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Note: The nursing home is 
disputing this citation.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Citation 
related to intake #2575541Based on interview and record review, the facility failed to prevent physical abuse 
and neglect for two residents (R4, R6) of three residents reviewed for abuse, resulting in emergency 
hospitalization, injury and fearfulness. Findings include: Resident #4 (R4)Review of an admission Record 
revealed R4 was a [AGE] year-old male, originally admitted to the facility on [DATE], with pertinent 
diagnoses of dementia, Parkinson's disease, and type 2 diabetes. Review of a Brief Interview for Mental 
Status (BIMS) dated 7-25-25, reflected a score of 0 out of 15 which indicated severe cognitive impairment. 
Review of a VA (veteran's administration) admission report, faxed to the facility and stamped as received on 
7-09-25, revealed the following information regarding R4: (a) veteran (R4) with recent noted appetite and oral 
intake decrease, (b) wife/caregiver had been offering and feeding R4 with nutritional supplements but there 
had been a 10-15 pound weight loss in past 6 months, (c) type 2 diabetes assessment-blood sugars are well 
controlled .VA pharmacy discontinued his insulin in March 2025 and will continue on Metformin 1000 mg 
(milligrams) twice daily .if blood sugars are consistently elevated above 200, pharmacy has recommended 
restarting insulin.Review of a Blood Sugar Summary for R4 revealed that blood sugars were not checked by 
the facility from time of admission on [DATE] to the time of hospitalization on 7-27-25.Review of a Nursing 
Note for R4 dated 7-18-25 revealed .(R4) arrived at facility via car from home accompanied by wife, walked 
onto unit using a walker, unsteady gait, no skin concerns noted, and able to handle hot liquids.Review of a 
Nursing Note for R4 dated 7-19-25 at 8:34 AM reflected .(R4) alert to self, accepts meds crushed, 
respirations even/unlabored, breath sounds diminished, no edema noted, vital signs stable, ambulates with 
one person assist and four wheeled-walker, allows staff to assist him.Review of a 'Nursing Note for R4 dated 
7-19-25 at 10:23 AM reflected .alert and oriented to self, has difficulty making needs known, no signs or 
symptoms of pain, lung sounds clear on room air, ambulates with one assist and four wheeled-walker with 
shuffling gait, able to feed self finger foods.Review of a Nursing Note for R4 dated 7-19-25 at 7:00 PM 
reflected .alert and oriented to self with confusion, lung sounds clear, no edema (swelling) noted, skin warm 
and dry, maximum assist needed with ADL's (activities of daily living), requires assist with meals, ambulates 
with walker and assist, requires assist with meal, is pocketing food and not swallowing well.Review of a 
Nursing Note for R4 dated 7-19-25 at midnight revealed .alert and oriented to self, respirations even and 
unlabored, no edema, ambulates with walker and assist.Review of a Nursing Note for R4 dated 7-20-25 at 
9:50 AM reflected .alert and oriented to self, confusion, lung sounds clear on room air, no edema, transfers 
and ambulates with four-wheel walker and one assist, pocketing food and putting too much in his mouth. 
During an interview on 8-11-25 at 2:00 PM, Family Member W stated that she spoke to R4 on the phone the 
evening of 7-20-25 and he sounded pretty good and like himself.Review of a Nursing Note for R4 dated 
7-21-25 at 6:04 PM revealed .resident noted to be pocketing food, cognition is poor and not following simple 
directions, Speech Therapy screen placed. This was the only nursing progress note documented on 7-21-25. 
Review of a Physician Note for R4 dated 7-22-25 revealed the following: (a) required long term care due to 
dementia, Parkinson's disease, heart disease, and diabetes, (b) currently ambulatory with assist, (c) exam is 
positive for trouble swallowing, weakness, and confusion.Review of the EHR (electronic health record) for R4 
reflected that no Nursing Note (s) were documented for a face-to-face nursing assessment on 7-22-25. 
Review of the EHR for R4 reflected that no Nursing Note (s) were documented for a face-to-face nursing 
assessment on 7-23-25. Review of a Nursing Note for R4 dated 7-24-25 at 3:04 AM reflected .resident is 
alert to self, accepts meds crushed in pudding, poor appetite, resting in bed at this time. This was the only 
nursing progress note documented on 7-24-25 regarding the overall well-being and assessment of R4. 
