
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) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

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.

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

Event ID: Facility ID: If continuation sheet 
Page 1  of      

235354 10/30/2025

Edgewood Health and Rehabilitation 55378 Wilbur Rd
Three Rivers, MI 49093

F 0558

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Reasonably accommodate the needs and preferences of each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to ensure call lights were within reach for 1 of 2 
residents (R102) reviewed for accommodation of needs, resulting in the potential for residents to not meet 
their highest practicable level of well-being.Findings include:According to R102's Minimum Data Set (MDS), 
dated [DATE], indicated the resident was severely cognitively impaired and required assistance with most 
activities of daily living (ADLs).Observations:-10/20/25 at 3:15 PM a round soft-touch call light was under the 
sheet to the left side of R102's bed approximately waist level to the resident.- 10/21/25 at 8:12 AM, R102 
eyes closed in bed. Soft touch call light clipped to fitted sheet at head of bed, out of sight and reach of 
resident.-10/21/25 at 10:05 AM, R102 eyes closed in bed. Soft touch call light clipped to fitted sheet at head 
of bed, out of sight and reach of resident.-10/21/25 at 3:20 PM, R102 was lying in the fetal position on his left 
side in bed. Call light positioned underneath fitted bed sheet parallel to resident's waist which was out of 
sight and reach of resident. During an interview on 10/24/25 with Unit Manager (UM) E stated, The call light 
should be accessible for (R102). I know why staff put it under his sheet, so if he got out of bed he would roll 
on the call light and maybe set it off. Staff should not have done that.
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F 0605

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

Prevent the use of unnecessary psychotropic medications or use medications that may restrain a resident's 
ability to function.

(continued on next page)
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Three Rivers, MI 49093

