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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure hot water at fixtures accessible to 
residents located in resident rooms on the 200 hall is maintained between the regulatory temperature range 
of 105 degrees Fahrenheit (F) and 120 degrees F. The deficient practice had the potential to affect 44 
residents residing on 200 hall. The census was 175. Review of the facility's water temperature regulation for 
residential programs policy, revised 1/29/13, showed:-The comfort and preferences of the individual are 
balanced with the abilities and safety of the individual. This is outlined in the individual's plan;-1. The ability 
and safety risk of everyone receiving residential services related to management of water temperatures 
should be documented in the individual's plan;-The considerations to screen and document for safe 
management of water temperatures would include, but not be limited to: -a. Physical ability to manipulate 
faucets/ handles to control the mixture of hot and cold water from the source; -b. Physical ability to remove 
oneself from water temperature source or to communicate the need to be removed; -c. Cognitive ability to 
recognize changes in water temperatures, know what to do to change the water temperature as it comes out 
of the faucet, and/or communicate the need for help; -d. Physical or health issues that result in changes in 
sensation or ability to feel sensations, such as diabetic or other neuropathy, peripheral vascular disease, 
conditions that may cause thickening of the skin, etc., and; -e. Use of medications that may change the 
ability to feel sensations in or that may make skin more sensitive to changes in temperature or burning;-2. 
The necessary strategies, equipment and/or supervision to assure safety for water temperature regulation is 
to be outlined in the individual's personal plan;-3. Each agency supporting individuals in residential services 
should have a policy, procedure, or guideline related to management of water temperatures, including 
periodic measurement and documentation of temperature measurements;-4. In situations in which 
individuals do not have the abilities to regulate water temperatures or have a physical or health condition that 
makes self-regulation unsafe, water temperatures are not to exceed 120 degrees Fahrenheit at the point of 
use. 1.During an interview on 8/13/25 at 1:56 P.M., Resident #1 said the hot water has been cold for the last 
two weeks. The resident said when the Certified Nurse Aides (CNAs) need hot water to give him/her bed 
baths or to wash his/her face, they must go to a different room to get hot water because there is not hot 
water in his/her room. Observation on 8/14/25 at 9:50 A.M., showed the water temperature in his/her room 
measured 99.5 degrees F when tested with a digital thermometer for two minutes. 2. During an interview on 
8/14/25 at 10:01 A.M., Resident #16 said the water is not hot it is cool, and he/she would prefer if the water 
was warm to wash his/her face. Observation on 8/14/25 at 10:05 A.M., showed the water temperature 
measured 89.4 degrees F when tested with a digital thermometer for two minutes. During an interview on 
8/14/25 at 10:07 A.M., Resident #11 said the hot water is too cold sometimes. During an interview on 8/15/25 
at 9:58 A.M., Resident #11 said it takes a long while for water to warm up, it must run awhile. The resident 
also said it's been this way for several weeks. When asked if the water was too cold to shower with or 
perform personal hygiene, and the resident nodded in agreement. 3. Observation on 8/14/25 at 10:10 A.M., 
showed the hot water temperature in room [ROOM NUMBER] measured 97.1 degrees F when tested with a 
digital thermometer for two minutes. 4. During an interview on 8/14/25 at 10:11 A.M., Resident #15 said there 
is a problem with the hot water in the room not being hot. He/She said since there is no hot water so he/she 
doesn't use it. Observation on 8/14/25 at 10:15 A.M., showed the water temperature measured 92.1 degrees 
F when tested with a digital thermometer for two minutes. 5. Observation on 8/14/25 at 10:19 A.M., showed 
the hot water temperature in room [ROOM NUMBER] measured 94.2 degrees F when tested with a digital 
thermometer for two minutes. 6. During an interview on 8/14/25 at 10:07 A.M., Resident #2 said he/she 
washes his/her hands every time after he/she uses the bathroom. He/She said every time he/she turns on 
the hot water, there is no hot water in his/her room. Observation on 8/14/25 at 10:23 A.M., showed the water 
temperature measured 93.0 degrees F when tested with a digital thermometer for two minutes. 7. During an 
interview on 8/14/25 at 10:39 A.M., Resident #17 said the hot water does not get hot enough even if he/she 
lets it run. He/She can't wash his/her face because the hot water is cold. He/She has been at the facility for a 
month or two and the hot water has been like that since he/she has been at the facility. Observation on 
8/14/25 at 10:42 A.M., showed the water temperature measured 84.0 degrees F when tested with a digital 
thermometer for two minutes. 8. Observation on 8/14/25 at 10:46 A.M., showed the hot water temperature in 
room [ROOM NUMBER] measured 86.0 degrees F when tested with a digital thermometer for two minutes. 
9. Observation on 8/14/25 at 11:08 A.M., showed the hot water temperature in room [ROOM NUMBER] 
measured 97.5 degrees F when tested with a digital thermometer for two minutes. 10. Observation on 
8/15/25 at 8:27 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 80.9 degrees F when tested with a digital thermometer for two minutes. 11. Observation on 
8/15/25 at 8:45 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 87.2 degrees F when tested with a digital thermometer for two minutes. 12. Observation on 
8/15/25 at 8:50 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 83.6 degrees F when tested with a digital thermometer for two minutes. 13. Observation on 
8/15/25 at 8:58 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 91.4 degrees F when tested with a digital thermometer for two minutes. 14. Observation on 
8/15/25 at 9:30 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 99.5 degrees F when tested with a digital thermometer for two minutes. 15. Observation on 
8/15/25 at 9:40 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 99.4 degrees F when tested with a digital thermometer for two minutes. 16. Observation on 
8/15/25 at 9:45 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 92.1 degrees F when tested with a digital thermometer for two minutes. 17. Observation on 
8/15/25 at 9:58 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 83.1 degrees F when tested with a digital thermometer for two minutes. 18. Observation on 
8/15/25 at 10:10 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] 
measured 87.2 degrees F when tested with a digital thermometer for two minutes. 19. Observation on 
8/15/25 at 2:00 P.M., showed the hot water temperature in room [ROOM NUMBER] measured 97 degrees F 
when tested for two minutes with a digital thermometer. The Maintenance Director was present and agreed 
the water temperature was not in regulatory range. 20. During an interview on 8/15/25 at 1:OO P.M., the 
Maintenance Director reported he has had no issues with water temperatures when doing his testing rounds 
once a week for several months now. He said there have been no requisitions for him to fix or any water 
temps from nursing staff or any other departments and he is unaware the hot water temperatures were not in 
range. 21. Observation on 8/15/25 from 2:00 P.M. until 2:25 P.M., hot water temperatures were as follows 
when tested for 2 minutes using a digital thermometer. The Maintenance Director was present during the 
observations:-room [ROOM NUMBER], measured 97 degrees F;-room [ROOM NUMBER], measured 97.1 
degrees F;-room [ROOM NUMBER], measured 97.3 degrees F;-room [ROOM NUMBER], measured 92.3 
degrees F;-room [ROOM NUMBER], measured 92.1 degrees F. During an interview on 8/15/25 at 2:24 P.M., 
the Maintenance Director said the temperatures were not in the regulatory range. 22. During an interview on 
8/18/25 at 12:26 P.M., the Maintenance Director said he had some rooms that were too hot, and he has 
been making adjustments to the mixing valve. He noticed the rooms were too hot when he went in to test 
water with the surveyor. The hot water ranged from 125 degrees F to 130 degrees F. The Maintenance 
Director said he had one room that was close to 140 degrees F but he went back and forth and kept 
adjusting the temperature. He said there is only one boiler per hallway and for the rooms to reach the actual 
temperature, some rooms the hot water has to run for at least four to five minutes for the temperatures to 
reach at least 105 degrees F. 23. During an interview 8/18/25 at 1:10 P.M., the Director of Nurses (DON) 
said the Maintenance Director is responsible for monitoring the water temperatures and he does these three 
to four times a month and records findings in the hot water temperature logbook. He does one hall a week 
and sometimes will bunch 300-400 hall, or if someone says it's not right, he will go and check it and 
document on the temperature log. The Maintenance Director should check all the rooms and if temperatures 
are not in regulated range expected, the Maintenance Director should adjust so they are in range. If they are 
not reaching the temperature in certain rooms, if too far away from the boiler, if too hot, or if a different 
situation, he needs to keep adjusting the water and notify the Administrator and the Regional Maintenance 
Director. In addition, the DON said she expected staff to put in a work order to maintenance if they suspect 
water temperatures are out of range. She expected them to also check the water temperature with a 
thermometer if it feels out of range and should be adjusting or have maintenance adjust it. The DON 
expected the same protocol if residents voice concerns to nursing staff.