Review of the EHR for R4 reflected that no Nursing Note (s) were documented for a face-to-face nursing 
assessment on 7-25-25.Review of an Occupational Therapy (OT) Evaluation for R4 dated 7-25-25 indicated 
the reason for the referral was staff reported that on 7-23-25 and 7-24-25 the resident had difficulty holding 
up his head and/or was bent over in half forward or leaning position. During an interview on 8-11-25 at 2:25 
PM, Family Member V stated that the Wednesday before (R4) went to the hospital (7-23-25) something was 
wrong, and I told staff that he wasn't himself and that something was different. FM V indicated that nursing 
staff told her that he (R4) is giving up and this is how the end of life looks. FM wife stated that this was very 
upsetting to her and that it felt like staff were making excuses, so they didn't have to figure out what 
happened and why he (R4) was so much worse. Review of a Nursing Note for R4 dated 7-26-25 at 12:30 AM 
noted .family here at beginning of shift and assisted resident with fluids and supplements, resident did take 
medications with much encouragement, resident is non-verbal. Review of a Nursing Note for R4 dated 
7-26-25 at 2:53 PM reflected .resident is not responding appropriately with staff and is difficult to arouse, 
declined meals this day. Further review of the EHR revealed that vital signs were not assessed and 
documented for R4 on 7-26-25, nor did the documentation reflect that the physician was made aware of the 
change in condition. During an interview on 8-11-25 at 2:25 PM, Family Member V stated that she was at the 
facility and spoke with nursing the evening of 7-26-25 and asked if they were able to provide IV therapy 
(intravenous fluids). Nursing told her that because R4 is at the end of life and is not doing well, it would be 
very difficult on his body to have him sent to the Emergency Room. I was disgusted with them about this.
Review of a Nursing Note for R4 dated 7-27-25 at 12:10 AM reflected .resident received night-time care and 
repositioned by staff, no signs or symptoms of respiratory distress noted at that time, resting comfortably. 
The note did not include any assessment of R4's alertness, orientation, ability to open his eyes or respond to 
staff. Review of a Nursing Note for R4 dated 7-27-25 at 1:47 AM reflected .resident is not opening his eyes 
or responding to staff interactions. No additional assessment information was documentedReview of a 
Nursing Note for R4 dated 7-27-25 at 2:39 AM indicated .at 2:10 AM nursing went into resident's room after 
bed check as staff stated resident felt warm. Vital signs taken: blood pressure 82/47, pulse 113, respirations 
24, oxygen saturation 90%, and temperature 99.3. Phoned (responsible party) and advised that we would be 
sending R4 to the Emergency Department. Review of an Emergency Medical Response (EMR) run report 
revealed the following: (a) EMS was dispatched priority 1 with lights and sirens and was at R4's bedside at 
2:27 AM, (b) primary symptom-altered mental status, provider's secondary impression-sepsis, (c) initial blood 
pressure 60/34, heart rate 115, oxygen saturation 81% with a non-rebreather mask placed by the facility, 
temperature 103.1, and respirations 30 and labored, (d) R4 was unresponsive, (e) EMS switched R4 to 
oxygen via nasal cannula and oxygen saturation immediately improved to 98%, (f) (R4) was not conscious, 
did not respond to sternal rub or follow commands, was very hot to the touch, and (g) staff indicated that (R4) 
has been declining over the past day or two. Review of the complaint #2575541 received by the State 
Agency and submitted by paramedic U for R4 reiterated the findings noted above in the EMR run report and 
added .patient was placed on a NRB (non-rebreather) oxygen mask which was improperly being used and 
was causing harm to the patient. Key findings of sepsis were noted, and this was not a sudden medical 
issue. Review of emergency room Provider Notes dated 7-27-25 at 2:46 AM reflected the following regarding 
R4: (a) per nursing facility report (R4) had been less responsive for the past two days, (b) patient was 
emergently intubated (a tube was placed to breath for him), (c) was ill-appearing, diaphoretic (sweating), had 
very dry oral mucosa, (d) blood sugar was 1,165 (one thousand one hundred and sixty five), (e) was in renal 
(kidney) failure, (e) had severe dehydration, and (g) was admitted to the ICU (intensive care unit) in critical 
condition. Resident #6 (R6) and Resident #1 (R1)Review of an admission Record revealed R6 was an [AGE] 
year-old-female, last re-admitted to the facility on [DATE]. Review of a BIMS dated 7-22-25 revealed a score 
of 11 out of 15 which indicated some cognitive impairment. Review of an admission Record revealed R1 was 
an [AGE] year-old-female, originally admitted to the facility on [DATE] with pertinent diagnoses of severe 
dementia with behavioral disturbances, anxiety, and history of a stroke. Review of a Nursing Note for R1 
dated 7-17-25 indicated the resident wandered the unit and was exit seeking. Review of a Nursing Note for 
R1 dated 7-18-25 reflected that the resident appeared restless and anxious, wandered on the unit going into 
other resident's room, not easily redirected, argumentative with staff, began to follow another female resident 
around the unit.Review of Nursing Notes for R1 dated 7-21-25 reflected that the resident was actively exit 
seeking, going into other resident's room, going through their belongings in closet and dresser drawers, 
difficult to redirect, argumentative with staff, yelling profanity at staff and roommate, difficult to redirect the 
majority of the day, slapped the nurse when R1 was noted to be wearing her roommates pants. Review of a 
Nursing Note for R1 dated 7-22-25 reflected that the resident appeared restless and anxious, going into 
other resident's rooms, exit seeking, followed another female resident around the unit and when nursing 
intervened, R1 attempted to hit the nurse, and continued to wander into other resident's rooms as they were 
receiving bedtime care and yelled at staff when asked to leave the room. Review of a Nursing Note for R1 
dated 7-23-25 revealed that the resident was arguing with her roommate, yelling, and tried to slap staff.