F 0605

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake number: 2640123Based on observation, interview, and record review, the facility failed to 
prevent the use of psychotropic medications without adequate indication for use and without resident 
monitoring in one (R102) of two residents reviewed for psychotropic medications, resulting in an immediate 
jeopardy when beginning on 9/16/25, R102 was prescribed psychotropic medications, who then experienced 
increased sedation, weight loss, and decreased ability to communicate. Findings include:Resident #102 
(R102) was prescribed Haldol solution injection intramuscular (IM) daily as needed PRN and Olanzapine 
(Zyprexa) 5mg by mouth (PO) daily at night beginning 9/16/25. The Olanzapine was increased to 10 mg PO 
daily at night on 10/20/25. R102 experienced falls, some with injuries, beginning 9/16/25 after having no falls 
since 9/11/25 admission. Resident #102 did not have a psychiatric diagnosis to indicate the need for two 
psychotropic medications. On 10/22/25, R102 was observed with increased lethargy, inability to eat or drink, 
weight loss, and altered mental status. The resident was transferred to a neuro psychiatric hospital on 
[DATE], where he was evaluated upon admission to be medically unstable and transferred to an acute 
hospital where he weighed 101pounds and was dehydrated. The Immediate Jeopardy (IJ) began on 9/16/25 
when R102 was prescribed psychotropic medications without adequate indication for use and without 
resident monitoring, who then experienced increased sedation, weight loss, and decreased ability to 
communicate.Nursing Home Administrator (NHA) A was notified of the Immediate Jeopardy on 10/23/25 at 
2:30 PM. The surveyor confirmed by interview and record review the Immediate Jeopardy was removed on 
10/27/25, but noncompliance remains at actual harm due to not all staff having received education and 
sustained compliance had not been verified by the State Agency. Review of R102's Minimum Data Set 
(MDS) dated [DATE], revealed the resident had been admitted on [DATE] with a severe cognitive impairment 
indicated by a BIMS (Brief Interview Mental Status) score of 3/15 and the ability to feed himself. Diagnoses 
included other sequelae of cerebral infarction (resulting conditions after a stroke has occurred), dementia 
unspecified severity with other behavioral disturbance (a group of systems that affect memory, thinking, and 
social abilities to interfere with daily life), vascular dementia severe with other behavioral disturbance 
(vascular major cognitive impairment), and adjustment disorder with mixed disturbance of emotions and 
conduct. It was noted there were no psychiatric diagnoses. Review of R102's Progress Notes regarding the 
resident's behavior and cognition, a Social [NAME] admission History note, dated 9/12/25 10:50 AM, 
indicated R102 and representative were present along with IDT (interdisciplinary team) members. The note 
indicated a cognitive summary was reviewed which included mental status changes and evaluation of 
behaviors if present. No verbal or physical behaviors were documented. The note identified R102 was 
unaware of where he was and what was going on. Review of R102's Care Plan did not reveal a 
focus/goal/intervention for a mental health diagnosis (es) nor did it reveal PASARR documentation for a 
mental health diagnosis(es) that would indicate antipsychotic medications were needed. Further review of 
R102's Care Plan did reveal a focus stating the resident uses psychotropic medications (antipsychotic) 
related to behavior management dated 9/22/25. The goal was to remain free of psychotropic drug related 
complications using interventions including administering the psychotropic medications and monitoring for 
side effects. The care plan's treatment did not indicate a mental health diagnosis(es) nor name the 
antipsychotic medications. Interventions stated the ongoing need for the use of psychotropic medications 
would be discussed with the Medical Director and the family. Regarding the incident on 9/16/25, R101's 
Guardian EE stated during an interview on 10/23/25 at 8:26 AM, I told staff he was picked on by a group of 
younger women from the facility he was at before here. If they left him alone, he never had any problems. I 
told staff that the name [NAME] is a trigger for him and asked staff if they could not say that name loudly or 
near (R102). [NAME] was (R102's) ex-wife's name and she was mean and abusive to him. I don't think the 
staff at this facility listens to me when I tell them what sets (R102) off. I also told staff at admission (R102) 
like Pepsi, chocolate, coffee, and to go for walks. I don't think staff did those suggestions before he got the 
Haldol shots. Review of R102's Care Plan, dated 9/15/25, focus of Activities of Daily Living (ADL) indicated 
the resident goal was to maintain functional ability and was able to feed himself. Review of R102's Care 
Plan, dated 9/22/25, focus of Potential Fluid Deficit, goal was to be free of symptoms of dehydration and 
maintain moist mucous membranes, and good skin turgor. Interventions to meet this goal included 
encouraging the resident to drink fluids of choice and to ensure access to fluids whenever possible. Also, 
observe as needed any signs or symptoms of dehydration including strong urine smell, new onset confusion, 
dizziness on sitting/standing, fatigue/weakness, and recent/sudden weight loss. Review of R102's Order 
Summary dated:-9/16/25 Olanzapine 5 mg tablet PO (by mouth) in the evening for psychotic disorder 
discontinued 10/23/25. It was noted there was no psychotic diagnosis. -9/16/25 Haloperidol Lactate (Haldol) 
injection solution 5 mg/ml inject 1 milliliter (ml) intramuscular (IM) as needed for aggression for 14 days. Give 
1 ml IM everyday PRN (as needed) for aggression (end date 9/16/25). Administered once on 9/16/25. 
Review of R102 Progress Notes dated 9/16/25 at 1:45 PM indicated at 10:15 AM R102's behavior towards 
staff continued to escalate until staff took him outside for a walk. During the walk, R101 was able to calm 
himself down with no further agitation/aggression noted. The Nurse Practitioner (NP) GG was contacted with 
a new order of Haldol 5mg/ml solution IM one time for aggression and Olanzapine 5 mg PO once daily. The 
Haldol 5mg/ml IM was also ordered as needed daily for agitation. When R101 returned from his walk outside 
he was taken to the sensory room and was administered the IM of Haldol while staff held him. It was noted 
that Haldol IM, an antipsychotic medication, was given after R101 had been taken outside for a walk and no 
longer agitated per documentation. According to Drugs.com, with references from the package insert, 
Olanzapine, brand name Zyprexa, is an atypical antipsychotic medication used to treat adults with 
schizophrenia or bipolar 1 disorder. Olanzapine carries a Boxed Warning for an increased risk of death in 
elderly patients with dementia-related psychosis. Olanzapine may cause serious side effects such as an 
increased risk of death or stroke in elderly patients with dementia. Common side effects of Olanzapine that 
affect 5% or more people who take it include postural hypotension (a drop in blood pressure when going 
from a lying or sitting position to standing) include dizziness, personality disorder, restlessness, sedation, 
abdominal pain, tiredness/lack of energy, and dry mouth. It was noted that R102 did not have a diagnosis of 
schizophrenia or bipolar 1 disorder. His diagnoses consisted of dementia, unspecified severity and vascular 
dementia both with other behavioral disturbance. Review of R102's Care Plans, dated 9/17/25, indicated 
R102 required a quieter, low stimulated environment. When R102 displays aggression, a calm walk and 
conversation to de-escalate, offer the sensory room, and use the sensory objects available to calm and 
recenter focus in a positive way. Add to sensory group three days a week and implement sensory plan for 
redirection. Reapproach for needs when he is calm. Will continue to support his social needs as he tolerates. 
The goal was to maintain involvement in cognitive stimulation and social activities. Interventions listed 
included offering to go outside and use sensory room or low lighting for low stimulus to calm resident if they 
escalated. It was noted non-pharmacological interventions were not developed until the day after R102 
began to receive Haldol injections IM. Review of R102's Order Summary dated 9/18/25 Haldol injection 
solution 5 mg/ml inject 1 ml intramuscular (IM) as needed for aggression for 14 days, give 1 mil IM everyday 
PRN for aggression (end date 10/2/25). Review of September 2025 MAR reflected R102 was given Haldol 
IM once on 9/29/25. Review of R102's Progress Note dated 9/29/25 08:00 AM revealed physician was 
requested by nurse to see resident for having aggressive behaviors. It was stated R102 received a PRN 
Haldol injection IM. It was noted there was no nursing note for the incident to describe the behaviors or 
non-pharmacological interventions. Review of R102's Order Summary dated 10/9/25 Haldol injection solution 
5 mg/ml inject 1 ml IM every 24 hours PRN for agitation/aggression (end date 10/9/25). October 2025 MAR 
reflected R102 was given Haldo IM one time on 10/9. Review of R102's Progress Note 10/9/25 5:57 PM 
revealed was agitated and becoming increasingly agitated towards other residents and staff in the dining 
room. Redirection and removing from dining room was not effective. No other non-pharmacological 
interventions were attempted according to documentation. R102 received a PRN Haldol injection IM. Review 
of R102's Order Summary dated 10/9/25 revealed R102 was ordered Haldol injection solution 5 mg/ml inject 
1 ml IM every 24 hours PRN for agitation/aggression for 14 days (end date 10/23/25). October 2025 MAR 
reflected R102 was given the PRN Haldol four times on 10/14, 10/18, 10/20, and 10/21. Review of R102's 
Progress Note dated 10/14/25 at 0:15 AM indicated the resident was observed on the floor by his closet 
where his personal box of cola (Pepsi) was kept. An assessment discovered R102 had sustained an 
abrasion to his left elbow. Review of R102's Progress Note dated 10/14/25 at 8:00 AM indicated the resident 
was displaying agitated and aggressive behaviors, was given a PRN Haldol IM injection and sent to the 
hospital for further evaluation. R102 was sent back to the facility with no new diagnoses. No attempted 
non-pharmacological interventions were documented. It was noted Olanzapine 5 mg was administered at 
7:00 PM the prior evening. Review of R102's Medication Administration Record (MAR) dated 10/14/25 and 
10/18/25, revealed the resident was given a PRN Haldol injection IM. No Progress Note was written on 
10/18/25 to document why the PRN Haldol was given or if any non-pharmacological interventions were 
attempted. Review of R102's Order Summary dated 10/20/25 revealed Olanzapine 10 mg tablet give 1 tablet 
by mouth in the evening related to dementia/vascular dementia and Haldol 0.5 mg tablet give 1 tablet PO 
three times a day related to dementia/vascular dementia with behavioral disturbances. Review of R102's 
MAR dated 10/20/25 indicated the resident received Haldol injection solution 5mg/ml 1 ml IM documented at 
2:22 AM. It was noted Olanzapine 5 mg was administered at 7:00 PM the prior evening. Review of R102's 
Progress Note 10/20/25 08:00, Nurse Practitioner (NP) stated resident was seen after hospital visit for 
aggressive behaviors. R102 also had a fall that morning. R102 continued to have agitation and aggression 
issues so the NP increased the Olanzapine 10 mg daily and added scheduled Haldol PO 0.5 mg 1 tablet at 
6:00 AM, 2:00 PM, and 10:00 PM. Review of R102's Progress Note dated 10/20/25 12:03 PM indicated the 
resident had an unwitnessed fall in his bedroom and was found on the floor next to his bed wet and soiled. 
Review of R102's Progress Note dated 10/20/25 2:55 PM indicated the resident fell out of his wheelchair in 
the dining room reopening a skin tear to his elbow and causing it to bleed. During an observation, interview, 
and record review on 10/20/25 at 10:00 AM, with Licensed Practical Nurse (LPN) W who stated while this 
writer was observing 5 syringes containing Haldol solution 5mg/ml and container of Olanzapine tablets, The 
Haldol and Olanzapine in the medication cart (Meadows locked dementia unit) are for (R102). He hits staff 
when they try to change his brief, so he needs these medications. LPN W stated, The Haldol and Olanzapine 
are for (R102). He hits staff when they try to change his brief. I've not seen (R102) go after other residents. I 
don't think he likes female staff changing him. I try to sit next to him when he gets agitated after staff change 
him. I'll talk to him and rub his shoulder. But since you (State Surveyor) have been here, I'm behind in my 
medication pass and I don't have time to spend with (R102) so it was necessary to give him the Haldol and 
Olanzapine to keep him calm. There is a lot to do on this unit (locked dementia) for 2 CNAs and 1 nurse. 
Review of R102's MAR dated 10/21/25, revealed the resident was given a PRN Haldol injection IM. No 
Progress Note was written to document why the PRN Haldol was given or if any non-pharmacological 
interventions were attempted. Observed on 10/21/25 at 9:00 AM, 10:00 AM, and 11:30 AM, R102 in bed 