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Residents Affected - Some

Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure residents had complete, accurate and 
individualized comprehensive care plans to address specific needs of the residents for four sampled 
residents. (Resident #1, Resident #2, Resident #7 and Resident #8). The census was 175.Review of the 
facility's Comprehensive Person-Centered Care Plan policy, last reviewed 10/23/19:-Policy: Each resident 
will have a person centered plan of care to identify problems, needs, strengths, preferences, and goals that 
will identify how the interdisciplinary team will provide care;-Definitions: -Interdisciplinary Team (IDT): All 
disciplines will collaborate to develop a plan of care that meets the residents' needs, preferences, and goals; 
-Baseline Care Plan: Is the baseline plan of care and is developed within 48 hours of admission and updated 
with a change in resident condition as applicable until completion of the comprehensive care plan; 
-Comprehensive Person Centered Care Plan (CCP): Contains services provided, preference, ability, and 
goals for admission, desired outcomes, and care level guidelines; -Kardex: Is part of the comprehensive care 
plan and is used as a tool to make staff aware of the resident's daily care needs;-Procedure: -1. The 
Comprehensive Person-Centered Care Plan shall be fully developed within 7 days after completion of the 
admission Minimum Data Set (MDS), a federally mandated assessment instrument completed by facility 
staff; -2. A baseline care plan is to be developed within 48 hours. Develop initial goals based upon admission 
orders/resident's input and is recorded on the Baseline Care Plan user defined assessment (UDA). Provide 
the resident or resident's representative (RR) a copy of the baseline care plan and physician's orders, 
document delivery of the baseline care plan in the medical record; -3. The IDT, along with the resident and/or 
RR, will identify resident problems, needs, strengths, life history, preferences, and goals; -4. For each 
problem, need, or strength a resident-centered measurable goal is developed; -5. Staff approaches are to be 
developed for each problem/strength/need (including Preadmission Screening and Resident Review 
(PASARR) recommendations as applicable). Assigned disciplines will be identified to carry out the 
intervention; -6. The comprehensive person centered care plan can be reviewed and/or revised at quarterly 
intervals in conjunction with the completion of MDS quarterly, significant change and annual assessments 
per the Resident Assessment Instrument (RAI, assess residents and develop individualized care plans) 
manual; -7. The Care Conference IDT UDA is documented to reflect a review of the care plan goals and 
approaches; -8. The Kardex will serve as part of the comprehensive plan of care and will be completed with 
the baseline care plan; -9. Upon a change in condition, the comprehensive person centered care plan or 
baseline care plan will be updated if applicable: -The baseline care plan/comprehensive person centered 
care clan is updated to reflect risk/occurrences with a problem area, including goals and interventions to 
reduce the risk/occurrence; -The name of the resident/RR who the plan of care was discussed with will be 
documented on the care conference IDT UDA. 1. Review of Resident #1's admission MDS, dated [DATE], 
showed: -Cognitively intact;-Rejection of care not exhibited;-Upper and lower extremity impairment on both 
sides;-Dependent with eating, oral hygiene, toileting hygiene, showering, upper and lower body dressing and 
personal hygiene;-Diagnoses included quadriplegia (medical condition causing partial or total loss of function 
in all four limbs and the torso), muscle weakness, dysphagia (difficulty swallowing), high blood pressure and 
diabetes. Review of the resident's care plan, in use during the survey, showed:-Focus: History of potential for 
resistance to care adjustment to nursing home. Refusing to allow nursing staff to obtain blood sugars 
argumentative with staff, recording staff with his/her cell phone creates fabrications regarding staff 
confrontational with staff, ineffective coping with nursing home placement and his/her diagnosis, created 
7/14/25;-Goal: Will cooperate with care through next review date, created 7/14/25;-Interventions: -Allow the 
resident to make decisions about treatment regime, to provide sense of control, created 7/14/25; -Educate 
resident/family/caregivers of the possible outcome(s) of not complying with treatment or care, created 
7/14/25; -Encourage as much participation/interaction as possible during care activities, created 7/14/25; 
-Known triggers for resisting care are: Nothing listed, Behavior is de-escalated by: Nothing listed, created 
7/14/25; -Praise when behavior is appropriate, created 7/14/25;-Nothing listed on care plan regarding 
activities of daily living (ADLs, basic tasks that individuals perform to maintain their daily life) and level of 
care resident required;-Nothing listed on care plan regarding the resident's personal preference of washing 
face and brushing teeth every morning;-Nothing listed on care plan regarding splints for both of resident's 
hands and brace for resident's right foot;-Nothing listed to show the resident received restorative therapy. 
Review of the resident's Occupational Therapy (OT) evaluation and plan of treatment, dated 7/19/25, 
showed: -Short term goal #1: Resident will safely wear a resting hand splint on right hand for up to four hours 
with minimal signs or symptoms of redness, swelling, discomfort or pain;-Short term goal #2: Resident will 
safely wear a resting hand splint on left hand and left fingers for up to three hours with minimal sign and 
symptoms of redness, swelling, discomfort or pain;-Long term goal #1: Resident will wear a resting hand 
splint on right hand for up to eight hours with minimal sign and symptoms of redness, swelling, discomfort or 
pain;-Long term goal #2: Resident will safely wear a resting hand splint on left hand and left fingers for up to 
8 hours with minimal signs and symptoms of redness, swelling, discomfort or pain;-7/19/25, Refer to the 
documented plan of treatment for occupational profile, medical and therapy history and/or comorbidities that 
impact the plan, as well as assessment findings performance deficits and modification/assistance 
needs;-7/28/25, Provided resident with donning (put on) doffing (take off) techniques for bilateral (both sides) 
upper extremities (BUE) resting hand splints (RHS) angle of wrist flexion using heat gun to facilitate good fit, 
resident tolerated BUE RHS for one hour with no signs of redness or discomfort, resident stated he/she 
would like to wear splints longer and that he/she would inform the certified nurse aide (CNA) and/or nurse to 
remove splints, therapist informed CNA of resident's request and CNA agreed to remove splints when 
resident asked. Review of the resident's restorative care plan, dated 8/12/25, showed no care plan for resting 
hand splints or braces to right or left foot. Review of the resident's current Physician Order Sheet (POS), 
showed:-No order for right or left hand splint;-No order for brace to right or left foot. During an interview on 
8/13/25 at 1:19 P.M., the resident said he/she has a problem getting staff to assist him/her with washing 
his/her face and brushing his/her teeth. The resident said the only way he/she can get assistance with 
getting his/her face washed and teeth brushed is if he/she asks the staff every day. The resident said he/she 
did not ask staff to brush his/her teeth today, so they have not been brushed. The resident said the Assistant 
Director of Nursing (ADON) put a sign above the resident's night stand a couple of weeks ago that read, 
provide mouth care, thank you with no date. The resident said the sign was not working. The resident said 
he/she gets tired of having to ask staff every day and it is frustrating. The resident said he/she also needs 
assistance with putting on splints for both hands and a brace to his/her right foot. The resident said he/she 
also had a brace for his/her left foot but only wears the one for his/her right foot. The resident said he/she 
needed the splints to keep his/her hands stretched out, so they don't contract and the braces for his/her feet 
keep his/her feet from dropping. The resident said a nurse (name unknown) told him/her they did not have an 
order for the splints or foot braces. Observation on 8/13/25 at 1:19 P.M., showed the resident in bed with a 
splint on his/her right hand. Staff assisted the resident with eating. Observation on 8/14/25 at 10:59 A.M., 
showed the resident in bed and he/she had a brace to his/her right foot. Observation on 8/15/25 at 8:42 A.M., 
showed the resident in bed and he/she had a splint on his/her right hand. During an interview on 8/15/25 at 
1:30 P.M., Licensed Practical Nurse (LPN) B said he/she would know if a resident needed splints if there was 
an order on the Treatment Administration Record (TAR) because it would be a treatment the nurse would 
need to complete as scheduled. LPN B said the resident did not have a treatment to put on or take off 
splints. During an interview on 8/18/25 at 11:11 A.M., the Restorative Certified Nurse Aide (RCNA) G said 
he/she did not have an order to apply splints for the resident in the restorative program. During an interview 
on 8/18/25 at 12:41 P.M., the Director of Rehabilitation (DOR) said if a resident needed splints, the therapy 
department would speak to the nursing staff about the need and the nursing staff would put in a nursing 
order that would indicate the facility nurses would do or the nursing staff would put in a restorative order for 
the restorative CNA to complete with restorative. Therapy writes up the plan for the residents and the nurse 
puts the order in. The DOR did not remember if it is the nurses or the restorative CNA who is responsible for 
putting on and taking off the resident's splints. At 12:56 P.M., the DOR said the resident did not have splints 
on his/her restorative program. The DOR was not sure who is responsible for putting on and taking off the 
splints for the resident. During an interview on 8/15/25 at 2:39 P.M., the Director of Nursing (DON) said 
splints and braces should be listed in the resident's care plan. The DON said if therapy had a 
recommendation related to the splints, she expected it to be communicated to the nursing staff. The DON 
expected the level of ADL care, such as washing the resident's face and brushing his/her teeth, needed for 
the resident to be listed in the resident's care plan. The DON said the facility admitted the resident on 
7/11/25 and she expected the resident's care plan to be accurate and up to date. 2. Review of Resident #2's 
admission MDS, dated [DATE], showed:-admission: [DATE];-Cognitively intact;-Rejection of care not 
exhibited;-While a resident received dialysis;-Diagnoses included end stage renal disease (ESRD, 
permanent kidney failure where the kidneys can no longer function adequately, requiring dialysis), chronic 
obstructive pulmonary disease (COPD, progressive lung disease that makes breathing difficult by obstructing 
airflow to the lungs), abnormalities of gait and mobility, muscle weakness, high blood pressure and diabetes. 