Review of a Nursing Note for R1 dated 7-26-25 revealed the resident was often found in other resident's 
rooms, going through closets and drawers and taking items of clothing back to her room and was easily 
angered when staff attempted to redirect her. R1 was also yelling and confrontational with other residents.
Review of a Nursing Note for R1 dated 7-27-25 reflected the resident attempted to push other residents 
around the unit in their wheelchairs and attempted to remove another resident out of a chair in the common 
area. Review of a Nursing Note for R1 dated 7-28-25 revealed the resident was taking other resident's 
belongings and angry when staff attempted to retrieve the items, arguing with other residents that asked her 
to leave them alone, pushing other resident's in their wheelchairs, fidgeting with other residents, combative 
and verbally and physically aggressive to staff, punched a nurse in the chest when removed from a male 
residents' room, and nurse redirected (R1) multiple times, and each time R1 continued to attempt to push the 
other female residents in wheelchairs. Review of a Nursing Note for R1 dated 7-29-25 reflected that the 
resident walked by a staff member and hit her in the face for no reason.Review of a Nursing Note for R1 
dated 8-01-25 revealed that R1 was trying to push another female resident in a wheelchair, a staff person 
intervened and R1 attempted to hit the staff person but hit the female resident instead. Review of a Nursing 
Note for R1 dated 8-02-25 indicated that the resident was physically aggressive when pushing other 
residents in their wheelchairs, upsetting them. Review of a Nursing Note for R1 dated 8-03-25 revealed that 
R1 hit multiple staff members, grabbed at staff arms and wrists, pushed a male resident who was sleeping in 
a chair, and had no boundaries with other residents by getting directly in other residents faces to speak to 
them or yell at them. Review of a Nursing Note for R1 dated 8-05-25 reflected that R1 hit a staff person in the 
face causing the staff's glasses to cut their face. Review of a Nursing Note for R1 dated 8-09-25 indicated 
that R1 was pushing a resident around the unit in a wheelchair and when staff intervened, R1 started 
swinging at staff, touching other residents when they did not want to be touched, easily angered, slapped a 
staff person, and was in and out of other residents rooms most of the day. Review of a Nursing Note for R1 
dated 8-10-25 at 8:30 PM revealed that R1 attempted to push other residents in their wheelchairs in the 
common area. R6 told R1 to leave them alone. R1 went over to R6 and punched her in the mouth. Review of 
a Facility Reported Incident (FRI) dated 8-11-25 reflected .(R1) was witnessed unprovoked making a fist with 
her right hand and making contact with a closed fist to R6. During an interview on 8-11-25 at 8:30 AM, R6 
stated that the night before last (8-10-25) R1 was bothering other residents so I told her to stop. She came 
over and punched me in the mouth and split her lip. R6 stated that it hurt, it was bleeding, and that she is still 
afraid of R1. That lady (R1) is so mean and awful, she shouldn't be here. Review of a Behavior Note for R6, 
dated 8-11-25 at 10:00 AM revealed . (R6) became tearful with nurse and CNA this morning and stated that 
she was afraid of R1 and that she did not want to come out of her room today. During an interview on 
8-11-25 at 12:56 PM, CNA (certified nurse aide) M was standing in R1's room and when asked, stated that 
he was called in to provide 1:1 for R1. During an interview on 8-11-25 at 2:10 PM, CNA R stated that R1 had 
not been placed on 1:1 supervision prior to today.On 8-11-25, a review of Care Plans for R1 did not show 
any interventions put into place by the facility to ensure that other residents are safe from abuse.