dressed in a brief and a T-shirt with only a thin sheet covering him. The head-of-the-bed (HOB) was raised to 
approximately 45 degrees with the foot of the bed raised so that the bed was shaped in a V. R102 was 
wedged down in the V in a fetal position moaning. The smell of urine was heavy in R101's bed area. LPN W 
entered the room and commented, He won't get out of bed that way. LPN W then asked CNA T to change 
R102. CNA T stated, I'm not assigned to him, but I'll change him. Aides have been very busy today. During 
an interview on 10/21/25 at 10:05 AM, with Unit Manager (UM) E stated, (R102) gets agitated with staff when 
they change him. He swings his arms and hands at them but not directly at them. He waves them in the air. 
(R102) and his roommate get up during the night and have had falls. I've suggested having a CNA stationed 
at each end of the hall to help watch residents at night, but I got shot down by management. CNAs can't 
watch or see what is going on at the end of the hall by (R102's) room if they are in common area or in the 
break room. Haldol is dangerous for the elderly. I do not think (R102) needs all that medication. There needs 
to be more staff on this unit to assist with residents. (R102) is not the only resident that gets upset or 
agitated, he is just the most challenging especially when State is in the building. Observed on 10/21/25 at 
10:05 AM, R102 eyes closed in bed, fidgeting with hands on bed sheet. Resident was lying on his left side 
with both legs over the edge of the bed with feet touching the floor. During an observation and interview on 
10/21/25 at 1:30 PM, LPN W and Unit Manager (UM) E were outside of R102's room, LPN W stated, (R102) 
is lethargic. He gets 0.5 ml of injectable Haldol because he swings at staff. He does not swing at residents, 
just staff during cares. I've had dementia training and non-pharmacological interventions cannot always be 
used because of short staffing. UM F stated, (R102) has had increased behaviors towards staff. He gets 0.5 
mg of Haldol PO three times a day Olanzapine at night, plus PRN Haldol IM. Haldol is a hard drug for elderly 
and not safe for them to have. LPN W stated, I gave (R102) an IM of Haldol at 11:46 AM today. One staff 
member held down his arm while I gave him the IM. I did not ask him if he wanted it. He was struggling with 
staff while he was getting changed and dressed. I tried non-pharmacological interventions like talking to him. 
He was trying to get out of bed. It was almost lunch time, and he wanted to get out of bed. So that is why he 
got the PRN Haldol. Staff did not try to get him out of bed because staff were busy. I did not notify his 
guardian. UM E stated, (R102) guardian should have been notified when he got the PRN Haldol. He was not 
on psychotropic medications before he came to this facility. (R102) should have been brought down for 
activities today, but all Activities was doing was painting fingernails. He would not want that done. GuideStar, 
the in-house behavior and psychology services looked at (R102) medications when he was first ordered the 
Haldol PRN, but not since he was ordered Haldol three times a day or the Olanzapine. (R102's) guardian 
has not been contacted about his behaviors. LPN W stated, I was behind in passing medications today 
because of you (State Surveyor), so I gave (R102) PRN Haldol because I did not have time to sit with him. 
He only had two sips of liquid yesterday. I did not have time to offer him drinks nor did the CNAs. I did not 
see any drink cups in his room today. I've not been offering him Pepsi that his guardian brought in for him. I 
did not check (R102's) skin turgor yesterday or today. I know he came in dehydrated. UM F shook her head 
and went to the nurse's station and brought R102 a cup with Pepsi in it. She held the straw and cup while 
offering R102 a drink. R102 took several sips of the drink offered. During an interview on 10/21/25 at 4:30 
PM NP GG stated, I saw (R102) Monday (10/20/25) in the dining room. He must be fed by staff. The floor in 
his room is worn, and he tries to pick it up which means he hallucinates a lot. Yesterday, (Monday, 10/20/25) 
he was screaming and swinging at the aides that were trying to get him up for breakfast. The LPN W tried to 
feed him dinner, and he spit at her that is why he didn't get dinner. Noted LPN W did not tell surveyor this. 
NP stated staff told her all of this. NP GG continued stating, (R102) didn't eat breakfast yesterday. I did not 
know he got the IM -of Haldol yesterday. I do not have a work phone. I work here on Monday, Tuesday, 
Wednesday and Friday 9-3. I was here yesterday 9-3 when (R102) got Haldol IM PRN. I don't know why staff 
did not come looking for me to tell me. (R102) came directly over from the other facility. I do not know what 
medications he was taking prior to coming here or what medications he was ordered when he arrived at this 
facility. I don't know what physician did (R102's) medication reconciliation. I am not specialized in psychiatry. 
I would think (R102's) non-pharm interventions are redirection from staff, try to reposition him while in bed, 
ask if he needs to go to bathroom, ask him if he is in pain, which he never communicates he is in pain. I have 
documentation of his diagnoses being dementia with hallucination specific with behaviors. All my notes on 
(R102) are on my computer that is not connected to the facility's system. I've not sent my notes over to the 
facility yet, so I think the diagnoses (R102) have not been added to the facility's charting yet. I've never seen 
him act out; this is what staff tell me. I'm going to tell you again; I am not a board-certified psychiatrist. During 
an interview on 10/22/25 at 3:00 PM CNA T stated, (R102) was not on my group yesterday, 10/21/25 but I 
did help with him. (R102) had been twisted in his bed with his bed up in a V like that all day. I think he was in 
pain and told LPN W. He does a lot of swinging when changing him and undressing. (CNA R) and I tried to 
change him, clean him up, and make him comfortable. He was not with it. His eyes were closed. He did not 
come to this facility like that. He has declined since he has been here. CNAs do not know what medications 
residents get unless they are asked to help with IMs like (R102) gets. He was difficult and challenging since 
he came. He is not the only one like that though. He needs more care than others. There are other residents 
that strike out but they do not get IMs that I've helped with. I just talk to (R102) to get him to calm down. It's 
all about how you approach him. He does not comprehend anything. He was struggling and fighting when I 
was asked to change him yesterday. He was hunched over and seemed in pain yesterday. He has called 
some of the female residents witches. But there must be a reason. Now he does not go after any residents. 
There is a female resident named [NAME] on this same unit as (R102) and she is just a few doors down from 
(R102). New admissions are to be weighed once a month. Everyone is weighed once a month, and 
Meadows (locked dementia unit) have not done them yet this month (October). During an interview on 
10/22/25 at 3:00 PM, CNA R stated, I worked with (R102), yesterday. He showed a decline in behavior. 
Lethargic and out of it, not responsive, bent over in pain. Staff kept his bed in a V so he couldn't get out. 
They were busy. He has expressed he does not like women, he says they are witches. I've not seen him 
attack other residents. He was only combative with staff, swings his fists and cusses us out. I stayed calm 
and explained to him what staff was doing. We offered him breakfast and lunch yesterday and he did not eat. 
He showed quite a decline yesterday. He used to eat 25-75% by himself. Now he needs help eating and 
drinking and barely does either. If he pushes staff's hand away while eating, some staff say he is swinging at 
them and put him back in his room. Review of R102's Progress Note dated 10/22/25 5:18 PM, revealed the 
Medical Director was contacted in relation to resident's weight loss, decreased intakes, increased lethargy; 
possible side effects to psychotropics. During an interview on 10/22/25 at 9:42 AM, Medical Director (MD) FF 
stated, I am the Medical Director of the facility. I oversee the medical treatment of residents that live there. I 
am not a board-certified psychiatrist. It is not my specialty. I believe that residents that are on psychotropic or 
anti-psychotropic medications should be seen by a board-certified psychiatrist. (NP GG) ordered (R102's) 
medications. (R102) was only on the PRN Haldol. When MD FF was informed (R102) was on scheduled 
Haldol three times a day and Olanzapine which was increased from 5 mg to 10 mg with no board-certified 
psychiatrist referral he stated, I only knew (R102) got the PRN Haldol once. I didn't know he was getting 
Haldol scheduled three times a day. I didn't know about Zyprexa (Olanzapine) either. Haldol is a medication 
that can cause problems for the elderly. (NP GG) is not a board-certified psychiatrist. She is agency staff. 
Review of R102's Progress Note dated 10/23/25 at 4:16 PM, indicated R102 had a poor appetite and staff 
could not get R102 to eat. He drank a small amount of water from a spoon and was given medications 
crushed in pudding via a spoon because resident was unable to keep pills in his mouth. During an 
observation and interview on 10/23/25 at 9:15 AM with Certified Nursing Assistants (CNAs) M and KK were 
assisting (R102) into his room and transferring from wheelchair to bed. CNA KK stated, (R102) was fine 
Saturday (10/18/25). He was eating and drinking, talking and sitting up straight. Now he is struggling to do all 
those things. It is like he forgot how to do them. (R102's) nose was dripping and he wiped it with his hand. 
He was offered a tissue by CNA KK who stated, Saturday he could have grabbed the tissue and wiped his 
nose. Today he cannot. I don't know what is wrong with him, but he looks drugged. CNA M stated, I was with 
(R102) last week and he was not like this. He told me there was too many damn women in the common 
area. During an interview on 10/23/25 at 1:07 PM, Guardian EE stated, Two weeks ago, (R102) was not the 
same as he is now. I signed consent forms for some kind of psychotropic medication, but staff never told me 
they were changing his medications. I knew about PRN medication. I've seen him swing once at the hospital. 
He was directly swinging at me or anyone else. He was dehydrated and not feeling good. The way he is now 
is not the way he behaved before he came here or even 2 weeks ago. His face looks like a skeleton. He did 
not look like this two weeks ago. Reviewed Zyprexa and Haldol consent form with Guardian dated 10/10/25 
at 1436 (2:36 PM). No dosage was given. Indicated that the guardian had given verbal consent to give R102 
the medication. Upon viewing the form, Guardian EE stated, I never got a call from the facility about the 
medication. Guardian then reviewed her phone and no calls from the facility were received on 10/10/25. The 
Guardian then checked her phone history, and no calls were received from the facility. I did not know about 
the scheduled Haldol at all. I only knew about the PRN Haldol shots when (R102) first got them in 
September. I am so upset that the facility did not call me or talk to me about the medication changes. They 
call me about his falls why did they not tell me about changes with his medications? Review of R102's 
Psychotropic Consent forms for Olanzapine and Haldol, revealed were verbal consent dated 10/10/25. No 
dose, route, or frequency was indicated with the diagnosis of vascular dementia with severe behavior 
disturbance, which is not a psychotic disorder. Further review of the consent form did not have the expected 
benefit(s) of the medication intervention completed nor were specific side effects noted to be explained to the 
guardian. Review of R102's Progress Noted dated 10/24/25 at 3:26 PM indicated resident was transferred to 
a neuropsychiatric hospital. Review of the Hospital emergency room record dated 10/24/25 revealed R102 
arrived at the hospital from local behavioral health hospital with dry mucous membranes, elevated sodium, 
and elevated Creatinine with acute kidney injury which were indicative of dehydration. History and Physical 
revealed R102 was normally conversant, oriented to self and family and able to eat independently. Pt. 
(patient) is unable to provide history, is ridged in room and not answering questions. Per notes from 
behavioral health hospital, he has not been eating or drinking lately. During an interview and record review 
on 10/20/25 at 1:58 PM, of R102's medical chart with GuideStar Elder Care NP HH, who stated, I have only 
seen (R102) one time. Another NP saw him one time before me. I saw him 10/18 and have not finished my 
note on him yet. The other NP noted vascular dementia, irritable mood with aphasia related to stroke and 
easily agitated. GuideStar would be responsible for psychotropic medications along with primary care. 
(R102) He did not even speak to me when I saw him. I barely got a yes or no. Staff told me he does not like 
women and prefers men caregivers. His medications (Haldol and Olanzapine) seem extreme. That is on 