Review of the resident's care plan, in use during the survey, showed:-Focus: The resident has renal 
insufficiency related to ESRD, created 7/18/25;-Goal: -The resident will have no signs or symptoms of 
complications related to fluid overload through the review date, created 7/18/25; -The resident will have no 
signs or symptoms of complications related to fluid deficit through the review date, created on 
7/18/25;-Interventions: -Assist resident with ADL and ambulation as needed. Watch for SOB and match level 
of assistance to residents current energy level, created 7/18/25; -Monitor and report changes in mental 
status: lethargy; tiredness; fatigue; tremors; seizures, created 7/18/25; -Monitor for signs and symptoms 
hypovolemia (increased pulse, increased respirations, decreased systolic (SBP, top number, normal is below 
140), sweating, anxiousness) or hypervolemia (jugular venous distention (JVD, large veins in the neck visibly 
bulge, indicating increased pressure in the right side of the heart), increased blood pressure (BP), lung 
crackles (abnormal, non-musical, popping or crackling sounds heard in the lungs during breathing), 
headache, shortness of breath (SOB), dependent edema (swelling that occurs in the body parts closest to 
the ground, like the legs, feet, or hands, because gravity causes fluid to pool there)), created, 7/18/25; 
-Monitor lab reports of electrolytes and report to physician. Notify if potassium (K, essential mineral and 
electrolyte that the body needs for various functions, including regulating nerve impulses, muscle 
contractions, and maintaining a healthy heartbeat, normal range is 3.6 to 5.2 millimoles per liter (mmol/L) 
over 5.5 mmol/L, created 7/18/25; -Monitor vital signs (VS) per protocol, created 7/18/25; 
-Monitor/document/report as needed (PRN) any signs or symptoms of acute renal failure: Oliguria (Low urine 
output, urine output 400 milliliter (ml) per 24 hour), increased blood urea nitrogen (BUN, measures kidney 
function, normal range 6 to 20 mg/dL (2.1 to 7.1 mmol/L)) and Creatinine (measure of a waste product that 
indicates kidney function, normal levels blood levels are around 0.6-1.3 milligrams per deciliter (mg/dL)), in 
the diuretic phase (signals the beginning of kidney recovery, output greater than (&gt;) 500 ml/24 hour) the 
BUN and Creatinine level out; -Monitor/document/report PRN the following signs and symptoms: Edema 
(swelling), weight gain of over two pounds (lbs) a day, neck vein distension, dyspnea (difficulty breathing), 
tachycardia (increased heart rate), hypertension (elevated blood pressure), skin temperature, peripheral 
pulses (rhythmic throbbing of blood felt in arteries away from the heart, specifically in the extremities like the 
wrists, ankles, and feet), level of consciousness, monitor breath sounds for crackles, created 7/18/25; 
-Resident/family/caregiver teaching to include the following: Explanation of the disease process on a level 
they can understand, review signs and symptoms that should be reported to medical team such as difficulty 
breathing, increased fatigue, confusion, edema, weight gain etc., the importance of compliance with 
treatment plan, fluid restrictions, dietary restrictions and energy conservation, the importance of compliance 
with medications and dialysis treatment, educate on the medications prescribed, created 7/18/25;-No 
location listed where resident received dialysis;-No days of the week listed when resident received 
dialysis;-No chair time listed when resident received dialysis. 3. Review of Resident #8's medical records, 
showed:-Cognitively intact;-Diagnoses included ESRD, muscle weakness, high blood pressure, bipolar 
disorder (mental health condition causing extreme mood swings), and chronic pain. Review of the resident's 
care plan, in use during the survey, showed:-Focus: The resident has dialysis three times a week via in 
house dialysis related to ESRD;-Goal: -The resident will have no signs or symptoms of complications relate 
to fluid overload through the review date, created 7/10/25;-Interventions: -Fluids as ordered. Restrict or give 
as ordered, created 7/10/25; -Give medications as ordered by physician, created 7/10/25; -Monitor lab 
reports of electrolytes and report to physician. Notify if serum potassium over 5.5, created 7/10/25; -Monitor 
vital signs per protocol, created 7/10/25;-No days of the week listed when resident received dialysis;-No chair 
time listed when resident received dialysis. 4. Review of Resident #7's medical records, showed:-Moderate 
cognitive impairment;-Diagnoses included ESRD, muscle weakness, high blood pressure, shortness of 
breath (SOB), and syncope (fainting) and collapse. Review of the resident's care plan, in use during the 
survey, showed:-Focus: The resident has chronic renal failure related to ESRD via in house dialysis on 
Monday, Wednesday and Friday, created 7/28/25;-Goal: -The resident will be able to resume normal daily 
activities of daily living by the review date, created 7/28/25; -The resident will have no signs or symptoms of 
complications related to fluid deficit through the review date, created 7/28/25;-Interventions: -Monitor 
changes in mental status: lethargy, somnolence (excessive sleepiness or drowsiness), fatigue, tremors, 
seizures, created 7/28/25;-No chair time listed when resident received dialysis. 5. During an interview on 
8/15/25 at 9:48 A.M., CNA C said he/she does not use the kardex (quick-reference tool, that is integrated 
into electronic health records (EHRs), that provides a concise summary of a patient's essential information 
and daily care needs) or care plan button that is in point of care (POC, electronic charting) as those buttons 
are for the nurses to use. CNA C said he/she knows what interventions are in place for the residents by 
communication from the nurse. During an interview on 8/15/25 at 1:30 P.M., LPN B said he/she believes 
there is a place to look for interventions for residents in the computer, but he/she is unsure where the 
interventions would be located. During an interview on 8/18/25 at 1:10 P.M., the Administrator and DON said 
they expected the staff to be knowledgeable of and to follow the facility policies. They expected the resident 
care plans to be accurate and up to date. They expected if a resident was receiving dialysis services, the 
resident would have physician orders and a care plan that listed the location the resident was receiving 
dialysis, the days of the week the resident was to receive dialysis and the resident's chair time. They 
expected the ADL care that residents need to be accurate and up to date in the resident's care plan. 2577829
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to implement appropriate interventions for falls for 
one resident (Resident #6) who had no fall mats next to the resident's bed. The facility failed to adequately 
assess resident falls by ensuring residents received treatment and care in accordance with acceptable 
standards of practice when the facility failed to accurately complete post (after) fall 72 hour monitoring report 
(neurological (neuro) evaluation - pulse (P), respiration (R), and blood pressure (BP) measurements; 
assessment of pupil size and reactivity; and equality of hand grip strength) if the fall was unwitnessed or if 
the resident had an incident in hitting their head (Residents #6 and #5), and failed to complete incident follow 
up documentation (IFU) for 72 hour post fall in the progress notes each shift, for three of three residents 
sampled (Residents #6, #5 and #4). In addition, the facility failed to maintain water temperatures so they did 
not exceed 120 degrees Fahrenheit (F). The census was 175.Review of the facility's Accident and incident 
documentation and investigation policy, reviewed 4/26/23, showed: -Policy: Accidents and/or incidents 