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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2581979 and #2585133Based on interview and record review, the facility failed to report 
an allegation of sexual abuse that involved two of two resident's (Resident #1 and Resident #2). 
Findings:Resident #1 (R1)Review of an admission Record revealed R1 was an [AGE] year-old female, 
admitted to the facility on [DATE] with pertinent diagnosis of severe dementia. Resident #2 (R2)Review of an 
admission Record revealed R2 was an [AGE] year-old-male, last admitted to the facility on [DATE] with 
pertinent diagnosis of dementia. Review of a Brief Interview for Mental Status (BIMS), dated 6-05-25, 
revealed a score of 3 out of 15 for R2, that indicated severe cognitive impairment. Review of a Nursing 
Progress Note for R1, dated 8-05-25, reflected the following: Resident (R1) was found in her room with male 
resident by CNA (certified nurse aide). When CNA walked in the resident (R1) was pulling her pants up and 
the male resident (R2) was laying in the roommate's bed completely naked and with feces .CNA then 
reported that the male resident (R2) was fully erect (penile erection) when found in the roommate's bed. 
Floor nurse manager (Clinical Care Coordinator/Registered Nurse B) came into the facility to do skin 
assessments and documentation on both female (R1) and male (R2) resident. Floor nurse manager 
(CCC/RN B) reported no skin issues were found, and no signs of sexual intercourse were found. During an 
interview on 8-13-25 at 11:00 AM, CNA D reported the following information regarding the above incident 
between R1 and R2 on 8-05-25: CNA D walked into R1's room and found R1 at the foot of the bed pulling 
her pants up and R2 laying in a bed naked, under a sheet, and R2 had an erection. CNA D separated R1 
and R2. CNA D asked R2 what had happened. R2 did not seem like his usual self, looked flustered and 
upset, and just kept saying I don't know when asked about the details of the interaction with R1. CNA D 
reported the information to the floor nurse. During an interview on 8-13-25 at 11:50 AM, CCC/RN B 
conveyed the following information regarding the above incident between R1 and R2 on 8-05-25: (a) 
received a telephone call from the floor nurse about the matter and went to the facility to assess the situation, 
(b) stated that neither resident had any skin issues identified (no bruising, no blood, no discharge (vaginal or 
penile) and no signs of sexual intercourse were found, and (c) stated that she could not tell if there had been 
oral sex or fondling involved. CCC/RN B also indicated that she did not report the incident to the abuse 
coordinator. During an interview on 8-13-25 at 12:10 PM, the Nursing Home Administrator/Abuse 
Coordinator (NHA/AC) indicated that she was not made aware of the incident between R1 and R2 the 
evening of 8-05-25 until the next morning (8-06-25) at stand up (a daily morning meeting where team heads 
meet to discuss any concerns and new changes). The NHA/AC became aware by reading the progress note 
submitted by CCC/RB B and stated that there was nothing in the progress note that lead her to believe there 
was a possible sexual interaction between R1 and R2. The NHA/AC stated that she had received a phone 
call later in the afternoon of 8-06-25, from a concerned staff person, Registered Nurse (RN) S who reported 
hearing that something had occurred between R1 and R2 the evening before (8-05-25) that included (a) a 
male resident was found naked in a female room, (b) the male resident had an erection and his foreskin was 
pulled back, and (c) that families had not been notified. The NHA/AC stated that the alleged incident was not 
reported to the State Agency. During an interview on 8-13-25 at 12:46 PM, RN S stated that she contacted 
the NHA/AC on the afternoon of 8-06-15 just after hearing some of the information about the interaction 
between R1 and R2 the evening of 8-05-25. RN S indicated that the information she heard made her very 
uneasy, was concerned that a sexual encounter may have occurred, knew that neither resident could 
consent due to significant cognitive impairment, and wanted to make sure that the NHA/AC had been given 
all available information. Review of the State Operations Manual SOM reflected the following definition of an 
Alleged Violation: a situation or occurrence that is observed or reported by staff .but has not yet been 
investigated and, if verified, could be noncompliance with Federal requirements related to abuse.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Note: The nursing home is 
disputing this citation.

Ensure services provided by the nursing facility meet professional standards of quality.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to assess for physician ordered parameters during medication 
administration for one of three residents (Resident #7), reviewed for professional standards. 