(R102's) primary care providers ordering those two medications and not coming from GuideStar, psych 
services. I've not seen anyone get that much Haldol who was elderly and combative. When I saw (R102) he 
was only on the Haldol PRN. The goal is to keep the elderly off psychotropic medications. Olanzapine 
(Zyprexa) is not for dementia. I am going to ask the facility if there is documentation of (R102) having 
delusions/hallucinations. The Haldol, any route, seems excessive. (R102) is going to be super sedated and 
that is not safe. Haldol and Zyprexa are two antipsychotics that can be dangerous together. During an 
interview and record review 10/22/25 at 4:22 PM, with Director of Nursing (DON) B stated, In between the 
prior Social Worker and the new Social Worker starting, all the IDT (interdisciplinary team) reviewed 
psychotropic medications every morning during the morning meeting. (UM E) was following the psychotropic 
medications for (R102) and the locked dementia unit. I feel it is appropriate for (R102's) behaviors for him to 
get Haldol and Olanzapine. I see in notes he gets agitated towards staff. Staff did not discuss (R102's) and 
the increase in Olanzapine he was ordered this morning. A new admission is weighed upon admission, once 
a week for 4 weeks, then monthly. (R102) was weighed 9/11/25 at 116.0 and then weighed at 1:21 PM 
today, 10/22/25, he weighed 108.0 which is an 8-pound weight loss since admission. There is no excuse for 
staff not getting their work done. (R102) should have been weighed and then the weight loss might have 
been found. I did not know he was not eating or drinking. Reviewed orders and DON did not find orders to 
weigh R102 per admission guidelines. DON B stated, It was not ordered. The UM would be responsible for 
making sure his weights were done and I'm responsible for the UM to make sure she does her job. I did not 
follow her. I did not know (R102) does not like women care givers and prefers men care givers. I did not 
know the name [NAME] makes him angry. Haldol IM PRN was given to (R102) for agitation and is the only 
resident that receives Haldol for agitation and there are other residents that are combative with cares that do 
not get Haldol. There are things staff should do before giving Haldol. They should be attempting 
non-pharmacological redirection, ask if he is in pain, or hungry. I believe he is dehydrated again because he 
has not been drinking. Labs were collected today. He was rigid and stiff. It is a side effect of the psych meds, 
or it could be he is in pain. The psychotropic consents were done for (R102) by the UM E. I don't know what 
they say. They should have the dose, route, and frequency on each one of them. A new consent I think is 
done with each medication change. Review of R102's medical chart revealed admission weight was 116.0 
pounds on 9/11/25. The only other weight taken for R102 was on 10/22/25 at 108.0 pounds. A loss of 8 
pounds. During an interview on 10/27/25 at 9:00 AM, with Guardian EE stated, I was told on Friday 
(10/24/25) the facility was sending (R102) to a special psychiatric hospital. When I called that hospital, I was 
told they were told by the facility (R102) had not eaten in 72 hours and indicated he was not medically stable 
to be there, so they sent him immediately to the acute care hospital. He only weighed 101 pounds! How 
could the facility not know he was not eating! How could they not tell he was losing weight. I feel like they 
were killing him with the medications, and he was not eating or drinking. During an interview on 10/27/25 at 
10:00 AM, with NHA A who reported R102 was aggressive towards staff and Guardian EE on Thursday 
October 24 when Guardian came to visit. NHA A did not witness R102's alleged behaviors and was told by 
staff. He did not speak with R102's guardian. NHA A reported the facility's Medical Director, petitioned R102 
to the psych/behavioral health hospital then from there R102 was sent to an acute care hospital. Facility 
policy Behavioral Health Services, date implemented 3/4/25, revealed, It is the policy of this facility to ensure 
all residents receive necessary behavioral health services to assist them in reaching and maintaining their 
highest level of mental and psychosocial functioning and well-being. Non-pharmacological intervention refers 
to approaches to care that do not involve medications, generally directed towards stabilizing and/or 
improving a resident's mental, physical, and psychosocial well-being.The facility will ensure that necessary 
behavioral health care services are person-centered and reflect the resident's goals for care, while 
maximizing the resident's dignity, autonomy, privacy, socialization, independence, choice, and safety.The 
facility utilizes the comprehensive assessment process for identifying and assessing a resident's mental and 
psychosocial status and providing person-centered care. The assessment and care plan will include goals 
that are person-centered and individualized to reflect and maximize the resident's dignity, autonomy, privacy, 
socialization, independence, choice, and safety.The Social Services Director shall serve as the facility's 
contact person for questions regarding behavioral services provided by the facility and outside sources such 
as physician, psychiatrists, or neurologists. The Immediate Jeopardy that began on 9/16/25 was removed on 
10/27/25 when the facility took the following actions to remove the immediacy: 1. The DON obtained an order 
from the facility Psychiatrist/Resident's Physician to discontinue medication. 2. Added 1:1 for safety of self 
and other residents due to increased aggression. 3. The DON or designee completed a chart audit on all 
residents currently prescribed a antipsychotic medication to ensure an adequate indication for use and 
appropriate documentation was present to support use of the medication. 4. An audit of all residents who 
receive antipsych[TRUN
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to provide resident centered activities designed to 
support leisure needs for 1 (Resident #102) of 3 residents reviewed for activities, resulting in the potential for 
decreased physical, mental, and psychosocial well-being.Findings include:Review of The Needs of Older 
People with Dementia in Residential Care, [NAME] G. A. Woods B. [NAME] D., & [NAME] M. (2006). 
Published by in the International Journal of Geriatric Psychiatry, 21, 43-49. doi:10.1002/gps.1421 revealed 
Determining which activities have high degrees of meaningfulness can aide recreation staff in creating 
programs more likely to promote health and wellness for persons with dementia.Resident #102Review of an 
admission Record revealed Resident # 102 was originally admitted to the facility on [DATE] with pertinent 
diagnoses which included: vascular dementia with other behavioral disturbance(a type of brain disorder that 
causes cognitive decline due to damage to the blood vessels in the brain), adjustment disorder with mixed 
disturbance of emotions and conduct(maladaptive response to psychological stressor), and other sequalae 
of cerebral infarction (long term complications of a stroke).Review of a Minimum Data Set (MDS) 
assessment for Resident #102 with a reference date of 9/17/25, revealed a Brief Interview for Mental Status 
(BIMS) assessment score of 3/15, which indicated the resident was severely cognitively impaired. Section B 
revealed Resident #102 had unclear speech, was only sometimes able to understand or make 
self-understood and had highly impaired vision. Further review revealed Resident #102 displayed inattention, 
hallucinations (perceptual experiences in the absence of reality), delusions (misconceptions or beliefs 
contrary to reality), and behaviors that significantly interfered with the ability to participation in activities or 
social interactions. Section GG revealed Resident #102 was dependent (helper does more than 75% of the 
effort) for propelling his wheelchair 50' and his ability to walk was not assessed due to safety 
concerns/medical condition.Review of a Care Plan for Resident #102 with a reference date of 9/17/25 
revealed the following focuses/goal/interventions: Focus #1.When (inaccurate nickname of Resident #102) 
displays aggression, a calm walk and conversation to de-escalate, offer the sensory room, use the sensory 
objects available to calm.will continue to support his social needs as he tolerates. Focus #2 (added 10/15/25) 
Add to sensory group three days per week Goal: The resident will maintain involvement in cognitive 
stimulation, social activities as desired.Interventions: Introduce the resident to residents with similar 
background, interests and encourage interaction, Invite the resident to scheduled activities.POA (Power of 
Attorney) suggests following ideas for redirection: chocolate, outside activities, Pepsi, coffee, fidget blankets, 
Pop IT (sensory tool with rubber bubbles that pop), country music, western shows, use sensory room or low 
lighting for low stim if resident is escalating. Review of an Activity Initial Review for Resident #102 with a 
reference date of 9/16/25 revealed: PAST ACTIVITY INTERESTS: Family, reading, tv, movies, SPIRITUAL: 
Christian.Does the resident wish visits by clergy of choice: No. LIMITATIONS/SPECIAL NEEDS: 1. Activities 
should be modified to accommodate cognitive deficit.No, 2. Activities should be modified to address 
communication deficit.No,.4. Activities should be modified to address visual deficit.No.5. Assistance should 
be provided to get resident to the activity.No.Review of an Activity Attendance Log for Resident #102 with 
reference date range of 9/11-10/26/25 revealed Resident #102 attended Sensory Stimulation once during the 
6-week period. 9 instances of Resident #102 actively pursuing religious study independently are documented 
along with at least 24 instances in which Resident #102 was documented as actively pursuing jigsaw puzzles 
independently during the same period.In an interview on 10/30/25 at 8:21am, Durable Power of Attorney 
(DPOA) EE reported staff from the facility never asked her about Resident #102's past leisure interests and 
he would not have been able to accurately express his interests. DPOA EE reported Resident #102 could not 
participate in traditional leisure activities due to his cognitive deficits. When queried, DPOA EE reported 
Resident #102 could not work on jigsaw puzzles, read to himself, or watch television due to cognitive and 
visual deficits. When informed Resident #102 was documented as attending religious services, DPOA EE 
reported religion was never important to Resident #102 and he never went to church a day in his life. When 
further queried, DPOA EE reported she visited Resident #102 at the facility several times a week and never 
saw him participating in any activities.In an interview on 10/30/25 at 1:13pm, Registered Nurse (RN) N 
reported she cared for Resident #102 several times per week, and the resident almost never participated in 
any type of activity and needed 1:1(constant support of one staff member) assistance to pursue any kind of 
leisure interests. RN N reported activities were important to residents with dementia because involvement 
provides the best quality of life and we can see the true person come out.In an interview on 10/30/25 at 
1:40pm, former Social Services Director (SSD) H reported he was concerned about the quality and quantity 
of activities being offered to residents in the memory care unit where Resident #102 resided. SSD H reported 
he brought his concern to Nursing Home Administrator (NHA) A sometime in August 2025. In an interview on 
10/30/25 at 2:08pm, Activity Assistant (AA) DD reported she was the primary activity staff member for 
Resident #102's unit. AA DD reported Resident #102 could not answer questions about his leisure 
preferences and she was not told what he liked. AA DD reported she would place leisure supplies in front of 
the resident to try to determine what he was interested in. When queried about Resident #102's psychosocial 
well-being, AA DD reported Resident #102 seemed like he was suffering with a lot of emotional pain and 
distraught most of the time. AA DD reported Resident #102 could not participate in group activities.In an 
interview on 10/30/25 at 2:34pm, Activity Director (AD) CC reported she expected activity staff to document 
residents self-propelling their wheelchairs or looking out the window as self-guided leisure activities. AD CC 
confirmed these activities had been documented as activities for Resident #102 but could also be considered 
behaviors for him. When further queried, AD CC confirmed the act of moving oneself or looking out a window 
did not meet the definition of a leisure activity. AD CC reported she was not familiar with Resident #102 and 
could not confirm the accuracy of his activity participation record. AD CC reported AA DD was having 
difficulty accurately documenting activity attendance.In an interview on 10/30/25 at 3:16pm, NHA A reported 
the facility had a identified a need for more individualized activities in the memory care unit on which 
Resident #102 resided. When further queried, NHA A confirmed individualized activities in a memory care 
setting promote well-being and reduce behaviors.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Observe each nurse aide's job performance and give regular training.