involving residents will be investigated and documented on an incident report entry in the electronic health 
record (EHR). An Incident is defined as an occurrence which is not consistent with the routine operation of 
the facility or the routine care of a particular resident. Accidents and incidents will be analyzed for trends or 
patterns to enable the facility to enhance preventive measures to reduce the occurrence of 
incidents;-Procedure:-1. General information: -The licensed nurse assigned at the time of the resident care 
accident/incident is responsible for conducting an investigation of the circumstances surrounding the 
accident/incident, and for notifying the supervisor, Director of Nursing (DON), and/or the Administrator as 
appropriate; -The licensed nurse at the time of the incident is responsible for initiating/completing the incident 
report, ensuring that all items have been completed as applicable to the accident/incident; -The licensed 
nurse at the time of the incident is responsible for documenting the incident in the resident's medical record 
in accordance with the guidelines below and set forth in the incident report;-2. Notification & Documentation: 
-The licensed nurse shall document the incident and notify the supervisor and DON for follow through as 
needed;-The licensed nurse may complete a nurses note and update the resident care plan as needed;-The 
nurse's notes may contain the following documentation: -Clear objective facts of what occurred; -An 
evaluation of the residents condition at the time of the accident/incident may include a description of the 
resident, vital signs (VS). and other physical characteristics apparent as a result of the accident/incident; 
-Any treatment provided; -Notification or attempts to notify the resident's physician. family, and/or legal 
representative, or any other health care professional or individuals involved with the resident's care; -The 
charge nurse's date and time of the documentation. Review of the facility's water temperature regulation for 
residential programs policy, revised 1/29/13, showed:-The comfort and preferences of the individual are 
balanced with the abilities and safety of the individual. This is outlined in the individual's plan;-1. The ability 
and safety risk of everyone receiving residential services related to management of water temperatures 
should be documented in the individual's plan;-The considerations to screen and document for safe 
management of water temperatures would include, but not be limited to: -a. Physical ability to manipulate 
faucets/ handles to control the mixture of hot and cold water from the source; -b. Physical ability to remove 
oneself from water temperature source or to communicate the need to be removed; -c. Cognitive ability to 
recognize changes in water temperatures, know what to do to change the water temperature as it comes out 
of the faucet, and/or communicate the need for help; -d. Physical or health issues that result in changes in 
sensation or ability to feel sensations, such as diabetic or other neuropathy, peripheral vascular disease, 
conditions that may cause thickening of the skin, etc., and; -e. Use of medications that may change the 
ability to feel sensations in or that may make skin more sensitive to changes in temperature or burning;-2. 
The necessary strategies, equipment and/or supervision to assure safety for water temperature regulation is 
to be outlined in the individual's personal plan;-3. Each agency supporting individuals in residential services 
should have a policy, procedure, or guideline related to management of water temperatures, including 
periodic measurement and documentation of temperature measurements;-4. In situations in which 
individuals do not have the abilities to regulate water temperatures or have a physical or health condition that 
makes self-regulation unsafe, water temperatures are not to exceed 120 degrees Fahrenheit at the point of 
use. 1. Review of Resident #6's admission Minimum Data Set (MDS), a federally mandated assessment 
instrument completed by facility staff, dated 8/5/25, showed:-Severe cognitive impairment;-Always 
incontinent of bowel and bladder;-No falls any time in the last month;-No falls in the last two to six 
months;-No fractures related to falls in last six months;-One fall since admission with no injury;-Diagnoses 
included cerebrovascular accident (CVA, stroke), high blood pressure, visual loss of both eyes, heart failure, 
diabetes, and dependance on renal (kidney) dialysis (medical procedure that removes waste products and 
excess fluid from the blood when the kidneys are unable to perform this function). Review of the resident's 
care plan, in use during the survey, showed:-Focus: Resident has a history of falls and is at risk for further 
falls related to impaired mobility recent stroke, fatigue, bilateral (affecting both sides) vision loss, created 
8/7/25;-Goal: Resident will resume usual activities without further incident through the review date, created 
8/7/25;-Interventions: -Neuro checks, therapy screening, created 8/14/25; -Floor mats, side rails, bed 
lowered to the floor, created 8/7/25. Review of the resident's progress notes, dated 8/7/25 through 8/9/25, 
showed:-8/7/25 at 3:52 P.M., resident was being transferred from bed to chair with assistance from two staff 
when the resident's knees became weak causing resident to lose balance. Staff lowered the resident to the 
floor. No injuries. Physician gave order to monitor VS and pain. Resident representative (RR) was 
notified;-8/7/25 at 4:09 P.M., Resident was being transferred from chair to bed and resident's knees became 
weak, causing the resident to lose balance. Resident was lowered to the floor. No injuries;-8/8/25, Day shift 
(7:00 A.M. to 7:00 P.M.): No IFU documentation;-8/8/25, Night shift (7:00 P.M. to 7:00 A.M.): No IFU 
documentation;-8/9/25, Day shift: No IFU documentation; -8/9/25, Night shift: No IFU documentation. Review 
of the resident's Neurological Evaluation, dated 8/7/25, showed:-Directions: Complete Post-Fall if resident hit 
head or unwitnessed fall: -Every (Q) 15 Minutes times (X) one hour; -Q 30 minutes X one hour; -Q Hour X 
two hours; -Q two hours X eight hours; -Q four hours X 12 hours; -Q shift X 72 hours;-Q 15 minutes X one 
hour: -8/7/25, 4:20 P.M., completed; -8/7/25, 4:35 P.M., completed; -8/7/25, 4:50 P.M., completed; -8/7/25, 
5:05 P.M., completed;-Q 30 minutes X one hour: -8/7/25, 5:35 P.M., completed; -8/7/25, 6:05 P.M., 
completed;-Q Hour X two hours: -8/7/25, 8:05 P.M., time incorrect, should be 7:05 P.M.; -8/7/25, 10:05 P.M., 
time incorrect, should be 8:05 P.M.;-Q two hours X eight hours: -8/8/25, 12:05 A.M., date and time incorrect, 
should be 8/7/25 at 10:05 P.M.; -8/8/25, 8:05 A.M., time incorrect, should be 12:05 A.M.; -8/8/25, 4:05 P.M., 
time incorrect, should be 2:05 A.M.; -8/9/25, 12:05 A.M., date and time incorrect should be 8/8/25 at 4:05 A.
M.;-Q four hours X 12 hours: -8/9/25, 4:05 A.M., date and time incorrect should be 8/8/25 at 8:05 A.M.; 
-8/9/25, 8:05 A.M., date and time incorrect should be 8/8/25 at 12:05 P.M.; -8/9/25 12:05 P.M., date and time 
incorrect should be 8/8/25 at 4:05 P.M.;-Q shift X 72 hours: -8/9/25, Night shift, date and shift incorrect, 
should be 8/8/25 night shift; -8/9/25, Day shift, not completed; -8/10/25, Day shift, completed; -8/10/25, Night 
shift, completed; -8/11/25, Day shift, completed; -8/11/25, Night shift, completed; -8/12/25, Day shift, not 
completed; -8/12/25, Night shift, not completed. Observation on 8/15/25 at 9:25 A.M., showed the resident's 
right side of his/her body was hanging off the right side of the bed, between the bed and the wall. There were 
no fall mats on either side of the resident's bed. An unknown staff member went to Certified Nurse Aide 
(CNA) A and said the resident is hanging off the bed. CNA A said he/she knew and was looking for a chair. 
