started her shift. However, the Resident requested to be transferred to the hospital to be
evaluated for a heart attack because of his/her history, so s/he was transferred to the hospital.

3) Resident #76 was admitted to the facility on [DATE] after a brief hospitalization. The resident's weight on
1/13/25 was documented as 195.8 Ibs.

Review of a care plan for risk for weight loss, initiated 1/14/25, revealed that one of the interventions was to
obtain the resident's weight per facility policy/physician order. Review of the facility's weight policy revealed a
resident was to be weighed on date of admission, on day 2 of admission and then weekly for 4 weeks.
Review of the Treatment Administration Record (TAR) revealed there was an order for admission weight day
2: obtain and document in PCC [name of electronic health record system]. In the area of the TAR to
document the day 2 weight, on 1/14/25, was noted to be blank.

Review of the Registered Dietician's note, dated 1/14/25, revealed the resident's admission weight was 195.
8 Ibs. There was also a notation that according to the resident his/her usual body weight was 199-200 Ibs.

Further review of the medical record failed to reveal documentation to indicate a weight was obtained, or
attempted to be obtained, between 1/14-1/18/25.

(continued on next page)
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F 0684 Further review of the medical record revealed on 1/19/25 the resident's weight was 177 Ibs. A re-weight was
obtained on 1/20/25 and the weight was 175.6. This significant weight loss was reported to the primary care

Level of Harm - Minimal harm or provider and the dietician. On 1/21/25 the dietician wrote a note which indicated that, after discussion with

potential for actual harm the resident, the dietician Will strike out initial wt. as incorrect.

Residents Affected - Few Further review of the medical record revealed there was an order for weekly weights x 4 weeks. Review of

the TAR revealed these weights were due to be obtained on 1/27 and 2/3/25. No documentation was found
to indicate weights were obtained, as ordered, on 1/27 or 2/3/25. Nursing staff documented NA indicating not
applicable in the space to document the weight on 2/3/25. Further review of the medical record failed to
reveal documentation to indicate a weight was obtained, or attempted to be obtained, between 1/21/25 and
the resident's discharge in February.

On 8/25/25 at 3:03 PM surveyor reviewed the concern with the Director of Nursing (DON) that there were
orders for weights that were not obtained. The DON responded: | don't know what happened to the one on
the 27th. Surveyor also informed the DON that no documentation was found for the weight on the second
day of admission.

As of time of survey exit on 8/29/25 no additional documentation was provided to indicate additional weights
were obtained during the resident's admission.
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F 0757 Ensure each resident’s drug regimen must be free from unnecessary drugs.

Level of Harm - Minimal harm or Based on record review and staff interviews, it was determined that the facility failed to ensure a resident

potential for actual harm received their medication according to the attending physician's order. This was evident for one out of 5
complaints reviewed during the survey.The findings include:A review of complaint #337738 contained an

Residents Affected - Few allegation that staff failed to assess and give medication to Resident #75 when s/he complained of chest pain.

A continued review showed that the Resident's medical history included chest pain secondary to unstable
angina and had an attending provider's order to have Nitroglycerin Tablet Sublingual 0.4 MG Give 1 tablet
sublingually every 5 minutes as needed for Chest Pain x 3 doses.Further review included a nurse's note
dated 10/19/24 that stated Reported from previous shift that Resident [complained] of chest pain through the
night. She was given prn Zofran. The review failed to show that Resident #75 was given Nitroglycerin when
s/he complained of chest pain.In an interview on 8/28/2025 at 3:57 PM, Staff #10, Registered nurse (RN),
reported that she had gotten a report on the morning of 10/19/24 from the outgoing nurse that Resident #75
had complained of chest pain during the night and was given an antiemetic drug.During an interview on
8/29/2025, at 11:10 AM, the Director of Nursing stated that Resident #75 had an attending provider's order
for a drug for chest pain. So, she expected that her staff would have given Resident #75 his/her angina
medicine when s/he complained of chest pain and not an antiemetic drug.
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F 0803 Ensure menus must meet the nutritional needs of residents, be prepared in advance, be followed, be
updated, be reviewed by dietician, and meet the needs of the resident.
Level of Harm - Minimal harm or

potential for actual harm Based on record review, observations, and interviews, it was determined that the facility failed to ensure that
residents were served meals according to a predetermined menu that incorporated their preferences. This
Residents Affected - Few deficient practice has the potential to affect all residents. The findings include:A review of complaint #337742

revealed an allegation that the meals delivered to the residents did not match what was stated on the menu.
While observing the breakfast tray line on 8/26/2025, at 7:39 AM, the surveyor requested a test tray. The tray
contained a meal ticket for Resident #46. The listed food items on the meal ticket to be served to Resident
#46 were: 3 oz biscuit with sausage gravy, 6 oz Cheerios, 6 0z orange Juice, 8 oz 2% milk, one bottle of
water, pepper, and two packets of sugar.However, continued observation failed to show that Resident #46's
tray contained the portion sizes listed on the meal ticket for the resident's Cheerios and orange juice. Staff
#23, the Dietary Director, was present and asked about the portion size for the Cheerios and orange juice.
Staff #23 measured the Cheerios with a 6 0z measuring spoon and said it was 5 oz instead of 60z. Staff #23
also measured the orange juice with a measuring cup and said it was 4.5 oz instead of 6 oz.In an interview,
Staff #23 stated that before the surveyor's intervention, his staff was not aware that the cup they served
residents' juice with was not an 8-oz cup but a 4.5-0z cup. Staff continued to state he would place an order
for the right size of cups. Staff #23 verbalized understanding regarding the concern of not serving Resident
#46 the correct portion size as noted on his/her meal ticket.
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