Based on interview, and record review, the facility failed to complete annual performance reviews for 3 
Certified Nursing Assistants (CNAs) (CNA's T, X, and KK) of 3 reviewed for regular performance evaluations, 
resulting in the potential for unidentified CNA performance concerns, a lack of training related to staff 
performance review outcomes, and the potential for unmet care needs.Findings include:In an email sent to 
Nursing Home Administrator (NHA) A on 10/30/25 at 8:12am, annual performance reviews were requested 
for CNA's T, X and KK.Review of personnel files for CNA's T, X, and KK revealed no annual reviews were 
present for the past 12 months. Further review of the employee files revealed all CNA's had been employed 
by the facility for more than 12 months.In an interview on 10/30/25 at 12:51pm, Business Office Manager 
(BOM) BB reported every nursing assistant should have a performance review done at least every 12 
months and the evaluation should be kept in the employee file. BOM BB reviewed the employee files for 
CNA T, X and KK and confirmed no performance reviews completed in the last 12 months were present.In 
an interview on 10/30/25 at 1:27pm, BOM BB reported she spoke with NHA A regarding the lack of 
performance evaluations in the CNA employee files. BOM BB stated I heard it from the horse's mouth; 
performance evaluations were not done. BOM BB confirmed that performance reviews were important to 
ensure staff had the skills needed to complete their job duties.In an interview on 10/30/25 at 3:16pm, NHA A 
reported he was aware the CNA performance reviews had not been completed in the last 12 months. NHA A 
confirmed performance reviews were necessary in order to ensure staff have the necessary skills to care for 
residents.Review of a facility policy titled Nurse Aide Training Program with a reference date of 10/28/25 
revealed: .5. Additional training will be provided to each nurse aide based on any areas of weakness as 
determined in the nurse aide's performance reviews.education that is needed based on the performance 
appraisal will be completed within 90 days of the appraisal. Review of The Essentials Guide to Healthcare 
Performance Reviews, www.hrforhealth.com , 2024, revealed The benefits of healthcare performance 
reviews go beyond creating a better experience for your team.the most important (benefit) is performance 
reviews lead to improved performance.greater productivity and better overall experience for your patients.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide the appropriate treatment and services to a resident who displays or is diagnosed with dementia.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake number: 2640123Based on observation, interview, and record review the facility failed to 
develop and implement person centered dementia care interventions to address wandering, disorientation, 
and frustration for 1 (Resident #102) of 3 residents reviewed for dementia care, resulting in Resident #102 
experiencing ongoing wandering, emotional frustration, and stress.Findings include:Review of The Unmet 
Needs Model, [NAME]-[NAME] and [NAME] (1995), revealed that those with dementia develop problem 
behaviors from an imbalance in the interaction between life-long habits and personality, current physical and 
mental states and less than optimal environmental conditions.