Licensed Practical Nurse (LPN) B walked into the resident's room and began asking the resident if he/she hit 
his/her head. The resident said no. The resident's right shoulder and head were on the floor under a chair 
that was against the wall. CNA A entered the room and assisted LPN B with lifting the resident back onto the 
resident's bed. There were no visual injuries on the resident. Review of the resident's Neurological 
Evaluation, dated 8/15/25, showed:-Q 15 minutes X one hour: -8/15/25, 9:00 A.M., completed, observation of 
resident fall on 8/15/25 at 9:25 A.M.; -8/15/25, 9:15 A.M., completed, observation of resident fall on 8/15/25 
at 9:25 A.M.; -8/15/25, 9:30 A.M., completed; -8/15/25, 9:45 A.M., completed.-Q 30 minutes X one hour: 
-8/15/25, 10:15 A.M., completed; -8/15/25, 10:45 A.M., completed.-Q Hour X two hours: -8/15/25, 12:45 P.M.
, time incorrect, should be 11:45 A.M.; -8/15/25, 1:45 P.M., time incorrect, should be 12:45 P.M.-Q two hours 
X eight hours: -8/15/25, 3:45 P.M., time incorrect, should be 2:45 P.M.; -8/15/25, 5:45 P.M., time incorrect, 
should be 4:45 P.M.; -8/15/25, 7:45 P.M., time incorrect, should be 6:45 P.M.; -8/15/25, 9:45 P.M., time 
incorrect should be 8:45 P.M.-Q four hours X 12 hours: -8/16/25, 1:45 A.M., time incorrect should be 12:45 A.
M.; -8/16/25, 5:45 A.M., time incorrect should be 4:45 A.M.; -8/16/25 9:45 A.M., time incorrect should be 8:45 
A.M.-Q shift X 72 hours: -8/16/25, Night shift, completed; -8/17/25, Day shift, completed; -8/17/25, Day shift, 
completed; -8/18/25, Night shift, completed; -8/18/25, Day shift, completed. 2. Review of Resident #5's 
quarterly MDS, dated [DATE], showed:-Severe cognitive impairment;-Always incontinent of bowel and 
bladder;-No falls since admission or reentry; -Diagnoses included metabolic encephalopathy (brain 
dysfunction caused by underlying medical conditions that disrupt the body's metabolism), dementia, 
hemiplegia (complete paralysis or severe weakness of one side of the body) and hemiparesis (weakness on 
one side of the body ) following stroke affecting right dominate side, and aphasia (disorder that affects how 
you communicate) following stroke. Review of the resident's care plan, in use during the survey, 
showed:-Focus: Resident has a history of falls and is at risk for further falls related to dementia, fatigue, 
incontinence, hemiplegia, and malnutrition (imbalance in nutrient intake), created 8/14/25;-Goal: The resident 
will resume usual activities without further incident, created 8/14/25;-Interventions: -Ice compression, low 
bed, floor mats, utilize call light, neuro checks, therapy screening, created 8/14/25; -Low bed, floor mat, 
anticipate resident needs, utilize call light, neuro checks, therapy screening, created 8/14/25; - Low bed, floor 
mat, educate to utilize call light, neuro checks, quality assurance and performance improvement (QAPI) 
rounds, therapy screening, created 8/14/25; -Neuro checks per facility standard of practice, created 8/14/25. 
Review of the resident's progress notes, dated 7/19/25 through 7/21/25, showed:-7/19/25 at 3:30 P.M., 
Nurse observed resident trying to get out of bed and slide off the bed onto the floor. Resident put back to bed 
range of motion (ROM) fair in all extremities. Small hematoma (closed wound where blood collects and fills a 
space) noted to left side of head. Ice applied neuro checks within normal limits (WNL);-7/20/25, Night shift: 
No IFU documentation. Review of the resident's Neurological Evaluation, dated 7/19/25, showed:-Q 15 
minutes X one hour: -7/19/25, 3:30 P.M., completed; -7/19/25, 3:45 P.M., completed; -7/19/25, 4:00 P.M., 
completed; -7/19/25, 4:15 P.M., completed.-Q 30 minutes X one hour: -7/19/25, 4:45 P.M., completed; 
-7/19/25, 5:15 P.M., completed.-Q Hour X two hours: -7/19/25, 7:15 P.M., time incorrect, should be 6:15 P.M.
; -7/19/25, 9:15 P.M., time incorrect, should be 7:15 P.M.-Q two hours X eight hours: -7/19/25, 11:15 P.M., 
time incorrect, should be 9:15 P.M.; -7/20/25, 1:15 A.M., time incorrect, should be 11:15 P.M.; -7/20/25, 3:15 
A.M., time incorrect, should be 1:15 A.M.; -7/20/25, 5:15 A.M., time incorrect should be 3:15 A.M.-Q four 
hours X 12 hours: -7/20/25, 9:15 A.M., time incorrect should be 7:15 A.M.; -7/20/25, 1:15 P.M., time incorrect 
should be 11:15 A.M.; -7/20/25 5:15 P.M., time incorrect should be 3:15 P.M.-Q shift X 72 hours: -7/20/25, 
Night shift, not completed; -7/21/25, Day shift, completed: -7/21/25, Night shift, completed; -7/22/25, Day 
shift, completed; -7/22/25, Night shift, not completed; -7/23/25, Day shift, not completed; -7/23/25, Night shift, 
not completed. -7/24/25, Day shift, not completed. Review of the resident's progress notes, dated 7/30/25 
through 8/1/25, showed:-7/30/25, No progress note describing the fall;-7/30/25, Night shift: No IFU 
documentation;-8/1/25, Day shift: No IFU documentation;-8/1/25, Night shift: No IFU documentation. Review 
of the resident's Neurological Evaluation, dated 7/30/25, showed:-Q 15 minutes X one hour: -7/30/25, 6:00 A.
M., completed; -7/30/25, 6:15 A.M., completed; -7/30/25, 6:30 A.M., completed; -7/30/25, 6:45 A.M., 
completed.-Q 30 minutes X one hour: -7/30/25, 7:15 A.M., completed; -7/30/25, 7:45 A.M., completed.-Q 
Hour X two hours: -7/30/25, 8:45 A.M., completed; -7/30/25, 9:45 A.M., completed.-Q two hours X eight 
hours: -7/30/25, 11:45 A.M., completed; -7/30/25, 1:45 P.M., completed; -7/30/25, 3:45 P.M., completed; 
-7/30/25, 5:45 P.M., completed.-Q four hours X 12 hours: -7/30/25, 9:45 P.M., blank, no documentation of 
any VS; -7/31/25, 12:45 A.M., time incorrect should be 1:45 A.M.; -7/31/25 4:45 A.M., time incorrect should 
be 5:45 A.M.-Q shift X 72 hours: -7/31/25, Day shift, completed; -7/31/25, Night shift, completed; -8/1/25, 
Day shift, completed: -8/1/25, Night shift, completed; -8/2/25, Day shift, completed; -8/2/25, Night shift, 
completed; -8/3/25, Day shift, completed; -8/3/25, Night shift, completed. Review of the resident's progress 
notes, dated 8/8/25 through 8/10/25, showed:-8/8/25 at 3:40 P.M., Resident was observed on the floor on 
right side of bed on top of floor mat. Neuro checks preformed. Resident will remain under observation with 
neuro checks times 72 hours;-8/9/25, Day shift: No IFU documentation;-8/10/25, Day shift: No IFU 
documentation. Review of the resident's Neurological Evaluation, dated 8/8/25, showed:-Q 15 minutes X one 
hour: -8/8/25, 2:20 P.M., completed; -8/8/25, 2:35 P.M., completed; -8/8/25, 2:50 P.M., completed; -8/8/25, 
3:05 P.M., completed.-Q 30 minutes X one hour: -8/8/25, 3:35 P.M., completed; -8/8/25, 4:05 P.M., 
completed.-Q Hour X two hours: -8/8/25, 6:05 P.M., time incorrect, should be 5:05 P.M.; -8/8/25, 7:05 P.M., 
time incorrect, should be 6:05 P.M.-Q two hours X eight hours: -8/8/25, 9:05 P.M., time incorrect, should be 
8:05 P.M.; -8/8/25, 11:05 P.M., time incorrect, should be 10:05 P.M.; -8/9/25, 1:05 A.M., time incorrect, 
should be 12:05 A.M.; -8/9/25, 3:05 A.M., time incorrect should be 2:05 A.M.-Q four hours X 12 hours: 
-8/9/25, 7:05 A.M., time incorrect should be 6:05 A.M.; -8/9/25, 11:05 A.M., time incorrect should be 10:05 A.