Findings:Resident #7 (R7)Review of an admission Record revealed R7 was an [AGE] year-old male, 
originally admitted to the facility on [DATE], with pertinent diagnoses of dementia, high blood pressure, type 
2 diabetes, and chronic kidney disease stage 3. A Brief Interview for Mental Status (BIMS) completed 
7-29-25 revealed a score of 11 out of 15 that reflected moderate cognitive impairment. Review of a physician 
order summary for R7 revealed an order for Metoprolol 25 MG (milligrams) 1/2 tab in the morning for high 
blood pressure. HOLD if SBP (systolic blood pressure) if less than 110 and pulse is less than 60. Review of 
an Electronic Medication Administration Record (Emar) for R7, dated July 2025, revealed R7 received the 
blood pressure medication Metoprolol, from 7-23-25 to 7-31-25, six times without blood pressure monitoring 
before administration of the medication. On 7-30-25, R7's blood pressure was assessed in the morning, was 
found to be 97/61, below the parameters to administer the medication, and R7 was still administered the 
Metoprolol.Review of an Emar for R7, dated August 2025, revealed R7 received Metoprolol, from 8-1-25 to 
8-13-25, twelve times without blood pressure monitoring before the administration of the medication. During 
an interview on 8-13-25 at 9:45 AM, the Director of Nursing (DON) could not locate blood pressures for R7 
on every morning that the medication Metoprolol was administered to the resident. The DON indicated that 
nurses were expected to follow physician orders with each medication administration. Review of the facility 
policy General Procedures for All Medications reflected .Nursing will administer medications in a safe and 
effective manner .(J) obtain and record any vital signs as necessary prior to medication administration.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation is 
related to intake #2585133Based on observation, interview, and record review, the facility failed to accurately 
assess, document, and initiate treatment for one of three residents (Resident #7) reviewed for pressure 
ulcers, resulting in the worsening of a coccyx wound. Findings:Resident #7 (R7)Review of an admission 
Record revealed R7 was an [AGE] year-old male, originally admitted to the facility on [DATE], with pertinent 
diagnoses of dementia, high blood pressure, type 2 diabetes, and chronic kidney disease stage 3. A Brief 
Interview for Mental Status (BIMS) completed 7-29-25 revealed a score of 11 out of 15 that reflected 
moderate cognitive impairment. Review of a Nx-admission Assess (nursing admission assessment) section 
C. skin integrity, for R7 and dated 7-22-25, reflected the following: R7 had four documented skin wounds at 
the time of admission (a) a stage 1 pressure injury to the coccyx, (b) bruising to the left elbow, (c) pressure 
injuries to the left toes, and (d) pressure injuries to the right toes. Per the assessment tool in the document, a 
stage 1 pressure wound involves intact skin with non-blanchable redness of an area. The nursing admission 
assessment did not indicate the stage of the pressure injuries to either the right or the left toes, nor were any 
measurements documented regarding the skin impairments. Review of an Electronic Treatment 
Administration Record (Etar) for R7, dated July 2025, revealed the facility did not have a treatment order in 
place for the stage 1 pressure injury to the coccyx. Review of a Physician Progress Note for R7, dated 
7-24-25, reflected the purpose of the exam was for admission and H&P (history and physical). The physician 
documented .Skin: negative for rash and wound. The physician progress note did not contain any information 
about the stage 1 coccyx pressure injury noted at admission, nor any of the pressure injuries to the toes on 
both feet. Review of Nursing Progress Notes and Skin/Wound Assessments for R7, dated 7-22-23 to 
7-31-25, revealed no skin documentation that demonstrated assessment and monitoring of the stage 1 
coccyx pressure wound that was identified at admission. Review of a Nursing Progress Note for R7, dated 
8-01-25 reflected .resident with history of skin breakdown on buttocks/coccyx in past with scarring noted .
MASD (moisture associated skin damage) to coccyx and bilateral buttocks. Order to apply Desitin every shift 
and monitor weekly for effectiveness. Review of a Skin/Wound assessment for R7, dated 8-06-25, reflected 
that one new wound was identified by nursing on that day. Review of Nursing Progress Notes revealed that 
no additional information regarding the new wound was documented in the residents' health record, 
(location, size, drainage, color of wound and surrounding areas, odor, etc).During an observation on 8-13-25 
at 10:10 AM, Registered Nurse (RN) T provided skin/wound care to R7. An open area and probable stage 2 
pressure injury was identified just to the right of the anus. RN T did not take any measurements of the 
identified open wound. During an interview on 8-13-25 at 10:22 AM, R7 was asked if staff provide 
wound/skin care every shift as ordered on 08-01-25 and R7 responded, not to me they don't.
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