Resident #102

Review of an admission Record revealed Resident #102 was originally admitted to the facility on [DATE] with 
pertinent diagnoses which included: vascular dementia with other behavioral disturbance (a type of brain 
disorder that causes cognitive decline due to damage to the blood vessels in the brain).

Review of a Minimum Data Set (MDS) assessment for Resident #102 with a reference date of 9/17/25, 
revealed a Brief Interview for Mental Status (BIMS) assessment score of 3/15, which indicated the resident 
was severely cognitively impaired. Section B revealed Resident #102 had unclear speech, was only 
sometimes able to understand or make self-understood and had highly impaired vision. Further review 
revealed Resident #102 displayed inattention, hallucinations (perceptual experiences in the absence of 
reality), delusions (misconceptions or beliefs contrary to reality), and behaviors that significantly interfere with 
the ability to participation in activities or social interactions.

Review of a Care Plan for Resident #102 with a reference date of 9/17/25 revealed the following 
focuses/goals/interventions: Focus #1.When (inaccurate nickname of Resident #102) displays aggression, a 
calm walk and conversation to de-escalate, offer the sensory room, use the sensory objects available to calm.
will continue to support his social needs as he tolerates. Focus #2 (added 10/15/25) Add to sensory group 
three days per week Goal: The resident will maintain involvement in cognitive stimulation, social activities as 
desired.Interventions: Introduce the resident to residents with similar background, interests and encourage 
interaction, Invite the resident to scheduled activities.POA (Power of Attorney) suggests following ideas for 
redirection: chocolate, outside activities, Pepsi, coffee, fidget blankets, Pop IT (sensory tool with rubber 
bubbles that pop), country music, western shows, use sensory room or low lighting for low stim if resident is 
escalating.Focus #3(initiated on 9/12/25): The resident has a behavior problem related to dementia with 
behaviors, Goal: The resident will have fewer episodes of behaviors.Interventions: Administer medications as 
ordered, Anticipate and meet the resident's needs.stop and talk to him as passing by.

Review of a Physician Order for Resident #102, with a reference date of 10/22/25 (40 days after the 
resident's admission) revealed Non-pharmacological Interventions attempted prior to medication 
administration, every shift using the following codes to document the intervention(s) used: 1=Repositioning, 
2=Dim light, 3=Hot/cold applications, 4=Relaxation techniques, 5=Distraction, 6=Music, 7=Massage. The 
interventions suggested by Resident #102's DPOA were not included.

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

Residents Affected - Few

Review of an Activity Attendance Log for Resident #102 with reference date range of 9/11-10/26/25 revealed 
Resident #102 attended Sensory Stimulation once during the 6-week period.

In an interview on 10/30/25 at 8:21am, activated Durable Power of Attorney (DPOA) EE reported no one at 
the facility asked her about interventions that alleviated Resident #102's stress responses. DPOA EE she 
noticed Resident #102 appeared increasingly stressed in the days following his admission, at which time she 
told staff members about interventions that help reduce Resident #102's agitation. DPOA EE reported she 
never saw staff members implement the interventions. DPOA EE reported Resident #102 had a history of 
trauma that included a physically and emotionally abusive spouse, and caregiver neglect prior to her 
becoming his DPOA. When queried about Resident #102's preferred name, DPOA EE confirmed the 
nickname in Resident #102's care plan was incorrect.

Review of a Trauma Screen for Resident #102 with a reference date of 9/12/25 revealed Life Event 
Questions: 6. Physical assault.Doesn't apply.13. Severe human suffering.Doesn't apply.a2. Interviewee: a. 
Resident.

In an interview on 10/27/25 at 12:57pm, Licensed Practical Nurse (LPN) U reported she cared for Resident 
#102 regularly. LPN U described Resident #102 as hard to handle, and that he could be very mean and 
scary. LPN U reported she was not sure what triggered Resident #102 when he became upset. When 
queried, LPN U denied receiving any dementia care training from the facility. LPN U reported she had 
learned from caring for him that Resident #102 liked to nap after breakfast and appeared to happier when 
able to do so. This preference was not noted in Resident #102's care plan.

In an interview on 10/30/25 at 1:13pm, Registered Nurse (RN) N reported she regularly cared for Resident 
#102 and although he was restless and agitated at times, she was able to apply dementia care techniques 
that reduced his stress responses. RN N reported she had a good relationship with Resident #102. RN N 
reported she observed some staff members had a lack of understanding of dementia, struggled to redirect 
Resident #102 and needed to have more patience when caring for him. RN N reported she felt the facility 
needed to provide additional dementia care training so staff would have the skills necessary to support each 
resident in attaining their best quality of life.

 Review of an Activity Initial Review for Resident #102 with a reference date of 9/16/25 revealed: PAST 
ACTIVITY INTERESTS: Family, reading, tv, movies, SPIRITUAL: Christian.Does the resident wish visits by 
clergy of choice: No. LIMITATIONS/SPECIAL NEEDS: 1. Activities should be modified to accommodate 
cognitive deficit.No, 2. Activities should be modified to address communication deficit.No,.4. Activities should 
be modified to address visual deficit.No.5. Assistance should be provided to get resident to the activity.No.

In an interview on 10/30/25 at 2:08pm, Activity Assistant (AA) DD reported she was the primary activity staff 
member for Resident #102's unit. AA DD reported Resident #102 could not answer questions about his 
leisure preferences and she was not told what he liked. When queried about Resident #102's psychosocial 
well-being, AA DD reported Resident #102 seemed like he was suffering with a lot of emotional pain but 
would calm down when offered gentle back rubs and reassurance. AA DD reported Resident #102 was very 
protective of his hands and was triggered if his hands were not handled gently. Back rubs and gentle 
handling of Resident #102's hands were not listed as interventions in Resident #102's care plan. AA DD 
reported she was aware of at least one staff member on the memory care unit who did not know how to 
effectively reduce Resident #102's stress responses.

(continued on next page)
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Residents Affected - Few

In an interview on 10/30/25 at 3:16pm, Nursing Home Administrator (NHA) A reported he felt the facility 
needed to implement a performance improvement plan to address the quality of Dementia Care provided at 
the facility.

Review of a Dementia Care policy with a reference date of 1/3/25 revealed Policy: It is the policy of this 
facility to provide the appropriate treatment and services to every resident who displays signs of, or is 
diagnosed with dementia, to meet his or her highest practicable physical, mental, and psychosocial 
well-being. Policy explanation.:The facility will assess, develop, and implement care plans through an 
interdisciplinary team approach that includes the resident, their family.Individualized, non-pharmacological 
approaches to care will be utilized, to include meaningful activities.Care and services will be person-centered 
and reflect each resident's individual goals while maximizing the resident's dignity.autonomy.choice.All staff 
will be trained on dementia and dementia care practices upon hire, annually, and as needed.

Observed

-10/21/25 at 8:12 AM, R102 eyes closed in bed. Soft touch call light clipped to fitted sheet at head of bed, out 
of sight and reach of resident. Resident was lying on his left side with both legs over the edge of the bed with 
feet touching the floor. No radio, books, or magazines available for the resident in room.

-10/21/25 at 10:05 AM, R102 eyes closed in bed, hands fidgeting with bed sheet. Resident was lying on his 
left side with both legs over the edge of the bed with feet touching the floor. No radio, books, or magazines 
available for the resident in room.