M.; -8/9/25, 3:05 P.M., time incorrect should be 2:05 P.M.-Q shift X 72 hours: -8/9/25, Night shift, blank, no 
documentation of any VS; -8/10/25, Day shift, completed: -8/10/25, Night shift, completed; -8/11/25, Day 
shift, completed; -8/11/25, Night shift, completed; -8/12/25, Day shift, completed; -8/12/25, Night shift, 
completed. -8/13/25, Day shift, completed. 3. Review of Resident #4's annual MDS, dated [DATE], 
showed:-Moderate cognitive impairment; -Occasionally incontinent of bowel and bladder;-No falls since 
admission or reentry;-Diagnoses included congestive heart failure (CHF, condition where the heart can't 
pump enough blood to meet the body's needs, leading to fluid buildup in the body), diabetes, cognitive 
communication deficit, muscle weakness, abnormalities of gait and mobility, difficulty in walking and 
concentration deficit following stroke. Review of the resident's care plan, in use during the survey, 
showed:-Focus: The resident is at risk for falls related to confusion, gait/balance problems, incontinence, 
unaware of saftey needs related to cognitive impairment, created 7/8/25;-Goal: -The resident will be free of 
falls through the review date, created 7/8/25; - The resident will be free of minor injury through the review 
date, created 7/8/25;-Interventions: -Anticipate and meet the resident's needs, created 7/8/25; -Be sure the 
resident's call light is within reach and encourage the resident to use itfor assistance as needed. The 
resident needs prompt response to all requests for assistance, created 7/8/25; -Educate the 
resident/family/caregivers about safety reminders and what to do if afall occurs, created 7/8/25; -Ensure 
shoelaces are tied/non-skid socks, therapy screening, created, 7/8/25; -Follow facility fall protocol, created 
7/8/25; -Evaluate and treat as ordered or as needed (PRN), created 7/8/25; -The resident needs activities 
that minimize the potential for falls while providing diversion and distraction, created 7/8/25. Review of the 
resident's progress notes dated 6/24/25 through 6/26/25, showed:-6/24/25 at 11:38 A.M., Nurse was called 
to resident room, noted resident on the floor next to bed A, lying on his/her back. Resident stated he/she was 
attempting to use the restroom and lost his/her balance. Resident expressed that he/she hit his/her head, 
neuro checks initiated, no open areas or bleeding noted. Redness noted to residents upper back;-6/26/25, 
Day shift: No IFU documentation;-6/26/25, Night shift: No IFU documentation. 4. During an interview on 
8/15/25 at 9:48 A.M., CNA C said if a resident has a fall, he/she would get the nurse and have the nurse 
assess the resident. CNA C said he/she does not use the kardex (quick-reference tool, that is integrated into 
electronic health records (EHRs), that provides a concise summary of a patient's essential information and 
daily care needs) or care plan button that is in point of care (POC, electronic charting) as those buttons are 
for the nurses to use. CNA C said he/she knows what interventions are in place for the residents by 
communication from the nurse. CNA C said he/she personally keeps all beds in a low position when 
residents are in bed. He/She will know they use fall mats when they are next to the bed. For residents who 
are a high fall risk, he/she tries to keep them up and if they are not in bed, he/she will raise the bed up high 
so they will not attempt to get into the bed without assistance. During an interview on 8/15/25 at 1:30 P.M., 
LPN B said if a resident has a fall, the nurse went in to assess the resident first. While assessing the 
resident, he/she will check all VS, ROM, and if the resident does not have any injuries, the nurse will get the 
resident up. Neuro checks will be started if the fall is unwitnessed or if witnessed and the resident hit his/her 
head. A skin assessment, fall risk assessment, and risk management would need to be completed. The 
physician and family would need to be contacted. A progress note would be created documenting the 
description of the fall, if there are any injuries, VS, and the notifications to the physician and family. After a 
resident fall, there is follow up documentation that needs to be completed for 72 hours. The follow up 
documentation includes neuro checks, and a progress note each shift example follow up from fall day two, 
no signs of any change of condition, VS in normal limits, skin assessment showing no new or abnormal 
bruising. LPN B said a skin assessment is not completed each shift for the 72 hours after a fall, but the nurse 
must look at the resident's skin and document the findings in the progress note. LPN B would know what 
interventions are in place for a resident if there was a sign in the resident's room that said floor mats, bed in 
low position. LPN B believes there is a place to look for the interventions in the computer, but he/she is 
unsure where the interventions would be located. During an interview on 8/18/25 at 11:18 A.M., CNA D said 
if a resident has a fall, he/she would call for the nurse immediately before touching the resident. After the 
nurse assesses the resident, he/she would assist the resident up if the nurse said the resident was alright. 
CNA D said he/she puts all resident beds in low position. CNA D said he/she can check what interventions 
are in place by checking the kardex. During an interview on 8/18/25 at 11:33 A.M., CNA E said if a resident 
has a fall, he/she would report it to the nurse immediately. CNA E said he/she would know what interventions 
are in place for residents by the nurse giving them report or the previous CNA would give that information to 
him/her in report. During an interview on 8/18/25 at 11:52 A.M., the Assistant Director of Nursing (ADON) 
said if a resident has a fall, the nurse would go in and do a head to toe assessment on the resident, take VS, 
do a pain assessment, skin assessment, the nurse would notify the ADON or weekend supervisor of the fall, 
and also notify the physician and contact the family member listed on the resident's face sheet. A progress 
note of what was observed and what happened would be completed and the notifications would be listed in 
the progress note. Neuro checks would be completed for 72 hours if the fall was unwitnessed or if the fall 
was witnessed with the resident hitting the head. If a fall is unwitnessed, neuro checks are completed even if 
the resident voices that they did not hit their head. Follow up documentation would be completed for 72 
hours after the fall on each shift. That documentation includes neuro checks if indicated, a progress note that 
would say something like IFU day two out of three post fall, no pain, if the resident had a skin tear from fall, it 
would say dressing changed, neuro checks WNL. If there are any interventions that are in place, the 
progress note should also list what the interventions are and that they are in place. The VS can be 
documented on the neuro check sheet, in the progress notes or in the VS section of the resident chart. 
During an interview on 8/15/25 at 2:39 P.M., the DON said staff know what interventions are in place 
because every morning the ADON gives the staff report. The staff would also know by going into a resident's 
room if they have fall mats next to the bed. All residents should be in a high/low bed and any residents who 
are a high fall risk should be at the nurse's station when out of bed. The DON expected interventions listed in 
the care plan to be in place and for the care plan to be accurate and up to date. The DON expected neuro 
checks to be completed if half a resident's body had fallen off the bed and the resident's head was on the 
floor under a chair. The DON expected floor mats to be on the floor next to the resident's bed if that is an 
intervention listed in the resident's care plan. The DON expected progress notes to be completed each shift 
for 72 hours after a resident has a fall. During an interview on 8/15/25 at 1:10 P.M., the Administrator and 
DON said they both expected staff to be knowledgeable of and to follow the facility policies. They both 
expected resident care plans to be accurate and up to date. They expected the interventions listed in care 
plan to be in place. They expected the nursing staff to know where to go in the electronic charting to find 
interventions for residents. They said the Kardex and care plan is where the interventions can be found. 5. 
Observation on 8/15/25 at 10:05 A.M., showed the hot water temperatures at the sink fixture, in room 
[ROOM NUMBER] measured 134.6 degrees F when tested with a digital thermometer for two minutes. 
Review of Resident #12's medical record, showed no cognitive impairment. 6. Observation on 8/15/25 at 
10:43 A.M., showed the hot water temperatures at the sink fixture, in room [ROOM NUMBER] measured 
136. 8 degrees F when tested with a digital thermometer for two minutes. Review of Resident #13's medical 
record, showed no cognitive impairment. 7. Observation on 8/15/25 at 8:45 A.M., showed the hot water 
temperatures at the sink fixture, in room [ROOM NUMBER] measured 129.5 degrees F when tested with a 
digital thermometer for two minutes. 8. During an interview on 8/15/25 at 1:00 P.M., the Maintenance 
Director said he has had no issues with water temperatures when doing his testing rounds once a week for 
several months now. There have been no requisitions for him to fix or adjust any water temperatures from 
nursing staff or other departments. He was unaware the hot water temperatures were not in range until 
today. 2581167
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Based on interview and record review, the facility failed to ensure residents who received dialysis (the 
process of filtering the blood for individuals with kidney failure) services had current dialysis orders that 
included the location for the dialysis services for one resident (Resident #2), the days of week the resident 
would go to dialysis and what the dialysis chair time was for two residents (Resident #2 and Resident #8). 
The facility also failed to ensure the dialysis services had been addressed on the resident's individual care 
plan for chair time for three residents (Resident #2, Resident #8 and Resident #7). Additionally, the facility 
failed to contact and document the notification to the physician and resident representative (RR) when the 
resident refused dialysis or when the dialysis treatment ended early for three of three residents (Resident #2, 
#7 and #8). The census was 175.Review of the facility's Hemodialysis (HD, medical treatment for kidney 
failure that uses a machine to filter waste products and excess fluid from the blood) protocol policy, reviewed 
10/25/24, showed:-Protocol: This facility will provide the necessary care and treatment, consistent with 
professional standards of practice, physician orders, the comprehensive person-centered care plan, and the 
resident's goals and preferences, to meet the special medical, nursing, mental, and psychosocial needs of 
residents receiving hemodialysis;-Procedure:-The facility will inform each resident before or at the time of 
admission, and periodically thereafter during the resident's stay, of dialysis services available;-The facility will 
coordinate and collaborate with the dialysis facility to assure that: -The resident's needs related to dialysis 
treatments are met; -The provision of the dialysis treatments and care of the resident meets current 
standards of practice for the safe administration of the dialysis treatments; -Documentation requirements are 
met to assure that treatments are provided as ordered by the nephrologist (doctor who specializes in kidney 
care and the diagnosis and treatment of kidney diseases), attending practitioner and dialysis team, and; 
-There is ongoing communication and collaboration for the development and implementation of the dialysis 
care plan by nursing home and dialysis staff; -The facility will monitor for and identify changes in the 
resident's behavior that may impact the safe administration of dialysis before and after treatment and will 
inform the attending practitioner and dialysis facility of the changes; -The licensed nurse will communicate to 
the dialysis facility via telephonic communication or written format, such as a Dialysis Communication Form 
or other form, that will include, but not limit itself to: -History: -Timely medication administration (initiated, held 
or discontinued) by the nursing home and/or dialysis facility; -Physician/treatment orders, laboratory values, 
and vital signs; -Advance Directives and code status; specific directives about treatment choices; and 
any-changes or need for further discussion with the resident/representative, and practitioners; -Hemodialysis 
will be done in an outpatient setting according to physician's orders (PO), unless your facility has an onsite 
in-house dialysis unit; -Facility will ensure resident has plan of care to include dialysis services. 1. Review of 
Resident #2's admission Minimum Data Set (MDS), a federally mandated assessment instrument completed 
by facility staff, dated 7/9/25, showed:-Cognitively intact;-Rejection of care not exhibited; -While a resident 
received dialysis;-Diagnoses included end stage renal disease (ESRD, permanent kidney failure where the 
kidneys can no longer function adequately, requiring dialysis), chronic obstructive pulmonary disease 
(COPD, progressive lung disease that makes breathing difficult by obstructing airflow to the lungs), 
abnormalities of gait and mobility, muscle weakness, high blood pressure, and diabetes. Review of the 
resident's care plan, in use during the survey, showed:-Focus: The resident has renal insufficiency related to 
ESRD, created 7/18/25;-Goal: -The resident will have no signs or symptoms of complications related to fluid 
overload through the review date, created 7/18/25; -The resident will have no signs or symptoms of 
complications related to fluid deficit through the review date, created on 7/18/25;-Interventions: -Assist 
resident with activities of daily living (ADL, basic tasks that individuals perform to maintain their daily life) and 
ambulation as needed. Watch for shortness of breath (SOB) and match level of assistance to residents 
current energy level, created 7/18/25; -Monitor and report changes in mental status: lethargy (unusual 
tiredness, drowsiness, and lack of energy or mental alertness), tiredness, fatigue, tremors and seizures, 
created 7/18/25; -Monitor for signs and symptoms hypovolemia (increased pulse, increased respirations, 
decreased systolic (SBP, top number, normal is below 140), sweating, anxiousness) or hypervolemia (jugular 
venous distention (JVD, large veins in the neck visibly bulge, indicating increased pressure in the right side 
of the heart), increased blood pressure (BP), lung crackles (abnormal, non-musical, popping or crackling 
sounds heard in the lungs during breathing), headache, shortness of breath (SOB), dependent edema 
(swelling that occurs in the body parts closest to the ground, like the legs, feet, or hands, because gravity 
causes fluid to pool there)), created, 7/18/25; -Monitor lab reports of electrolytes and report to physician. 
Notify if potassium (K, essential mineral and electrolyte that the body needs for various functions, including 
regulating nerve impulses, muscle contractions, and maintaining a healthy heartbeat, normal range is 3.6 to 
5.2 millimoles per liter (mmol/L) over 5.5 mmol/L, created 7/18/25; -Monitor vital signs (VS) per protocol, 
created 7/18/25; -Monitor/document/report as needed (PRN) any signs or symptoms of acute renal failure: 
Oliguria (Low urine output, urine output 400 milliliter (ml) per 24 hour), increased blood urea nitrogen (BUN, 
measures kidney function, normal range 6 to 20 mg/dL (2.1 to 7.1 mmol/L)) and Creatinine (measure of a 
waste product that indicates kidney function, normal levels blood levels are around 0.6-1.3 milligrams per 
deciliter (mg/dL)), in the diuretic phase (signals the beginning of kidney recovery, output greater than (&gt;) 
500 ml/24 hour) the BUN and Creatinine level out; -Monitor/document/report PRN the following signs and 
symptoms: Edema (swelling), weight gain of over two pounds (lbs) a day, neck vein distension, dyspnea 
(difficulty breathing), tachycardia (increased heart rate), hypertension (elevated blood pressure), skin 
temperature, peripheral pulses (rhythmic throbbing of blood felt in arteries away from the heart, specifically in 
the extremities like the wrists, ankles, and feet), level of consciousness, monitor breath sounds for crackles, 
created 7/18/25; -Resident/family/caregiver teaching to include the following: Explanation of the disease 
process on a level they can understand, review signs and symptoms that should be reported to medical team 
such as difficulty breathing, increased fatigue, confusion, edema, weight gain etc., the importance of 
compliance with treatment plan, fluid restrictions, dietary restrictions and energy conservation, the 
importance of compliance with medications and dialysis treatment, educate on the medications prescribed, 
created 7/18/25;-No location listed where resident received dialysis;-No days of the week listed when 
resident received dialysis;-No chair time listed when resident received dialysis. Review of the resident's 
Physician Order Sheet (POS), showed:-No order with location listed where resident received dialysis;-No 
order with days of week that resident received dialysis;-No order for chair time when resident received 
dialysis. Review of the resident's dialysis communication forms, HD treatment flowsheet and progress notes, 
dated 7/4/25 through 8/15/25, showed: -7/9/25, HD treatment flowsheet, treatment terminated early due to 
resident's request;-7/9/25, No progress notes regarding treatment being terminated early. No notifications to 
physician or contact listed on the resident's face sheet documented;-7/23/25, Dialysis communication form, 
refused treatment written across the top of the form;-7/23/25, No progress notes regarding refusal of 
treatment. No notifications to physician or contact listed on the resident's face sheet documented;-8/1/25, HD 