-10/21/25 at 3:20 PM, R102 was lying in the fetal position on his left side in bed with eyes closed. No radio, 
books, or magazines available for the resident in room. 

Interviews

-10/21/25 at 4:00 PM, Activities Director LL stated, There are three men on the locked dementia unit with no 
planned activities for men. There are no activities planned for the locked dementia unit after 3 PM for any 
residents. I understand the concerns with dementia activities on the locked unit, and I have the same ones.

-10/21/25 at 3:10 PM Certified Nursing Assistant (CNA) R stated, There are no activity aides after 3 PM on 
this unit, locked. It is hard for 2 CNAs and 1 nurse to care for dementia residents, especially in the evenings. 
After dinner, the CNAs must clean up trays, clean up and toilet residents, then it's time to get residents ready 
for bed. The nurse is doing medications and treatments. Some of the residents are two-person assist so then 
there is only the nurse, maybe in the hall or maybe in a resident room. Dementia residents get restless, 
especially in the evening hours. There is no organized activity for them on this unit. The way this unit is 
staffed, there is no good way to care for dementia residents, especially after dinner.

-10/22/25 at 8:36 AM, Guardian EE stated, I was told (R102) went to the hospital last week because he was 
uncontrollable. I have told staff when he first came there when he is asleep, he doesn't like to be woken up. 
When they check his brief at night it makes him upset.

(continued on next page)
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-10/22/25 at 3 PM, CNA T stated, (R102) does a lot of swinging when changing and undressing him. 
Yesterday, (10/21/25) another CNA and I were providing (R102) cares, change him, clean him up, make him 
comfortable. He was not with it. His eyes were closed. He did not admit that a month ago. He is not the only 
resident like that. There are residents that strike out. I just talk to him. It's all about how you approach him. 
He does not comprehend anything. Residents with dementia need extra attention and patience. They need 
activities they are interested in, and you can't expect them to sit still very often. (R102) just needs patience. 
He also likes to go for walks outside and around the unit. This locked unit is too small to really go for walks 
on and there is not enough staff to meet the needs of dementia resident.

-10/23/25 8:26 AM Guardian EE stated, I have not seen (R102) in a couple of weeks because of my 
schedule. When I was at the facility the last time, he was awake, talking to me, and was good. His ex-wife's 
name was [NAME]. I know there is a resident on the same unit named [NAME]. When I am visiting him and 
he hears the name [NAME] he becomes upset. His ex-wife was very mean and abusive to him. I told staff 
that the name [NAME] is a trigger for him and asked staff if they could not say that name loudly or near 
(R102). At the facility he came from, there was a group of younger female residents that were mean to 
(R102). They would pick on him and he would get mad. If they left him alone, he never had any problems. I 
don't think the staff at this facility listens to me when I tell them what triggers (R102).

-10/23/25 at 1:07 PM, Guardian EE stated, I told the staff it would take (R102) a couple of weeks to adjust to 
their facility. The other facility was bright, and he could go around in his wheelchair. He kept telling me it was 
too dark in this facility's unit.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are in 
accordance with accepted professional standards.

(continued on next page)
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake number: 2640123Based on observation, interview, and record review, the facility failed to 
maintain a complete and accurate medical record in 1 of 3 residents (Resident #102) reviewed for 
comprehensive/accurate medical records, resulting in inaccurate documentation and the potential for unmet 
needs.Findings include:Resident #102Review of an admission Record revealed Resident # 102 was 
originally admitted to the facility on [DATE] with pertinent diagnoses which included: vascular dementia with 
other behavioral disturbance(a type of brain disorder that causes cognitive decline due to damage to the 
blood vessels in the brain), adjustment disorder with mixed disturbance of emotions and 
conduct(maladaptive response to psychological stressor), and other sequalae of cerebral infarction (long 
term complications of a stroke).Review of a Minimum Data Set (MDS) assessment for Resident #102 with a 
reference date of 9/17/25, revealed a Brief Interview for Mental Status (BIMS) assessment score of 3/15, 
which indicated the resident was severely cognitively impaired. Further review revealed Resident #102 
displayed inattention, hallucinations (perceptual experiences in the absence of reality), delusions 
(misconceptions or beliefs contrary to reality), and behaviors that significantly interfere with the ability to 
participation in activities or social interactions.Review of a Care Plan for Resident #102 with a reference date 
of 9/17/25 revealed the following focus/goal/interventions: Focus #1.When (inaccurate nickname of Resident 
#102) displays aggression, a calm walk and conversation to de-escalate, offer the sensory room, use the 
sensory objects available to calm.will continue to support his social needs as he tolerates.In an interview on 
10/30/25 at 8:21am, Durable Power of Attorney (DPOA) EE reported Resident #102 could not participate in 
traditional leisure activities due to his cognitive deficits. DPOA EE reported she visited Resident #102 at the 
facility several times a week and never saw him participating in any activities. DPOA EE reported Resident 
#102 never went by the nickname listed in his care plan and addressing him by that name would only 
confuse him. DPOA EE reported she had no knowledge of Resident #102 participating in any kind of outing 
while at the facility and doing so would have required her permission.In an interview on 10/30/25 at 2:08pm, 
Activity Assistant (AA) DD reported Resident #102 could not participate in group activities.In an interview on 
10/30/25 at 1:13pm, Registered Nurse (RN) N reported she cared for Resident #102 several times per week, 
and the resident almost never participated in any type of group activity.Review of an Activity Attendance 
Record for Resident #102 revealed the resident was documented as having attended bingo, movies, a party, 
a word game group, religious activities, roll and stroll, and outings. The Activity Attendance Record reflected 
that Resident #102 participated in a group discussion, worked a jigsaw puzzle and was active in a 1:1 
(activity in which the resident had a staff member assigned only to him) on 10/26/25.Review of a Nursing 
Note with a reference date of 10/24/25 at 3:26pm revealed Resident #102 was discharged to an acute care 
setting at this time and did not return to the facility.In an interview on 10/30/25 at 2:34pm, Activity Director 
(AD) CC reported she expected activity staff to document residents self-propelling their wheelchairs or 
looking out the window as self-guided leisure activities. When further queried, AD CC confirmed the act of 
moving oneself or looking out a window did not meet the definition of a leisure activity. AD CC reported the 
facility did not offer community outings, but Resident #102 was documented as attending 2 outings. AD CC 
confirmed Resident #102 was discharged on 10/24/25 but his activity record reflected he actively participated 
in several activities on 10/26/25. AD CC reported AA DD had difficulty accurately documenting activity 
attendance for residents and likely entered the information in error.According to [NAME], [NAME] A.; 
[NAME], [NAME] Griffin; Stockert, [NAME]; Hall, [NAME]. Fundamentals of Nursing.High-quality 
documentation is necessary to enhance efficient, individualized patient care. Quality documentation has five 
important characteristics: it is factual, accurate, complete, current, and organized . Accessed from: Kindle 
Locations 24106-24108). Elsevier Health Sciences. Kindle Edition.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Have a  plan that describes the process for conducting QAPI and QAA activities.