treatment flowsheet, came to dialysis unit ambulatory with no facility staff assisting with dialysis 
communication form in hand. Arrived three hours late for treatment. Will run for two and a half hours due to 
being late for treatment;-8/1/25, No progress notes regarding treatment time decreased. No notifications to 
physician or contact listed on the resident's face sheet documented;-8/11/25, Dialysis communication form, 
refused treatment written across the top of the form;-8/11/25, No progress notes regarding refusal of 
treatment. No notifications to physician or contact listed on the resident's face sheet documented;-8/13/25, 
No documentation showing if resident received dialysis. During an interview on 8/14/25 at 10:19 A.M., the 
resident said he/she was not feeling well this morning. The resident said his/her heart was tired, and his/her 
stomach felt yucky. The resident said he/she needed dialysis and he/she did not receive dialysis on 8/11/25 
or 8/13/25. The resident said nobody came to get him/her on 8/13/25. During an interview/observation on 
8/15/25 at 12:34 P.M., Dialysis Registered Nurse (DRN) F asked the resident if he/she wanted dialysis today 
since he/she did not have dialysis on 8/13/25. The resident agreed to have dialysis and DRN F weighed the 
resident and took the resident into the in-house dialysis room at the facility. DRN F said the resident normally 
receives dialysis three times a week on Monday, Wednesdays and Fridays. During an interview on 8/15/25 
at 8:58 A.M., the resident said he/she had dialysis yesterday, so he/she felt better. 2. Review of Resident 
#8's medical records, showed:-Cognitively intact;-Diagnoses included ESRD, muscle weakness, high blood 
pressure, bipolar disorder (mental health condition causing extreme mood swings), and chronic pain. Review 
of the resident's care plan, in use during the survey, showed:-Focus: The resident has dialysis three times a 
week via in house dialysis related to ESRD;-Goal: -The resident will have no signs or symptoms of 
complications relate to fluid overload through the review date, created 7/10/25;-Interventions: -Fluids as 
ordered. Restrict or give as ordered, created 7/10/25; -Give medications as ordered by physician, created 
7/10/25; -Monitor lab reports of electrolytes and report to physician. Notify if serum potassium over 5.5, 
created 7/10/25; -Monitor vital signs per protocol, created 7/10/25;-No days of the week listed when resident 
received dialysis;-No chair time listed when resident received dialysis. Review of the resident's POS, 
showed:-In house dialysis, order date 8/9/25;-No order with days of week that resident received dialysis;-No 
order for chair time when resident will receive dialysis. Review of the resident's dialysis communication 
forms, HD treatment flowsheet and progress notes, dated 7/1/25 through 8/14/25, showed:-7/29/25, Dialysis 
communication form, refused treatment written across the top of the form;-7/29/25, No progress notes 
regarding refusal of treatment. No notifications to physician or contact listed on the resident's face sheet 
documented;-7/31/25, Dialysis communication form, refused treatment written across the top of the 
form;-7/31/25, No progress notes regarding refusal of treatment. No notifications to physician or contact 
listed on the resident's face sheet documented;-8/2/25, Dialysis communication form, treatment terminated 
early due to resident's request to go to hospital;-8/2/25, No progress notes regarding treatment time 
decreased, resident requesting to go to hospital, or resident being sent to hospital. No notifications to 
physician or contact listed on the resident's face sheet documented;-8/12/25, Dialysis communication form, 
refused treatment written across the top of the form;-8/12/25, No progress notes regarding notifications to 
physician or contact listed on the resident's face sheet documented regarding refusal of dialysis. 3. Review 
of Resident #7's medical records, showed:-Moderate cognitive impairment;-Diagnoses included ESRD, 
muscle weakness, high blood pressure, shortness of breath (SOB), and syncope (fainting) and collapse. 
Review of the resident's care plan, in use during the survey, showed:-Focus: The resident has chronic renal 
failure related to ESRD via in house dialysis on Monday, Wednesday and Friday, created 7/28/25;-Goal: 
-The resident will be able to resume normal daily activities of daily living by the review date, created 7/28/25; 
-The resident will have no signs or symptoms of complications related to fluid deficit through the review date, 
created 7/28/25;-Interventions: -Monitor changes in mental status: lethargy, somnolence (excessive 
sleepiness or drowsiness), fatigue, tremors and seizures, created 7/28/25;-No chair time listed when resident 
received dialysis. Review of the resident's dialysis communication forms, HD treatment flowsheet and 
progress notes, dated 7/1/25 through 8/14/25, showed:-7/7/25, HD treatment flowsheet resident against 
medical advice (AMA) of treatment because of clotting, treatment terminated, system clotted, RN 
notified;-7/7/25, No progress notes regarding treatment time decreased. No notifications to physician or 
contact listed on the resident's face sheet documented;-7/9/25, HD treatment flowsheet, resident AMA of 
treatment;-7/9/25, No progress notes regarding AMA of treatment. No notifications to physician or contact 
listed on the resident's face sheet documented;-7/11/25, HD treatment flowsheet, early termination of 
treatment;-7/11/25, No progress notes regarding treatment time decreased. No notifications to physician or 
contact listed on the resident's face sheet documented;-7/21/25, HD treatment flowsheet, early termination of 
treatment due to resident request;-7/21/25, No progress notes regarding treatment time decreased. No 
notifications to physician or contact listed on the resident's face sheet documented;-7/25/25, HD treatment 
flowsheet, early termination of treatment, resident only received 40 minutes of prescribed time of 3 hours and 
30 minutes;-7/25/25, No progress notes regarding treatment time decreased. No notifications to physician or 
contact listed on the resident's face sheet documented;-7/30/25, HD treatment flowsheet, AMA off treatment 
with 11 minutes left;-7/30/25, No progress notes regarding treatment time decreased. No notifications to 
physician or contact listed on the resident's face sheet documented;-8/1/25, HD treatment flowsheet, 
requested to end dialysis treatment early;-8/1/25, No progress notes regarding treatment time decreased. No 
notifications to physician or contact listed on the resident's face sheet documented;-8/4/25, HD treatment 
flowsheet, shortened treatment;-8/4/25, Dialysis communication form, tolerated treatment well. Blood 
pressure increased throughout treatment. Signed off machine AMA 30 minutes early. Notified staff of 
increased blood pressure;-8/4/25, No progress notes regarding treatment time decreased or increased blood 
pressure. No notifications to physician or contact listed on the resident's face sheet documented;-8/6/25, HD 
treatment flowsheet, AMA off treatment 45 minutes early;-8/6/25, No progress notes regarding treatment 
time decreased. No notifications to physician or contact listed on the resident's face sheet documented. 4. 
During an interview on 8/14/25 at 12:42 P.M., the Restorative Certified Nurse Aide (RCNA) G said he/she 
has a list of residents who receive in-house dialysis. RCNA G said he/she is responsible for filling out the 
dialysis communication form with the resident's vital signs before they go to dialysis and gives the sheet to 
the dialysis nurse. If a resident refuses dialysis he/she must let the nurse know so the nurse can let the 
doctor know the resident refused treatment. The dialysis communication forms are turned into the Director of 
Nursing (DON). During an interview on 8/15/25 at 1:30 P.M., Licensed Practical Nurse (LPN) B said if a 
resident receives dialysis services, they should have orders that include the location the resident receives 
dialysis, the days of the week the resident receives dialysis and what the residents chair time is at the 
location. If a resident refuses treatment, the nurse should notify the physician, RR and the Assistant Director 
of Nursing (ADON). The notifications would be documented in the resident's progress notes. During an 
interview on 8/18/25 at 11:52 A.M., the ADON said a progress note needs to be entered if a resident refuses 
dialysis. The expectation is for the nurse is to educate the resident on refusing dialysis and if the resident still 
refuses dialysis the physician and RR should be notified, and the notifications are to be documented in the 
resident's progress note. During an interview on 8/18/25 at 1:10 P.M., the Administrator and DON said they 
expected staff to be knowledgeable of and to follow the facility policies. They expected the resident care 
plans to be accurate and up to date. They expected if a resident was receiving dialysis services, the resident 
would have physician orders and a care plan that listed the location the resident received dialysis, the days 
of the week the resident was to receive dialysis and the resident's chair time. They expected if a resident 
refused dialysis or ended a dialysis treatment early, the nurse would contact the physician and the RR and 
document the notifications in the resident's progress notes.
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