Based on interview and record review, the facility failed to ensure the quality assurance and performance 
improvement (QAPI) program identified and corrected quality deficiencies, resulting in decreased quality of 
care.Findings include:Review of a Quality Assurance and Performance Improvement(QAPI) policy with a 
reference date of 6/2025 revealed Policy: It is the policy of this facility to develop, implement, and maintain 
an effective, comprehensive, data-driven QAPI program that focuses on indicators of the outcomes of care 
and quality of life and addresses all the care and unique services the facility provides.Policy Explanation and 
Compliance Guidelines: The QAPI program includes.a written QAPI Plan. The QAA (Quality Assessment 
and Assurance) Committee shall. consist of a minimum of.The Medical Director/designee.implement 
appropriate plans of action to correct identified quality deficiencies.regularly review and analyze data.At a 
minimum, the QAPI program will: address all systems of care and management practices.Considerations 
include, but are not limited to: Certain classes of medications, such as antipsychotics, which could identify 
trends.In an interview on 10/30/25 at 8:21am, Durable Power of Attorney (DPOA) EE reported she did not 
feel the facility provided Resident #102 with individualized dementia care even though she had provided the 
facility with interventions that helped reduce the resident's stress responses. DPOA EE reported the facility 
had recently added several psychotropic medications to Resident #102's medication list and she felt this 
could have been avoided if the staff had provided individualized care.In an interview on 10/30/25 at 12:57pm, 
Registered Nurse (RN) N reported she worked on the dementia care unit where Resident #102 resided and 
had observed that some staff members did not know how to provide interventions to reduce the resident's 
stress responses. RN N reported she mentioned her concerns to a member of the management team, but 
that staff member was no longer employed at the facility, and the facility had not taken action.In an interview 
on 10/27/25 at 12:57pm, Licensed Practical Nurse (LPN) U reported she cared for Resident #102 regularly. 
LPN U described Resident #102 as hard to handle, and that he could be very mean and scary. LPN U 
reported she was not sure what triggered Resident #102 when he became upset.In an interview on 10/29/25 
at 1:40pm, former Social Worker (SW) H reported the QAPI committee did not review or analyze data or 
develop a plan of action when areas of concern were identified, including the quality of care and the activities 
program in the dementia care unit.In an interview on 10/30/25 at 1:14pm, Nursing Home Administrator (NHA) 
A reported he was the QAPI Coordinator for the facility, but he limited records of any ongoing data the QAPI 
committee reviewed and analyzed.In an email with a reference date of 10/29/25 at 2:31pm, Nursing Home 
Administrator (NHA) A asked if the QAPI plan was the same as the QAPI policy he had already provided to 
this writer.Review of a document labeled QAPI Plan provided by NHA A on 10/29/25 at 3:02pm, with a 
reference date of 2024, revealed Introduction The QAPI Plan of (name of facility was blank) .Vision.no 
information provided, Mission.no information provided, Purpose.no information provided, Guiding Principles.
no information provided. In an interview on 10/30/25 at 3:16pm, Nursing Home Administrator (NHA) A 
reported the facility had a large turnover in within the management team since April 2025 and as a result 
QAPI had not been running smoothly. When queried regarding data the QAPI committee routinely analyzed 
to ensure quality care, NHA A stated the necessary reports were not being generated due to the 
management staff turnover, including monitoring of the use of psychotropic medications. NHA A reported 
concerns related to the quality of care in the dementia unit had been discussed but a PIP had not been 
developed. NHA A then stated, We need to do a PIP on Dementia Care. NHA A reported the facility was not 
aware of any non-compliance related to the use of psychotropic medications until the survey that ended on 
10/30/25. NHA A reported the committee was aware of deficient practice related to staff performance 
evaluations and staff training, but a Performance Improvement Plan (PIP) had not been implemented.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Have the Quality Assessment and Assurance group have the required members and meet at least quarterly

Based on interview and record review the facility failed to ensure the medical director or their designee 
attended Quality Assurance and Performance Improvement (QAPI) meetings at least quarterly, resulting in 
the potential for the decline in overall medical care provided and decreased oversight of the implementation 
of resident care throughout the facility.Findings include:Review of the facility's QAPI committee sign-in 
sheets revealed neither the medical director nor their designee physically or virtually attended a committee 
meeting from April-August 2025. In an interview on 10/30/25 at 3:16pm, Nursing Home Administrator (NHA) 
A reported the facility had a large turnover in within the management team since April 2025 and as a result 
QAPI had not been running smoothly. NHA A reported the facility also changed Medical Directors in April 
and the former Medical Director did not attend QAPI as required. NHA A reported the new Medical Director 
was agreeable to attending but needed to have it scheduled in advance and that initially lead to them not 
attending the meeting as required.Review of the facility's policy Quality Assurance Performance 
Improvement (QAPI) with a reference date of 6/2025 revealed Policy: It is the policy of this facility to develop, 
implement, and maintain an effective, comprehensive, data-driven QAPI program that focuses on indicators 
of the outcomes of care and quality of life and addresses all the care and unique services the facility 
provides. Policy Explanation and Compliance Guidelines.2. The QAA (Quality Assessment and Assurance) 
Committee shall be interdisciplinary and shall: a. Consist of a minimum of.ii. The Medical Director or his/her 
designee, b. Meet at least quarterly.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Develop, implement, and/or maintain an effective training program for all new and existing staff members.

Based on interview and record review the facility failed to maintain an effective training program which 
included training in resident rights, quality assurance, infection control, compliance and ethics, and 
communication for all existing employees, resulting in the potential for decreased resident safety for all 
residents who resided in the facility.Findings include:In an interview on 10/30/25 at 12:47pm, Director of 
Nursing (DON) B reported the facility used a computer-based training platform for staff training for a portion 
of the year but after the facility opted to stop using the platform/paying for the service, it was no longer able 
to access record of any training the staff had completed. DON B reported there was no current staff training 
program in place.In an interview on 10/30/25 at 1:14pm, DON B reported any training the staff completed 
would be recorded in their employee file.Review of employee files for CNA T, X and KK revealed no training 
related to the QAPI program, Infection Control, Compliance and Ethics, Communication or Resident Rights in 
the last 12 months.In an interview on 10/30/25 at 3:16pm, Nursing Home Administrator (NHA) A reported the 
facility had not been tracking staff training and was aware some staff training requirements had not been 
met. NHA A reported there was no Performance Improvement Plan in place to correct the lack of annual staff 
training.Review of a Facility Assessment with a reference date of 8/1/25 revealed Training Program 
Evaluation Our facility's training program includes .ongoing training for.existing staff.consistent with their 
expected roles. We complete an educational needs assessment and develop a curriculum and training plan 
based on staff need and resident characteristics. The content at a minimum includes Effective 
communication, Resident rights.Infection Control.QAPI (Quality Assurance and Performance Improvement), 
Compliance and ethics.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Ensure nurse aides have the skills they need to care for residents, and give nurse aides education in 
dementia care and abuse prevention.

Based on interview and record review, the facility failed to implement an effective in-service training program 
for nurse aides that supported mandatory nurse aide attendance, tracked participation, and ensured 
continuing competence for 3 Certified Nurse Aides (identified as CNAs T, X, and KK) of 3 CNAs whose 
in-service training files were reviewed, resulting in the potential for unmet resident care needs. Findings 
include:Review of a Nurse Aide Training Program policy with a reference date of 10/28/25 revealed Policy: 
The facility maintains an appropriate and effective nurse aide in-service training program for the purpose of 
ensuring the continuing competence of nurse aides. In an email on 10/29/25 at 3:28pm, documentation of 
Certified Nursing Assistant (CNA) in-service training for the last 12 months was requested for CNA T, X and 
KK.In an interview on 10/30/25 at 12:47pm, Director of Nursing (DON) B reported the facility had been 
without a staff educator and she was trying to cover the responsibilities of that role. DON B reported she was 
working on developing a staff training plan and had not put trainings in place at this time. DON B reported the 
facility previously used a computer-based system for staff training but was no longer using that platform for 
training and could not access any staff training records.In an interview on 10/30/25 at 12:51pm, Business 
Office Manager (BOM) BB reported it was her responsibility to maintain each staff member's personnel file. 
BOM BB confirmed the documentation present in the personnel files for CNAs T, X and KK did not reflect the 
required 12 hours of annual training.In an interview on 10/30/25 at 3:16pm, Nursing Home Administrator 
(NHA) A reported he was aware the facility was not in compliance with providing CNAs 12 hours of training 
per year. When further queried, NHA A reported the facility did not currently have a staff training plan.Review 
of The Importance of Continuing Education Credits in Healthcare, www.leaderstat.com, 2024, revealed: 
According to The Institute For Health Care Improvement, CE (continuing education) is a vehicle for 
spreading best practices and how to improve patient outcomes.
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